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ACTINEX 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5’ G' 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  ( 2 ) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
( 3 ) McGivney,  J. : Texas  Slate  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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It's  enthusiasm  for  Belap  relief  that  brings  on  this 
exuberance.  Belap  simultaneously  relaxes  nervous 
tension  and  soothes  smooth  muscle  spasm  due  to 
Gl  hypermotility.  The  natural  belladonna  alkaloids 
combined  with  phenobarbital  provide  safe,  predict- 
able antispasmodic  and  sedative  action  to  relieve 
pain  and  distress  of  visceral  spasm  in  peptic  ulcer, 
abdominal  pain  and  cramps,  pylorospasm,  nausea 
of  pregnancy,  nervous  indigestion  and  motion  sick- 
ness. Use  Belap  Ty-Med  tablets  whenever  timed- 
release  medication  for  smooth,  round-the-clock  anti- 


cholinergic and  sedative  action  is  desired.  Even  the 
price  is  designed  to  keep  your  patient  calm  and 
collected. 


Each  Belap®  Tablet  contains: 


Phenobarbital  (Warning, 

No.  0 

No.  1 

No.  2 

may  be  habit  forming) 

8 mg. 

15  mg. 

30  mg. 

Belladonna  Extract 

8 mg. 

8 mg. 

8 mg. 

One  tablet  three  times  daily. 
Available  in  bottles  of  100  and  1000. 


Belap  Ty-Med*  (Modified  formula) 

Each  tablet  contains: 

Amobarbital  (Warning,  may  be  habit  forming)  50  mg. 
Homatropine  Metnylbromide  7.5  mg. 

* Lemmon  brand  of  timed-release  medication. 

One  Ty-Med*  tablet  morning  and  night. 

Available  in  bottles  of  30  and  100  tablets. 

Observe  the  usual  precautions  for  barbiturates  and 
parasympatholytic  compounds. 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 


HAACK  LABORATORIES,  INC.,  Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


Blood-glucose 
screening  for  a[| 
your  patients? 


DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  ‘‘Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix s Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  ‘‘The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V , and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— aH  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


09165 


Only 

Filter  Queen 
cleans  the 


Proof?  See  inside— 


DRAMATIC  TEST  PROVES  FILTER  QUEEN  TRAI 


1  Place  a fresh  Sanitary  Filter  Cone  in  the 
FILTER  QUEEN  container.  (It  takes  only  a 
moment  to  open  the  machine  and  replace 
the  old  Filter  Cone.) 


2  Now  unfold  a clean  white  handkerchief  and 
drop  it  into  the  Sanitary  Filter  Cone.  (Even 
the  daintiest, sheerest  handkerchief  may  be 
used  with  perfect  safety.)  Then  replace  the 
turret  top  on  the  container. 


3  Now  turn  the  machine  over  to  any  one 
witnessing  the  demonstration,  and  have  her 
start  the  machine  and  apply  the  nozzle  to  any 
place  where  there  is  obvious  dirt  and  dust. 
Keep  the  machine  operatingfor  a full  minute. 


NO  DUST  ON 
HANDKERCHIEF 


filter  traps  dirt 
in  container 


Remove  the  top  of  the  container,  and 
lift  out  the  handkerchief.  You'll  find 
it  spotless  as  it  was  when  it  went  in! 
(Where  did  the  dirt  go?  Look  in  the 
bottom  of  the  container.) 


DUST  AS  NO  "VACUUM  CLEANER”  CAN! 


Revolutionary... and  in  a class  by  itself! 

FDILTIEIR  QUSEEIN1 

has  the  scientific  cleaning  features  that 
hospitals  need  most 


All  “vacuum”  cleaners  were  much  the  same  until  the 
FILTER  QUEEN  SANITATION  SYSTEM  was  designed. 
FILTER  QUEEN’S  patented  Sanitary  Filter  Cone  eliminates 
the  need  for  messy  bags,  traps  practically  all  airborne  con- 
taminants passing  into  the  machine  (Harvard  Medical  School 
Report  in  Journal  of  the  American  Medical  Association, 
November  25, 1958).* 

Experienced  hospital  housekeepers  know  this  well.  That 
is  why  FILTER  QUEENS  have  replaced  every  type  of 
vacuum  cleaner  in  hundreds  of  hospitals  throughout  the 
world. 

FILTER  QUEEN  has  no  porous  bag  that  permits  dust  and 
dirt  to  reenter  the  room.  FILTER  QUEEN  operates  on  an 
entirely  different  principle,  “Cyclonic  Cleaning  Action.” 
Here’s  how  it  works:  Inrushing  air,  laden  with  dirt  and 
dust,  is  deflected  by  a patented  inlet  guide  as  it  enters  the 


container;  then  is  whirled  by  centrifugal  force  away  from 
the  cone.  Dust  and  dirt  are  dropped  to  the  bottom  of  the 
container.  (See  illustration.)  Air,  being  lighter,  is  funnelled 
to  the  center  of  the  "cyclone,”  filters  through  the  Sanitary 
Filter  Cone  and  returns  to  the  room  dust-free. 

Why  not  ask  your  local  FILTER  QUEEN  Distributor  to 
make  the  dramatic  handkerchief  test  (pictured  at  left)  in 
your  hospital?  There  is  no  better  way  to  prove  the  improve- 
ment in  cleaning  ability  between  a FILTER  QUEEN  SAN- 
ITATION SYSTEM  and  any  type  of  vacuum  cleaner.  (You’ll 
find  your  distributor  listed  in  the  Yellow  Pages;  or  write 
Health-Mor,  Inc.  direct). 

♦I'Ve  will  be  glad  to  send  you  a reprint  of  this  report  on  request. 


What  hospital 
administrators  say 
about  FILTER  QUEEN 

"I  heartily  recommend  to  any  hospital  administrator  who  is 
presently  unhappy  with  the  type  of  cleaning  machine  in  use, 
that  he  try  FILTER  QUEEN  for  only  two  days  and  the  machine 
will  sell  itself." 

“ The  FILTER  QUEEN  is  great— a very  important  factor  in 
patient  areas,  and  is  constructed  so  as  to  prevent  air  turbu- 
lence of  dust  at  floor  level.  Filtering  of  the  air,  while  in  general 
operation,  is  also  a very  important  and  desirable  factor." 

“ One  of  the  most  pleasing  features  of  the  machine  is  its 
quietness.  We  can  even  clean  in  the  rooms  while  occupied  by 
the  patients,  and  many  have  commented  on  how  pleasant  it  is 
not  to  be  disturbed  by  noisy,  old-fashioned  vacuum  cleaners 
anymore." 


"The  air  exhaust  at  the  top  of  the  unit  is  a wonderful  fea- 
ture, and  the  Sanitary  Filter  Cone  is  certainly  our  answer  for 
working  in  closely  confined  patient  areas.” 

“We  thought  we  had  a clean  hospital  and  a fairly  good  method 
of  achieving  acceptable  sanitation,  but  this  little  machine 
made  us  revise  our  thinking  and  our  methods." 


"A  quiet  motor  which  possesses  excellent  cleaning  power 
and  the  convenience  of  having  to  clean  out  the  cleaning  com- 
partment only  once  a month,  has  proved  very  advantageous. 
One  of  the  most  important  points  . . . is  that  there  is  no  bag 
to  empty." 


FILTER  QU 


INI 


In  Canada:  Filter  Queen  Corp.,  Ltd.,  252  Victoria  Street,  Toronto,  Ont  • In  Mexico:  Industrias  Filter  Queen,  S.A.,  Av.  Jardin  #330, Col.  del  Gas,  Mexico  15,  D.F. 


A Product  of  HEALTH-MOR,  INCORPORATED,  203  North  Wabash  Avenue,  Chicago,  Illinois  60601 


heart  disease 
or  psychic  tension? 

“Heart  symptoms”- chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

"Vcl  1 I'Ll  1Y1  (diazepam) 

2-mg,  5-mg,  10- mg  tablets 


In  prescribing : Dosage  —Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories 
Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression,  letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Disability  Report  Forms 

EDITOR,  NORTHWEST  MEDICINE: 

With  a decade  of  experience  with  Social  Security 
Disability  program  behind  us,  most  Washington 
physicians  have  by  now  had  some  contact  with  the 
medical  report  forms  used  to  date,  and  some  aware- 
ness of  what  the  program  is.  In  Washington  State, 
presently,  some  19,000  people  are  receiving  disa- 
bility payments. 

The  purpose  of  this  letter  is  two-fold:  to  express 
the  thanks  of  our  office  for  the  assistance  and  coop- 
eration we  have  had  from  Washington  physicians; 
and  to  announce  the  use  of  a new  and,  we  hope, 
improved  medical  report  form  which  attending 
physicians  will  be  using  when  their  patients  first 
apply  for  disability  benefits  under  Social  Security. 
To  date,  over  50,000  such  applications  have  been 
processed,  each  of  them  requiring  at  least  one,  and 
most  of  them  more  than  one,  medical  report  form 
from  an  attending  physician.  The  magnitude  of 
this  task  is  so  obvious  as  to  require  no  further  com- 
ment. 

The  function  of  our  office  is  to  attempt  to 
decide  whether  or  not,  on  the  basis  of  medical  infor- 
mation we  have,  a patient’s  claim  for  disability 
benefits  is  based  soundly  on  existence  of  medically 
determinable  disease.  This  requires,  of  course,  suf- 
ficient medical  factual  information  to  make  it  pos- 
sible for  our  reviewing  physicians  to  decide  whether 
or  not  the  diagnosis  is  valid  and  whether  the  disease 
is  severe  enough  to  qualify  an  applicant  for  bene- 
fits under  the  requirements  of  the  law.  It  has  long 
been  evident  that  the  medical  form  we  have  been 
using  has  had  shortcomings  in  helping  physicians 
supply  the  depth  of  information  we  need,  and, 
partly  because  of  this,  we  have  often  found  it  neces- 
sary to  contact  attending  physicians  or  to  purchase 
consultative  examinations  to  fill  in  gaps  in  our  pic- 
ture of  the  patient. 

The  new  medical  report  form  is  a narrative 
form,  organized  along  classic  lines,  with  more 
space  provided  for  historical,  clinical,  and  laboratory 
data  than  we  had  available  in  the  old  form.  Pilot 
studies  in  six  states  and  conversations  with  physi- 
cians everywhere  have  indicated  both  that  attending 
physicians  generally  prefer  a form  of  this  sort 


and  that  it  is  a more  effective  way  to  obtain  the 
information  we  need  without  as  frequent  necessity 
of  further  contact  or  examinations. 

We  hope  that  attending  physicians  in  Wash- 
ington will  find  this  new  report  form  to  be  as  big 
an  improvement  as  we  believe  it  to  be;  our  office 
will  welcome  comments  and  suggestions  on  its  use 
as  experience  with  it  develops. 

Sincerely  yours, 

C.  W.  READE,  M.D. 

Senior  Medical  Consultant 
Disability  Insurance  Unit 
State  of  Washington 
Dept,  of  Public  Assistance 
Olympia,  Wash.  98501 


Editor's  Error 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  commend  you  on  the  excellent  article 
“Emotional  Problems  of  Adolescents”  by  Dr.  Aller. 
The  article,  however,  fails  to  attain  its  full  value 
when  all  the  medications  described  are  given  by 
chemical  names,  which  are  not  even  listed  in  the 
PDR  index.  It  would  have  been  fine  if  a notation 
as  to  the  drug  detail  name  was  given  to  identify 
such. 

Sincerely, 

HAROLD  E.  POOLE,  M.D. 

1475  State  Street 
Salem,  Oregon 

We  are  indebted  to  Dr.  Poole  for  calling  attention 
to  omission  of  the  list  usually  carried.  Generic 
names  are  used  in  articles  and  a list  of  generic  and 
trade  names  is  carried  at  the  end  of  the  article.  It 
was  omitted  from  the  Alter  article  through  over- 
sight. The  list  that  should  have  been  appended  to 
the  Aller  contribution  appears  below.  Ed. 


chemical  nomenclature 

generic 

chlorpromazine 
thioridazine 
trifluoperazine 
amitriptyline  HCI 
imipramine  HCI 


trade 

Thorazine 

Mellaril 

Stelazine 

Elavil 

Tofranil 


Protagonist  Proposes  Penalty  Preventing 
Perpetual  Poverty  Proclivity 

EDITOR,  NORTHWEST  MEDICINE: 

I should  like  to  call  attention  to  a disease  that 
has  assumed  pandemic  proportion  as  well  as  having 
endemic  distribution  in  the  United  States. 

This  progressive  disease  has  been  treated  with 
heavy  metals  (of  which  we  now  find  ourselves  in 
short  supply)  with  very'  little  remission,  usually 
requiring  increased  therapy  with  same  within  brief 
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JUL  3 


When 
tetracycline 
is  indicated  in  I 

these  candidates  j 
for  Candida... 


W4VS' 


'Jew 

ow-cost 

:etracycline/ 

mtifungal 

:herapy 

retrexF 

tetracycline 
phosphate  complex 
-nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  mondial  infections. 
Who  are  these  “candidates  for  Candida?” 

■ diabetic  patients 

•nonpregnant  women  with  a history  of 
recent  or  recurrent  mondial  vaginitis 
- • elderly  or  debilitated  patients 
- patients  with  a past  history  of  moniliasis 
• patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  provides 
efficient  tetracycline  therapy  against  a 
broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C.  albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 

BRISTOL  THERAPEUTIC  SUMMARY 

For  complete  information,  consult  Official  Package  Circular. 

Indications:  Infections  of  respiratory,  gastrointestinal,  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms.* 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

Warnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex.  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may  occur. 

In  this  situation,  lower  doses  should  be  used.  Tooth  staining  and 
enamel  hypoplasia  may  be  induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dose:  250  mg.  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour  before 
or  2 hours  after  meals. 

Available:  Capsules,  tetracycline  phosphate  complex,  250  mg.,  and 
nystatin,  250,000  units. 

•In  patients  with  increased  susceptibility  to  monilial  infections. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


continued  from  page  11 

periods  of  time.  The  disease  is  hereditary,  although 
easily  acquired.  No  permanent  cure  is  known  to  the 
present  time.  There  are  many  signs  of  the  disease, 
such  as:  calluses  on  the  ischial  tuberosities,  malacia 
of  the  vertebral  column,  increased  fertility,  and 
psychic  dependence.  Probably  the  most  apparent  and 
constant  sign  of  the  disease  is  that  of  Dupuytren’s 
contracture. 

This  disease  causes  more  expense  to  society 
than  all  other  known  ailments. 

I should  like  to  solicit  suitable  names  for  this 


affliction.  Two  that  occur  are:  Epidemic  Dupuy- 
tren’s Contracture,  and  the  Eleemosynary  Syndrome. 

Treatment  of  this  pernicious  disease  is  quite 
simple.  Elimination  of  the  main  vector  of  spread 
by  euthanasia  for  prodigal  politicians  is  most  de- 
sirable. In  conjunction  with  this,  orchiectomy  for 
those  afflicted  with  the  disease  to  prevent  further 
progenitorship  of  profligate  protoplasm  is  necessary. 

L.  F.  OSBORNE,  M.D. 

Vashon,  Washington 
more  correspondence  on  page  60 


when  abnormal  capillary 
permeability  and  fragility  are  factors  in 

bleeding 

in  such  conditions  as: 

habitual  abortion 
threatened  abortion 
purpura  (nonthrombocytopenic) 

gingivitis 


(double-strength  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by 

decreasing  abnormal  permeability  and  fragility  of  capillaries, 

and  thereby  reducing  bleeding  or  diapedesis  from  these 

vessels.  C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 

bioflavonoid  compound  from  citrus,  which  is  a specially 

processed  concentrate  of  the  biologically  active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFLAVONOID  COMPOUND 


ASCORBIC  ACID  (vitamin  C) 


capsules  — bottles  of  100  and  500 
syrup  — bottles  of  4 oz.,  16  oz.  and  gallon 


Each  duo-C.V.P.  capsule  provides: 


bottles  of  50,  100  and  500 


samples  and  literature  from 


u.  s.  vitamin  & pharmaceutical  corporation 


800  Second  Avenue,  New  York,  New  York  10017 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratoiies 


15 

Northwest  Medicine,  January  1966 


in  scalp  dermatitis 


lothing  shows 
but  results 


the  results  show . . . the  treatment  doesn’t 

,.50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement....”* 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions:  In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

•Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 


SYNTEXE3 


LABORATORIES  INC-  PALO  ALTO.  CALIF. 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B , (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bfc  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B i 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies Supplied  in  decorative  “reminder” 

jars  of  30  (one  month's  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

' 869  3-d 
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or  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


iey  can’t  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
aking  the  patient  comfortable  and  the  cold  bearable. 

le  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
avahistine  LP. 

avahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity — physi- 
agic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
I provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
enjoy  normal  and  free  breathing. 

se  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
itients  who  operate  machinery  or  motor  vehicles 
at  drowsiness  may  result. 

ich  Novahistine  LP  tablet  contains:  phenyle- 
irine  hydrochloride,  25  mg.,  and  chlorpheniramine 
aleate,  4 mg. 

ITMAN-MOORE  -pr 

vision  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A.  ^ 

For  relief  of  nasal  congestion. 
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SPECIAL  ARTICLE 

Hoic  to  Cure  Medicare— America  s Newest  Social  Cancer 


GORDON  IEITCH,  Jr.,  M.D.,  Portland,  Oregon 


T o the  surprise  of  no  one,  Medicare  is  upon  us  as 
as  a result  of  the  last  general  election.  There  is 
no  question  that  most  American  doctors  recognize 
this  scheme  for  what  it  is— socialized  medicine— and 
correctly  see  the  veiled  hand  of  eventual  complete 
government  control  of  medicine. 

It  is  well  known  and  extensively  documented  that 
whenever  government  intrudes  into  medical  care, 
the  quality  of  medicine  goes  down  and  the  cost  goes 
up.  But  in  spite  of  this,  it  is  pointless  for  doctors 
to  think  of  boycotting  the  plan.  A boycott  will  not 
bring  about  any  change  in  the  scheme  except,  per- 
haps, to  make  it  worse  sooner  through  the  enact- 
ment of  further  coercive  controls  to  make  an  un- 
workable scheme  work. 

A permanent  and  lasting  victory  over  Medicare 
and  the  ills  it  breeds  may  be  attained— surprising  as 
this  may  seem— even  though  the  present  battle  has 
been  lost.  The  approach  to  this  victory  is  a sound 
and  honorable  one,  that  all  segments  of  the  nation 
in  full  conscience  can  support,  including  every 
medical  organization  and  individual  physician. 

The  vehicle  for  this  victory  is  the  Liberty  Amend- 
ment. 

The  Amendment,  modem  and  progressive  in  its 
simplicity  of  136  words,  is  as  follows: 

SECTION  1.  The  Government  of  the 
United  States  shall  not  engage  in  any  busi- 
ness, professional,  commercial,  financial  or 
industrial  enterprise  except  as  specified  in 
the  Constitution. 

SECTION  2.  The  Constitution  or  laws  of 
any  state,  or  the  laws  of  the  United  States 
shall  not  be  subject  to  the  terms  of  any 
foreign  or  domestic  agreement  which  would 
abrogate  this  amendment. 

SECTION  3.  The 
activities  of  the 
United  States  Gov- 
ernment which  vio- 
late the  intent  and 
purposes  of  this 
amendment  shall, 
within  a period  of 
three  years  from  the 
date  of  the  ratifica- 
tion of  this  amend- 
ment, be  liquidated 
and  the  properties 
and  facilities  affect- 
ed shall  be  sold. 

SECTION  4. Three 
years  after  the  rati- 
fication of  this 
amendment  the  six- 
teenth article  of 
gordox  leitch,  JR.,  m.d.  amendments  to  the 


Constitution  of  the  United  States  shall 
stand  repealed  and  thereafter  Congress  shall 
not  levy  taxes  on  personal  incomes,  estates, 
and/or  gifts. 

Without  doubt,  section  1 would  cure  the  Medi- 
care cancer  through  the  specification  that  “the 
government  of  the  United  States  shall  not  engage 
in  any  . . . professional  . . . enterprise  except  as 
specified  by  the  Constitution.”  Actually,  this  sec- 
tion of  the  Amendment  merely  spells  out  in  force 
and  detail  the  tenth  article  of  the  Bill  of  Rights: 
“The  powers  not  delegated  to  the  United  States  by 
the  Constitution,  nor  prohibited  by  it  to  the  states 
are  reserved  to  the  states  respectively,  or  to  the 
people.” 

Since  there  is  absolutely  no  provision  in  the 
Constitution  for  a scheme  of  federal  medicine,  there 
is  no  constitutional  change  wrought  by  this  section 
of  the  Liberty  Amendment.  It  merely  calls  the 
attention  of  the  Supreme  Court  and  a majority  of 
our  elected  representatives  to  the  tenth  amendment, 
which  they  seem  to  have  forgotten. 

Article  VI,  Paragraph  2 of  the  Constitution  states: 
“This  Constitution  and  the  laws  of  the  United 
States  which  shall  be  made,  in  pursuance  thereof; 
and  all  treaties  made,  or  which  shall  be  made,  under 
the  authority  of  the  United  States,  shall  be  the 
supreme  law  of  the  land;  and  the  judges  in  every 
state  shall  be  bound  thereby,  anything  in  the  consti- 
tution or  laws  of  any  state  to  the  contrary  notwith- 
standing.” 

Section  2 of  the  advocated  amendment  thus 
guarantees  the  amendment  will  be  effective,  that 
it  will  not  be  abridged,  and  that  the  people  will  be 
secure  in  their  works  and  labors,  rather  than  have 
them  taken  away  from  them  by  force  through  the 
device  of  any  treaty. 

Section  3 of  the  Liberty  Amendment  designates 
a suitable,  specific  and  definite  period  for  the  re- 
moval of  the  federal  government  from  the  “business, 
professional,  commercial,  financial,  and  industrial 
enterprises”  in  which  it  has  been  unconstitutionally 
involved  in  the  past.  Usually  this  has  been  in 
direct  competition  with  an  enterprise  which  pays 
taxes,  then  finds  the  government  turning  around 
and  competing  with  it,  using  the  money  taken  in 
taxes.  Electric  power  is  a case  in  point. 

Section  4,  after  a three  year  period,  during  which 

continued  on  page  22 
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An  eminent  role  in 
medical  practice 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 

Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\A nCranbury,  N.J.  Cm-5»m 
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continued  from  page  20 

time  the  government  has  completed  disposal  of  its 
unconstitutional  enterprises,  repeals  the  sixteenth 
or  income  tax  amendent,  and  specifically  prohibits 
the  levying  of  taxes  on  personal  (not  corporate)  in- 
comes, estates  or  gifts.  The  reason  for  this  repeal 
is  simply  that  with  the  government  specifically  pro- 
hibited from  performing  its  many  unconstitutional 
and  thus  unlawful  acts,  so  much  money  will  be 
saved  that  the  sixteenth  amendment  becomes  an 
unnecessary,  frivolous  attachment  to  the  Consti- 
tution. 

The  matter  regarding  the  unconstitutional  opera- 
tions of  the  government  has  been  well  researched 
and  documented  by  the  Liberty  Amendment  Com- 
mittee. Any  interested  person  may  obtain  this 
documentation  by  requesting  it  from  his  state  office 
of  the  Liberty  Amendment  Committee,  or  by  writing 
to:  Liberty  Amendment  Committee  of  the  USA,  6413 
Franklin  Avenue,  Los  Angeles,  California  90028. 

Suffice  it  to  say  for  the  purposes  of  this  article, 
that  with  the  government  removed  from  its  non- 
governmental, unconstitutional  operations  (there  are 
over  700  federal  departments  and  agencies  involved— 
to  a greater  or  lesser  extent— in  functions  not  author- 
ized by  the  Constitution),  $53,600,000,000  in  fed- 
eral spending  will  be  saved,  which  amounts  to 
815,407,000,000  more  than  the  $38,293,000,000  col- 
lected in  personal  income,  estate  and  gift  taxes 
($36,900,000,000  income  tax  plus  $1,393,000,000 
estate  and  gift  taxes).  Stated  another  way,  the  un- 
constitutional business,  professional,  commercial,  fi- 
nancial, and  industrial  operations  of  the  federal  gov- 
ernment cost  over  fifteen  billion  more  to  operate 
than  the  total  revenue  received  from  personal  in- 
come, estate  and  gift  taxes  combined!  Obviously, 
then,  if  the  federal  government  is  returned  within 
its  originally  intended,  legal,  constitutional  bounds 
by  the  Liberty  Amendment,  there  is  simply  no  need 
for  personal  income  taxes  or  the  sixteenth  amend- 
ment. 

Thus,  it  can  be  seen  that  the  Liberty  .Amendment, 
by  virtue  of  Section  1,  is  the  only  tool  with  which 
medicine  can  fight  to  maintain  high  quality  medical 
care,  and  remove  itself  from  all  oppressive  and  pro- 
gressive government  control.  And  that  there  will  be 
greater  control  of  medicine  by  government  in  the 
future,  there  is  little  doubt. 


A preview  of  what  direction  this  control  will 
probably  take,  was  indicated  in  testimony  given 
Monday,  May  3,  1965,  before  the  Senate  Finance 
Committee  hearings  on  H.R.  6675,  the  medicare 
bill,  by  two  representatives  of  labor,  Mr.  Nelson 
Cruikshank,  Social  Security  Director  of  the  AFL- 
CIO,  and  Mr.  Sidney  Zagri,  Legislative  Counsel 
of  the  Teamsters  Union.  Mr.  Cruikshank  said,  among 
other  things,  that  the  AFL-CIO  believes  other  “im- 
provements” should  be  made  in  the  bill,  but  that 
“we  are  not  going  to  urge  this  now.”  Mr.  Zagri 
recommended  1)  that  costs  and  fees  be  left  entirely 
up  to  the  government;  2)  that  fees  be  fixed;  3)  that 
the  program’s  fees  constitute  the  entire  payment  to 
the  physician;  and  4)  that  there  be  a fixed  fee  for 
the  physician’s  certification  of  a patient  to  the  hos- 
pital. 

Clearly,  then,  medicine,  in  order  to  protect  its 
future,  and  the  future  of  high  quality  health  care 
to  the  people  of  this  nation,  must  work  for  enact- 
ment of  the  Liberty  Amendment  as  the  best  answer 
to  our  rubber  stamp  Congress  and  its  headlong  rush 
into  Socialism. 

The  Liberty  Amendment  has  been  introduced 
into  each  Congress  since  1957.  Thus  far,  that  body 
has  failed  or  refused  to  act  on  the  measure.  Hence, 
sponsors  have  turned  to  an  alternative  procedure 
set  forth  in  Article  V of  the  Constitution,  under 
which  state  legislatures  may  request  a convention 
for  proposing  constitutional  amendments.  To  date, 
seven  state  legislatures,  Wyoming,  Texas,  Nevada, 
Louisiana,  Georgia,  South  Carolina,  and  Mississi- 
ppi, have  passed  identical  resolutions  requesting 
Congress  to  either:  1)  Formally  propose  the  Liberty 
Amendment  itself;  or  2)  Call  a constitutional  con- 
vention for  this  purpose. 

Medicine,  through  the  AMA,  AN1PAC,  and  the 
various  state  PACs,  as  well  as  through  individual 
doctors,  must  continue  to  direct  efforts  toward  the 
election  of  members  to  Congress  and  to  the  state 
legislatures  who  will  support  this  amendment.  And, 
it  might  be  most  timely  if  individual  doctors  who 
see  the  need  for  action  would  run  for  their  legis- 
latures in  well  planned  and  well  thought-out  cam- 
paigns. Pending  that,  the  financial  support  from 
medical  circles,  individuals,  and  organizations  prop- 
erly may  be  confined  solely  to  those  candidates 
who  support  Liberty  Amendment  resolutions.  ■ 

919  S.W.  Taylor  St.  (97205) 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

y 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
al I effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


).  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being'® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  |udgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References:  1.  Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D : Health  Laboratory  Science 
1:185-256  (July-Aug.)  1964. 
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The  '‘Pain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’ 'Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2Vz, 
Aspirin  gr.  3Vi,  Caffeine  gr.  V2. 


Keeps  the  Promise  ot  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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The  largest  of  three  patients'  lounges  is  pictured  here  in  the  new  Shadel  Hospital. 
You  are  welcome  to  inspect  the  facilities  of  the  hospital  which  has  been  designed 
specifically  for  the  treatment  of  alcoholism.  12001  Ambaum  Blvd.  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Flagyl  destroys  trichomonads 

& 

& 

& 

No  topical  treatment  can 


brand  of 

metronidazole 


Flagyl  eliminates  the  diffi- 
culties and  frustrations  that 
have  long  attended  the 
treatment  of  trichomonal 
infection.  These  difficulties 
arose  mainly  from: 

1) the  failure  of  any  pre- 
viously known  agent  to 
destroy  the  protozoan  in 
paravaginal  crypts  and 
glands; 

2)  the  failure  of  any  pre- 
viously known  agent  to 
prevent  reinfection  by 
eradicating  the  disease  in 
male  consorts. 

The  introduction  of  Flagyl 
removed  these  deficiencies. 
Hundreds  of  published  in- 
vestigations in  thousands 
of  patients  have  confirmed 
the  ability  of  Flagyl  to  cure 
trichomoniasis. 


Correctly  used,  with  due 
attention  to  repeat  courses 
of  treatment  for  resistant, 
deep-seated  invasion  and  to 
the  presumption  of  reinfec- 
tion from  male  consorts, 
Flagyl  has  repeatedly  pro- 
duced a cure  rate  of  up  to 
100  per  cent  in  large  series 
of  patients. 

Nothing  cures  trichomo- 
niasis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral 
tablet  t.i.d.  for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  avail- 
able for  local  therapy  when 
desired.  When  the  inserts  are 
used  one  vaginal  insert  should 
be  placed  high  in  the  vaginal 
vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomo- 
nads have  been  demonstrated, 


one  250-mg.  oral  tablet  b.i.d.  for 
ten  days. 

Contraindications 

Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or 
history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts 
should  be  made  before  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side 
effects  include:  nausea,  un- 
pleasant taste,  furry  tongue, 
headache,  darkened  urine,  diar- 
rhea, dizziness,  dryness  of 
mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia, 
edema.  Elimination  of  tri- 
chomonads may  aggravate 
moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 


SEARLE 


Research  in  the  Service  of  Medicine 


26 

Northwest  Medicine,  January  1966 


EDITORIAL 


Sadnsk  Fails  to  Answer  Telegram  on  DM  SO 


I n attempt  to  obtain  accurate  information  on 
reasons  for  withdrawing  DMSO  from  investiga- 
tion, the  following  night  letter  was  sent,  Decem- 
ber 8,  to  Joseph  F.  Sadusk,  Jr.,  Medical  Director 
of  the  Food  and  Drug  Administration: 

NEWSPAPER  REPORTS  HAVE  LEFT  PHYSICIANS  THIS 
AREA  INADEQUATELY  INFORMED  ON  BASIS  FOR 
WITHDRAWAL  OF  DMSO.  WE  CONSIDER  IT  OUR  RE- 
SPONSIBILITY TO  CARRY  PRECISE  INFORMATION  AND 
THEREFORE  REQUEST  PUBLISHABLE  STATEMENT  GIVING 
SCIENTIFIC  BACKGROUND  AND  REASONS.  IF  ADE- 
QUATE STATEMENT  PROVIDED  WE  SHALL  NOT  EDIT 
AND  SHALL  NOT  COMMENT.  PLEASE  AIRMAIL. 

Dr.  Sadusk  has  not  provided  the  requested 
information. 

When  a public  official  refuses  to  answer  a 
request  for  information,  particularly  when  he  is 
given  a guarantee  that  his  statement  will  not  be 
used  as  a basis  for  comment,  only  two  conclu- 
sions may  be  drawn:  his  refusal  is  either  arrogant 
disregard  of  responsibility  to  the  public  or  he 
has  no  adequate  explanation  for  his  action.  In 
the  light  of  the  only  information  available  about 
harmful  effects  of  DMSO,  that  provided  by 
newspapers,  the  latter  conclusion  about  FDA 
silence  seems  reasonable. 

In  spite  of  the  fact  that  thousands  of  patients 
have  used  DMSO  during  the  investigative  phase 
of  the  drug’s  development,  there  have  been  no 
clinical  reports  of  toxicity  alarming  enough  to 
warrant  such  drastic  action.  First  report  in  the 
newspapers  were  on  observation  of  “eye  effects” 
in  experimental  animals.  Later  it  was  stated  that 
the  report  causing  withdrawal  had  been  con- 
cerned with  changes  in  refractive  index  of  the 
crystalline  lens  in  some  animals.  Unofficial  infor- 
mation indicates  that  a veterinarian  in  advisory 
position  with  one  of  the  pharmaceutical  firms 
had  observed  changes  in  refractive  index  in  the 
lenses  of  experimental  animals. 

It  seems  unlikely  that  patients  have  been 
examined  for  such  changes  but,  had  they  occur- 
red, there  would  almost  certainly  have  been 
complaints  of  disturbed  vision.  None  have  been 
published. 

Without  more  authentic  information  from  Dr. 
Sadusk  and  the  FDA,  it  must  be  assumed  that 
animal  findings  were  the  sole  cause  for  with- 
drawal. If  this  be  true,  it  is  difficult  to  escape 
the  conclusion  that  the  action  was  precipitate, 
capricious,  and  unjustified. 

Hasty  bureaucratic  edict  is  no  substitute  for 
thoughtful  consideration  of  all  factors,  including 


opinion  as  well  as  fact.  Apparently,  opinions  of 
investigators  were  not  sought  prior  to  abrupt 
withdrawal  of  DMSO.  Had  they  been,  it  would 
have  been  discovered  that  many  investigators 
had  reached  some  conclusions  of  humanitarian 
importance  while  searching  for  the  cold  facts 
of  science.  Because  the  investigators  were  ig- 
nored, there  has  been  widespread  dismay  and 
frustration. 

Anguish  of  the  frustrated  investigator  is  re- 
vealed in  a letter,  written  last  month  by  one  of 
the  investigators  to  the  research  director  of  a 
sponsoring  firm: 

I received  your  letter  dated  December  3, 
1965,  in  answer  to  my  previous  letter  to  Dr. 

concerning  DMSO.  I would  hasten 

to  say  that  I am  not  at  all  confused  about  the 
authority  under  which  we  have  received  DMSO 
and  have  been  allowed  to  use  it.  My  request  for 
suggestions  about  what  to  tell  patients  who  are 
seeking  DMSO  was  not  for  official  information 
as  much  as  it  was  for  any  other  kind  of  an 
answer.  I am  referring  here  to  those  patients 
who  for  the  first  time  in  their  lives  have  realized 
benefit  including  relief  of  exquisite  pain  and 
are  now  being  told  that  they  must  revert  back  to 
their  former  status.  This  as  I indicated  in  my 
letter  included  patients  whose  tendencies  might 
easily  return  to  suicide  or  the  horrible  dangers 
of  massive  cortisone  programs.  These  people 
already  know  of  the  possible  black  market 
sources  of  DMSO  and  have  already  voiced  their 
willingness  to  go  this  route  if  none  other  is  avail- 
able. I have  no  jurisdiction  over  this  and  I am 
simply  calling  it  to  your  attention  as  an  investi- 
gator for  the  drug  whose  experience  gives  me 
this  opportunity  to  warn  everyone  concerned 
with  the  drug  trial  and  in  doing  so  request 
some  sort  of  information  as  to  how  to  perform 
in  the  future. 

I assure  you  that  our  part  in  this  clinical 
investigation  will  continue  until  all  of  our  pa- 
tients have  been  finally  evaluated.  In  order  to 
do  this  I must  have  vour  cooperation  and  your 
help  if  any  is  available. 

Whether  DMSO  can  fulfill  its  early  promises 
can  only  be  determined  by  further  careful  in- 
vestigation. A number  of  important  questions 
remain  and  the  answers  should  be  provided. 
The  public  deserves  no  less.  As  Albert  Sabin  has 
remarked,  research  should  not  cease  until  the 
investigator  can  no  longer  ask  questions  of  his 
experiments. 

Using  presently  available  information,  it  is 
impossible  to  make  potential  harm  outweigh 
potential  benefits.  The  action  by  FDA  cannot 
be  justified  by  any  explanation  so  far  provided. 

H.  L.  H. 

Addendum:  See  note,  page  47 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin, there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  ^Zt£dy 

Indianapolis,  Indiana.  so'^so  
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The  Congenitally  Malformed 

V.  The  Hemophilias 

JOHN  R.  HARTMANN,  M.D.  / MAURICE  L.  ORIGINES,  M.D.  / 
ARTHUR  T.  O S A K O,  M.  D„  Seattle,  Washington 


The  hemophilias  are  a genetically  determined  group  of  bleeding  disorders 
characterized  by  deficiency  of  specific  coagulation  factors.  An  individual 
severely  affected  may  present  with  severe  hemorrhages  at  birth  and  continue 
to  have  difficulties  throughout  his  life.  Accurate  diagnosis  with  attention  to 
history  and  specific  laboratory  tests  is  of  importance,  as  is  close  attention  to  the 
prevention  of  bleeding,  the  prompt  treatment  of  the  acute  hemorrhage,  the 
rational  treatment  of  the  ensuing  orthopedic  complications,  and  the  consid- 
eration of  the  patient  as  a whole  person  and  not  just  a disease. 

The  new  and  simple  method  for  preparing  antihemophilic  factor  concentrates 
may  be  a significant  advance  in  the  treatment  of  these  congenitally  affected 
patients. 


Although  the  hemophilias  constitute  an  uncom- 
mon type  of  congenital  deficiency,  the  chronic 
clinical  problems  of  the  severe  types  constitute 
a continuing  challenge  to  the  physician.  To 
bring  a child  through  the  painful,  debilitating, 
and  occasionally  life-threatening  episodes  of  re- 
peated hemorrhages  to  reasonably  normal  adult- 
hood with  a healthy  mental  attitude  requires 
critical  judgment  and  constant  encouragement  by 
the  physician.  The  mild  types  of  hemophilia 
seldom  present  such  problems  except  for  unan- 
ticipated hemorrhages  following  severe  injury 
or  surgery. 

In  this  presentation  we  shall  define  these  dis- 
eases, their  diagnoses,  and  clinical  management. 
For  a description  of  present  theories  of  blood 
coagulation,  the  reader  is  referred  to  a recent 
review  article.1 

definitions 

The  hemophilias  constitute  a group  of  diseases 
in  which  one  of  the  necessary  plasma  coagula- 
tion factors  is  deficient  from  birth.  Of  the  12 
known  factors,  the  patient  with  hemophilia 
A (classic  hemophilia,  antihemophilic  factor 
(AHF)  deficiency)  lacks  only  factor  VIII;  with 
hemophilia  B ( plasma  thromboplastin  component 
(PTC)  deficiency,  Christmas  disease),  factor 
IX;  with  hemophilia  C (plasma  thromboplastin 
antecedent  (PTA)  deficiency),  factor  XI;  and 
with  von  Willebrand’s  disease  (vascular  hemo- 

This  study  was  supported  in  part  by  the  Boeing  Em- 
ployees Good  Neighbor  Fund. 


philia,  pseudohemophilia  B ) , varying  amounts 
of  factor  VIII,  plus  loss  of  ‘adhesiveness’  of  plate- 
lets and  the  probable  failure  of  small  vessels  to 
contract  normally  after  trauma. 

Of  an  estimated  100  patients  with  these  defi- 
ciencies in  the  Greater  Seattle  area,  approxi- 
mately 90  per  cent  are  deficient  in  either  factor 
VIII  (76  per  cent)  or  factor  IX  (14  per  cent). 
These  two  diseases  are  genetically  sex-linked 
recessive  disorders  in  which  the  mothers  carries 
the  defective  XH  chromosome.  The  chance  of  the 
deficiency  occurring  in  a son  or  the  carrier  state 


□ Male 
O Female 
3 Carrier 
■ Hemophiliac 

Fig.  1.  Sex-linked  recessive  transmission  through  carrier 
mother.  Carrier  daughter  or  hemophiliac  son  will  develop 
if  the  maternal  X chromosome  is  defective  (XH).  Offspring 
are  normal  if  maternal  X chromosome  is  the  normal  one. 
Chances  are  1 :2. 
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in  a daughter  is  1 in  2 for  each  pregnancy  as  illus- 
trated in  Figure  1. 

This  knowledge  may  cause  frequent  guilt 
disorders  in  the  carrier  mother  and  uncertainty 
for  future  marital  life  in  the  carrier  daughter. 
At  persent  it  is  not  possible  to  define  accuately 
the  carrier  state  in  the  female  by  laboratory  tests. 
Carriers  have  varying  levels  of  these  factors  (35 
to  100  per  cent).  The  varying  levels  may  be 
explained  by  Lyon’s  theory  of  mosaicism.  Mild 
allelic  forms  of  both  these  hemophilias  exist  (2 
to  30  per  cent,  or  more,  of  factors  VIII  and  IX). 
These  boys  seldom  have  the  severe  manifesta- 
tions (e.g.  hemarthroses)  but  the  degree  of  de- 
ficiency is  constant  within  the  family  and  fol- 
lows a similar  genetic  pattern. 

Deficiency  of  factor  XI  is  uncommon  in  our 
experience  ( 2 per  cent ) . In  contrast  to  the  other 
hemophilias,  the  genetics  of  this  deficiency  fol- 
lows autosomal  recessive  patterns  so  that  both 
males  and  females  may  be  similarly  affected. 
Abnormal  bleeding  seldom  occurs  except  fol- 
lowing surgery. 

Von  Willebrand’s  disease  is  due  to  a combina- 
tion of  abnormalities  as  mentioned  above  al- 
though the  severity  of  its  manifestations  is  pri- 
marily dependent  upon  the  degree  of  factor  VIII 
deficiency.  Here  the  genetic  pattern  is  that  of 
autosomal  dominance  with  incomplete  pene- 
trance. Both  males  and  females  may  exhibit  the 
abnormality.  Approximately  8 per  cent  of  the 
hemophilias  are  in  this  group  of  patients. 

diagnosis 

A detailed  family  and  past  history  will  suggest 
the  presence  of  these  disorders  more  readily  than 
any  routine  coagulation  tests.  Abnormal  bleed- 
ing at  birth  or  following  circumcision,  injury  to 
mucous  membranes  in  the  toddler,  dental  extrac- 
tion or  other  minor  surgery,  or  severe  multiple 
bruising,  severe  repeated  epistaxes,  and  especi- 
ally repeated  hemarthroses,  should  lead  the  phy- 
sician to  define  the  abnormality  by  specific  labor- 
atory tests. 

Routine  Duke  bleeding  and  Lee-White  clot- 
ting times  are  notoriously  inaccurate  and  should 
be  abandoned.  A ‘normal  Lee-White  clotting 
test  may  occur  with  only  2 per  cent  factor  VIII 
and  may  lead  to  a false  sense  of  security.  Duke 
bleeding  times  (finger  or  ear  lobe  puncture)  are 
very  difficult  to  reproduce.  A few  simply  per- 
formed coagulation  tests  ( Ivy  bleeding  time  and 
kaolin  partial  thromboplastin  time)  on  the  other 
hand  will  enable  the  physician  to  suggest  the 


diagnosis  of  these  deficiencies  with  assurance. 
The  former  test  is  prolonged  in  von  Willebrand's 
disease  and  the  latter  in  all  the  diseases  under 
discussion  when  the  factors  involved  are  below 
30  per  cent  of  normal  levels.  The  Quick  proth- 
rombin complex  time  is  normal  in  all  the  hemo- 
philias. Specific  levels  may  be  determined  by 
more  elaborate  tests.  The  reader  is  referred  to 
a recent  comprehensive  presentation  of  these 
coagulation  tests.1 

Severely  affected  boys  usually  have  less  than 
1 per  cent  factor  VIII  or  IX.  Life-threatening 
manifestations  are  intracranial  hemorrhage, 
bleeding  into  the  neck  accompanying  severe  res- 
piratory infections,  inappropriate  management 
of  dental  procedures  or  tracheotomies,  severe 
unrecognized  retroperioteal  hemorrhage,  and  ex- 
cessive plasma  therapy  with  overloading  of  the 
vascular  system.  Repeated  hemarthroses  may 
result  in  crippling  deformities  unless  intensive 
orthopedic  management  is  maintained. 

prophylaxis 

With  present  inadequate  methods  to  prevent 
bleeding  many  hemophiliacs  must  accept  re- 
peated minor  bruising  and  occasional  hemar- 
throses. What  prophylactic  measures  are  avail- 
able should  be  repeatedly  emphasized:  delicate 
care  of  the  suspected  newborn  hemophiliac, 
padded  cribs  for  infants,  early  dental  prophy- 
laxis, avoidance  of  hazardous  play,  early  ortho- 
pedic care  of  joint  bleeding,  early  therapy  of  in- 
fections, and  early  carefully  considered  plasma 
therapy.  In  later  childhood  the  full  impact  of 
‘being  different’  from  other  children,  of  being 
restricted  in  play,  and  of  having  repeated  pain- 
ful hemorrhagic  episodes  may  cause  these  boys  to 
rebel  against  their  families,  their  physician,  and 
society  in  general.  Mature  counselling  early  in 
childhood,  close  attention  to  educational  devel- 
opment, and  warm  family  relationship  may  fore- 
stall the  severe  psychologic  resentment  often  ex- 
hibited by  these  children.  Aids  in  home  care, 
counselling,  and  other  information  may  be  ob- 
tained through  the  Pacific  Northwest  Hemophilia 
Association0  or  the  National  Plemophilia  Foun- 
dation00. 

treatment 

Temporary  replacement  of  the  deficient  coag- 
ulation factors  with  normal  fresh  plasma,  fresh 
frozen  plasma,  or  the  experimental  plasma  con- 

* Mr.  Max  McKee,  4575  Sand  Point  Way  N.E.,  Seattle, 
Washington  98105. 

**  25  West  39th  Street.  New  York.  N.  Y.  10018. 
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centrates  are  the  only  specific  therapeutic  mea- 
sures presently  available. 

Indiscriminate  use  of  replacement  therapy  is 
not  condoned— many  episodes  of  mild  bleeding 
may  be  managed  with  local  pressure  and  hemo- 
static agents,  ice  packs,  immobilization,  often  in 
a plaster  cast,  or  even  oral  prednisone  therapy  in 
specific  cases  of  gross  hematuria.2  Unfortunately 
other  oral  agents  ( aminocaproic  acid,  a fibrino- 
lytic inhibitor3;  estrogenic  compounds,  peanut 
flour,  etc.)  have  been  shown  to  be  of  no  use  in 
controlling  the  hemorrhages  of  hemophilia. 

When  indicated,  replacement  therapy  with 
fresh  or  fresh  frozen  plasma  in  tolerable  amounts 
( 10  ml  per  kg  i.v.  stat  and  5 to  8 ml  per  kg  every 
6 to  8 hours  for  2 to  3 days)  may  control  the 
bleeding  and  pain.  Ideally,  replacement  therapy 
should  raise  the  level  of  the  deficient  factor  to  20 
per  cent  or  more  of  normal  levels.  At  times,  the  at- 
tainment of  such  levels  may  lead  to  serious  vas- 
cular overload,  cardiac  failure,  and  pulmonary 
edema.  These  hazards  have  led  to  the  search 
for  concentrates  of  plasma  factors  either  through 
chemical  (Cohn’s  fraction  I,  glycine  precipita- 
tion, etc. ) 4 or  physical  means  ( Pool’s  cryoprecipi- 
tation).5  Since  factor  VIII  disappears  upon 
clotting,  is  unstable  except  at  low  temperatures 
(-20  C),  and  has  an  in  vivo  half  life  of  8 to  12 
hours,  (Figure  2)  its  adequate  concentration  in 
effective  amounts  has  been  difficult.  When  pro- 
duced from  large  amounts  of  pooled  plasma  with 
a high  fibrinogen  content,  the  dangers  of  serum 
hepatitis  and  hyperfibrinogenemia  are  present. 

Pool  has  discovered  the  concentration  of  fac- 
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Fig.  2.  Effect  of  Factor  VIII  concentrates  in  a boy  with 
Hemophilia  A.  The  half-life  appears  to  be  approximately 
12  hours.  Effective  hemostasis  may  be  attained  with  Fac- 
tor VIII  levels  of  20-30  per  cent.  Greater  amounts  of  con- 
centrates may  raise  level  to  over  100  per  cent. 


tor  VIII  in  crvoprecipitates  which  remain  in 
slowly  thawed  fresh  frozen  plasma.5  Presently  in 
a purely  experimental  study,  the  administration 
of  this  concentrate  to  a boy  with  hemophilia  A 
has  resulted  in  the  elevation  of  factor  VIII  levels 
to  3 times  those  obtained  with  the  usual  fresh 
frozen  plasma  therapy,  (Figure  3). 


Fig.  3.  Striking  rise  and  prolonged  elevation  of  Factor 
VIII  levels  in  a girl  with  von  Willebrand's  disease.  In 
this  instance  the  prolonged  bleeding  time  was  not  short- 
ened 2 hours  after  the  administration  of  the  concentrate. 


Unfortunately  factor  IX  and  other  coagula- 
tion factors  are  not  concentrated  by  this  pro- 
cedure. These  crvoprecipitates  contain  primarily 
fibrinogen  in  small  amounts. 

The  deficiency  of  factor  VIII  in  von  Wille- 
brand’s disease  is  not  due  to  the  same  mechan- 
ism as  is  present  in  hemophilia  A.  It  is  known 
that  the  administration  of  plasma  from  a patient 
with  hemophilia  A,  which  contains  less  than  1 
per  cent  factor  VIII,  to  the  patient  with  von 
Willebrand’s  disease  will  result  in  a marked, 
though  delayed,  elevation  of  factor  VIII  in  the 
latter.0  7 It  has  been  postulated  that  the  patient 
with  von  Willebrand’s  disease  lacks  the  precursor 
for  factor  VIII  production  which  is  present  in 
the  patient  with  hemophilia  A.0  In  other  words, 
the  production  of  factoi  VIII  may  be  dependent 
upon  the  interaction  of  two  genes:  The  activity 
of  a ‘precursor’  gene  ( autosomal  dominant ) lack- 
ing in  von  Willebrand’s  and  the  activity  of  a ‘pro- 
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during’  gene  (sex-linked)  lacking  in  hemophilia 
A.  Preliminary  studies  indicate  that  the  sub- 
stance (‘precursor’)  required  to  produce  factor 
VIII  in  patients  with  von  Willebrand’s  disease 
is  present  in  Pool’s  cryoprecipitate.  The  adminis- 
tration of  this  cryoprecipitate  to  a child  with 
von  Willebrand’s  disease  resulted  in  the  eleva- 
tion of  factor  VIII  levels  to  102  per  cent  and  for 
a prolonged  period,  (Figure  3).  The  prolonged 
Ivy  bleeding  time  was  not  shortened  during  the 
elevation  of  factor  VIII  activity,  2 hours  after 
the  administration  of  the  concentrate. 

Factor  VIII  cryoprecipitates  have  been  pre- 
pared by  the  King  County  Central  Blood  Bank.f 

It  must  be  emphasized  that  the  cryoprecipi- 
tates are  being  produced  only  on  an  experi- 


mental basis.  Problems  in  methods  of  produc- 
tion, preservation,  and  administration  must  be 
worked  put  before  this  costly  preparation  will 
be  generally  available.  For  the  present,  fresh  or 
fresh  frozen  plasma  therapy  continues  to  be 
satisfactory  for  the  hemorrhagic  episodes  of 
hemophilia.  ■ 

4800  Sandpoint  Way  N.E.  (98105) 


t Plastic  bags  for  this  study  have  been  generously  sup- 
plied by  the  Fenwal  Laboratories.  Morton  Grove,  Illinois. 
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abstract  o 


Las  hemofilias  sehalan  un  grupo  geneticamente 
determinado  de  desordenes  hemorragicos  carac- 
terizados  por  una  deficiencia  de  uno  de  los  fac- 
tores  especificos  de  la  coagulacion.  La  persona 
afectada  severemente  pnede  presentarse  con. 
severas  hemorragios  al  nacer  y continuar  con 
dificultades  al  traces  de  su  vida.  Un  acertado 
diagnostico  con  atencion  a la  historia  y especifi- 
cas  pruebas  de  laboratorio  son  de  importancia, 
asi  como  ana  cerrada  attencion  para  la  preven- 


cion  de  hemorragios,  el  pronto  tratamiento  de 
ana  agada  hemorragia,  el  racional  tratamiento 
de  las  consiguentes  complicaciones  ortopedicas 
y la  consideracion  del  paciente  como  toda  ana 
persona  y no  solo  como  una  enfermedad. 

El  nuevo  y simple  metodo  de  la  preparacion 
de  concentrado  factor  anti-hemofilico  (AHF) 
puede  ser  un  avance  de  signification  en  el  trata- 
miento de  estos  pacientes  congenitamente 
afectados. 
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Health  Education 


JOHN  F.  A B E L E,  M.  D.,  Portland,  Oregon 

The  physician,  as  an  authority  on  health  matters,  and  as  a teacher  of  health 
principles,  should  assume  leadership  in  health  education.  A most  important 
point  of  application  of  his  educational  effort  should  be  in  the  schools. 


Health  Education  deserves  better  understanding 
and  certainly  better  participation  by  the  medical 
practitioner  in  the  United  States.  Organized 
medicine,  from  its  beginning  in  this  country,  has 
felt  that  the  field  of  education  in  health  matters 
of  the  nation,  be  it  the  school  age  youngster  or 
the  adults  of  our  country,  was  a very  important 
part  of  its  activities.  Health  Education  formally 
functions  in  the  American  Medical  Association 
structure  in  the  Department  of  Community 
Health  and  Health  Education.  At  the  school 
level,  health  education  has  been  promoted,  since 
1911,  both  by  formal  educators  and  by  physicians 
through  a Joint  Committee  on  Health  Problems 
in  Education  of  the  National  Education  Associ- 
ation and  the  American  Medical  Association. 

The  present  era  witnesses  greater  recognition 
and  expansion  of  education  about  health  in  our 
entire  society.  For  example,  this  year  a second 
seminar  was  held  on  “Health  Education  for 
Rural  Communities.”  This  meeting  was  spons- 
ored by  the  A.M.A.  Council  on  Rural  Health  for 
Extension  Specialists  in  Health  Education  and 
Related  Fields.  The  topics  covered  were  com- 
munity health  planning,  radio  and  television  for 
health  education,  family  nutrition,  the  physicians 
role  in  health  education,  health  education  for 
migrant  workers,  and  research  in  diffusion  of 
health  practices. 

Health  Education  at  the  community  level  can 
command  top  billing  and  its  name  is  more  and 
more  frequently  on  the  marquee  lights.  The 
lights  may  not  be  the  brightest,  but  at  least  they 
are  on.  Do  doctors  of  medicine  have  a part?  If 
so,  just  what  part?  Private  practicing  physicians 
who  spend  their  long  day  dealing  with  the  na- 
tion’s citizens  individually  must  do  a large  share. 
If  it  is  not  the  largest  share,  it  is  a most  important 
share  in  this  most  necessary  work  of  health  edu- 
cation. He  will  tell  and  he  will  reinforce.  Edu- 
cation is  the  process  of  sharing  other’s  experi- 
ences. Growth  and  maturity  come  from  increas- 


ing one’s  knowledge,  and  developing  greater 
wisdom  in  order  to  proceed  more  usefully  in 
this  marvelous  world  and  universe. 

Doctors  of  medicine  constantly  are  educating 
patients  about  their  physical  problems,  and  how 
to  get  along  with  them.  Doctors  find  themselves 
seeking  words  and  methods  of  explanation  for 
their  patients’  needs.  The  doctor  specifies,  and 
he  generalizes  and,  most  importantly,  he  indi- 
vidualizes his  teaching  to  the  apparent  compre- 
hension of  the  patients.  He  is  a teacher.  This 
fact  the  physician  must  not  forget.  He  is  more 
than  a healer.  It  is  true  that  some  of  us  are  bet- 
ter at  teaching  our  patients  than  others.  Perhaps 
more  understanding  about  health  education  as 
a process  would  help  the  physician  do  a better 
job  with  his  patients  and  his  community. 

Where  should  health  education  begin?  Yea 
verily,  it  is  vital  throughout  the  entire  life  span, 
but  it  is  the  children  who  need  the  proper  in- 
struction before  misconceptions  can  be  develop- 
ed. Here  lies  the  gold  for  developing  health 
understandings. 

The  American  Medical  Association  and  the 
American  School  Health  Association  met  jointly 
in  a pre-AMA  convention  session  in  New  York 
on  June  20th  of  last  year.  John  L.  Miller,  Ed.D. 
and  school  superintendant  at  Great  Neck,  New 
York,  said  there  was  no  single  solution  to  the 
question  of  how  much  direct  health  instruction 
should  be  offered  and  how  much  should  be  com- 
bined with  other  subjects.  He  emphasized  the 
point  that  health  education  programs  must  be 
complete,  running  from  kindergarten  through 
the  12th  grade.  The  program  must  provide  for 
instruction  in  the  elementary  school  by  the  reg- 
ular classroom  teacher  who  usually  lacks  pre- 
service education  in  this  field;  it  must  similarly 
provide  for  relating  instruction  in  other  subjects 
to  the  work  in  health  education.  These  are  the 
words  of  an  educator. 

The  educational  institutions  of  our  nation 
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have  been  sensing  this  need  for  their  participa- 
tion in  health  teaching  of  the  young  as  long  as 
has  organized  medicine.  On  occasions  one  hears 
comment  in  doctors’  lounges  adversely  criticizing 
educational  practices,  and  particularly  education- 
al practices  in  health  training.  One  would  gather 
from  these  conversations  that  the  physician  feels 
left  out  of  organized  education,  and  in  a way  he 
is.  However,  this  may  be  his  own  fault.  Thous- 
ands of  practitioners  are  actively  participating 
in  organized  education  programs  in  their  com- 
munities and  in  the  school  rooms. 

In  general,  all  that  is  necessary  is  that  the 
physician  express  a personal  interest.  It  is  para- 
mount that  he  have  his  home  work  in  order.  The 
doctor  must  stay  in  the  teaching  range  of  accept- 
ed knowledge  if  he  is  to  be  helpful,  and  if  he 
expects  to  be  invited  back  again  and  again.  He 
can  do  no  good  if  he  goes  on  a crusade  in 
debatable  areas,  not  that  students  should  not 
know  that  health  is  full  of  change.  His  only 
profit  will  be  recognition  of  service,  and  the 
community’s  understanding  that  he  is  dedicated 
to  the  welfare  of  its  citizens. 

There  are  physicians  who  put  in  many  hours 
of  work  with  schools.  The  component,  county 
societies  of  our  large  state  medical  associations 
have  hundreds  of  school  health  committees.  In 
fact,  our  schools  have  thousands  of  school  health 
committees.  Yet  there  are  thousands  upon  thous- 
ands of  schools  that  do  not  benefit  from  our 
professional  guidance  because  school  people  are 
too  timid  to  invite  us,  or  we  are  too  busy  to 
welcome  the  invitation. 

The  school  health  committee  is  the  doorway 
to  participation  in  health  education  in  the  class- 
room in  the  school  auditorium,  at  the  school 
fair  with  its  exhibits,  through  teaching  films,  with 
the  school  clubs,  and  in  other  ways.  School  health 
coordinators  seek  first  rate  medical  advice.  Medi- 
cal leadership  in  education  requires  many  hours 
of  the  physician’s  time— be  it  at  a health  booth 
at  the  county  or  state  fair,  or  when  reviewing 
a health  oriented  thesis  of  a high  school  or  col- 
lege student. 

Health  education  needs  formal  presentations 
in  the  classroom,  as  well  as  integration  into  dis- 
cussions in  other  fields.  Provoking  a question  and 
answer  procedure  is  a common  teaching  practice 
of  doctors  following  a classroom  film  on  growth 
and  development,  sex  instruction,  venereal  dis- 
ease, or  other  subjects.  Public  health  matters  and 
procedures  in  community  health  include  far  more 


than  venereal  disease  control.  Thousands  of 
private  practitioners  are  part  time  health  offi- 
cers, and  they  should  be  working,  on  request, 
in  the  classroom. 

The  Oregon  State  Board  of  Education’s  super- 
intendent of  public  instruction,  Leon  P.  Minear, 
issued  a Health  Scope  and  Sequence  Chart  which 
is  a pragmatic  guide  for  the  Oregon  schools.  As 
it  covers  each  grade,  the  large  chart  is  too  ex- 
tensive for  repeating  here.  It  contains  invaluable 
material  and  the  following  is  quoted  from  it. 

“The  aim  of  health  education  is  to  assist  in 
the  optimum  development  of  adequate  under- 
standings, wholesome  attitudes,  and  desirable 
practices  relating  to  the  mental,  physical,  social 
and  emotional  health  of  the  individual,  his  fam- 
ily and  his  community.” 

The  scope  of  the  chart  includes  four  major 
areas.  The  following  are  the  objectives  of  these 
areas,  and  may  enlighten  some  of  us  as  to  the 
effort  being  made  by  our  schools  to  teach  health 
to  our  children: 

PERSONAL  HEALTH 

To  help  prepare  the  individual  to  be- 
come intelligently  self-directing  in  health 
matters  relating  to  structure  and  func- 
tion of  the  body;  personal  hygiene  and 
grooming;  nutrition;  wholesome  activity 
and  rest;  and  the  choice  and  use  of 
health  products  and  services. 

COMMUNITY  HEALTH 

To  help  prepare  the  individual  to  as- 
sume his  role  as  a responsible  member 
of  his  community  in  matters  relating  to 
communicable  diseases;  health  services 
and  agencies;  sanitation;  and  vocational 
opportunities  in  the  field  of  health. 

MENTAL  HEALTH 

To  give  the  individual  a better  under- 
standing of  himself  and  others  and  to 
develop  desirable  personality  and  charac- 
ter traits  which  will  enable  the  individual 
to  live  harmoniously  as  a member  of  a 
family  and  of  society.  To  develop  desir- 
able attitudes  and  practices  relating  to 
the  health  effects  of  alcohol,  narcotics, 
and  tobacco  based  upon  the  most  recent 
scientific  findings. 

SAFE  LIVING 

To  develop  in  the  individual  desirable 
attitudes  and  practices  relating  to  his 
safety  and  that  of  others,  through  an 
awareness  of  and  prevention  of  common 
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hazards,  and  to  develop  ability  in  first 
aid. 

In  order  to  explain  the  use  of  such  a suggested 
Health  Education  Scope  and  Sequence  Chart,  so 
that  teachers  and  particularly  interested  physi- 
cians can  see  the  teaching  patterns  underlying 
the  teaching  of  health,  the  following  grades  are 
lifted  out  of  the  total  chart  context:  (The  chart 
follows  the  four  major  areas  described  above, 
grade  by  grade.) 

GRADE  4 

Value  and  care  of  the  special  senses. 
Care  of  hair,  nails,  skin  and  teeth.  Nu- 
tritional needs.  Food  selection  when  eat- 
ing between  meals,  and  the  school  lunch. 
Relationship  of  muscles  and  bones  to 
posture  and  movement.  Discussion  of 
medical  and  dental  examinations.  Water 
and  food  sanitation.  Sportsmanship  and 
fair  play.  Clean  thoughts  and  moral 
values.  Effects  of  alcohol  and  tobacco 
on  the  body,  (taught  with  nutrition). 
Bicycle  safety.  Camp  safety.  Water 
safety. 

GRADE  6 

Dental  health.  Special  senses.  Diges- 
tion, assimilation,  and  excretion.  Rela- 
tionship of  wholesome  activity  to  muscu- 
lar and  skeletal  growth.  Need  for  varied 
activities,  and  relaxation.  Development 
of  modern  disease  prevention.  Introduc- 
tion to  first  aid.  Water  safety  and  small 
craft. 

GRADE  7 

Human  growth  and  development,  and 
individual  differences.  Grooming,  (10 
class  periods).  Contributions  of  organi- 
zations and  agencies.  Disposal  of  waste 
materials,  (10  class  periods).  Nature 
and  effects  of  alcohol,  tobacco,  narcotics 
and  other  drugs.  Analysis  of  advertis- 
ing. Laws  and  regulations,  (10  class 
periods).  Personal  and  mechanical 
causes  of  accidents,  (3  class  periods). 
Safety  in  school  activities — physical  edu- 
cation, shop,  athletics,  fire  drills,  (2 
class  periods).  Safe  use  of  firearms. 
Hunter  safety.  Safety  relating  to  explo- 


sives, fireworks,  rockets  and  blasting 
caps,  (10  class  periods). 

GRADE  9 

Review  of  nutrients.  Food  and  dietary 
fads.  Effects  on  personal  appearance. 
Hygiene  of  digestion,  (10  class  periods). 
Food  and  drug  advertising  and  health 
appraisal,  (5  class  periods).  Physical 
basis  of  behavior.  Heredity  and  environ- 
ment in  determining  behavior.  Desir- 
able attitudes  toward  mental  and  ner- 
vous illness.  Good  mental  health  prac- 
tices and  attitudes  relating  to  personal 
and  social  maturity,  (25  class  periods). 
Occupational  safety.  Recreational  safe- 
ty, (5  class  periods). 

GRADE  12 

Individual  self  - appraisal.  Future 
health  planning,  (Introduction  to  family 
living).  Consumer  selection.  Pure  food, 
drug,  and  cosmetic  laws.  Health  acci- 
dent and  hospital  insurance  pians. 
Health  vocations,  (20  class  periods). 
Health  agencies  and  organizations, 
(taught  with  choice  and  use  of  health 
services  and  health  practices).  The  fam- 
ily as  a basic  social  unit.  Preparation 
for  marriage.  Marriage  adjustments. 
Planning  for  the  family.  Adjustments 
for  the  unmarried.  Later  life  adjust- 
ments, (25  class  periods). 

In  the  State  of  Oregon,  the  Department  of 
Education  requires  that:  “Each  school  district 
shall  appoint  a school  health  coordinator  for 
each  of  its  schools.  The  school  health  coordina- 
tor, under  the  direction  of  the  administrator,  and 
preferably  working  with  a health  council  or  com- 
mittee within  the  school,  should  help  formulate 
an  overall  school  health  program.” 

Although  school  health  includes  school  health 
services,  healthful  school  living  (environment), 
and  health  education,  it  is  health  education  that 
needs  guidance  from  the  medical  professional. 
From  the  private  practicing  physician  in  the  com- 
munity7 this  area  of  school  health  can  give  great 
personal  emotional  satisfaction  and  reward  when 
well  done.  ■ 

741  Medical  Arts  Bldg.  (97205) 


abstracts 

El  medico,  como  autoridad  en  materia  de 
salud,  y como  profesor  in  los  principios  de  salad, 


asumina  el  liderazgo  en  la  educacion  para  la 
salud.  El  panto  mas  importante  de  la  aplicacion 
de  este  esfuerzo  educacional  estaria  en  las 
escuelas. 
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Increased  Sensitivity  to  5-Fluorouracil  in  Patients 
with  Adrenal  Insufficiency 

WILLIAM  C.  AWE,  M.  D.,  Portland,  Oregon  / S A R A H S.  D ON  A LDSON.B.S.,  R.N., 

Hanover,  New  Hampshire  / W I L L I A M S.  F L E T C H E R,  M.  D.,  Portland,  Oregon 


Adrenal  insufficiency  is  believed  to  have  been  the  cause  of  increased 
sensitivity  to  5-fluorouracil  in  two  patients.  Both  had  been  on  steroid  replace- 
ment therapy.  As  result  of  this  experience  the  authors  have  revised  their  regimen 
in  starting  treatment  with  5-fluorouracil. 


Fluorouracil  (5-fluorouracil)  (5-FU)  is  widely 
employed  in  palliative  management  of  advanced 
malignant  disease.  Since  its  introduction  in  1957, 
extensive  experience  with  its  use  has  established 
dosage  schedules  which  give  reasonably  predict- 
able hematologic  and  clinical  responses  in  the 
majority  of  patients  treated.1  Sensitivity  to  5- 
fluorouracil  has  been  found  to  be  increased  by 
prior  radiotherapy  or  chemotherapy,  recent  ma- 
jor surgery,  and  by  a variety  of  conditions 
associated  with  starvation  and  cachexia.2  Ordin- 
ary clinical  and  laboratory  assessment  usually 
identifies  those  individuals  most  likely  to  die 
or  exhibit  severe  toxic  reactions  to  the  drug 
administered  according  to  the  usual  dosage 
schedule.  We  have  encountered  two  patients 
who  have  developed  surprisingly  severe  toxicity 
following  small  doses  of  5-FU.  In  both  instances 
5-FU  was  administered  to  patients  receiving 
steroid  therapy  because  of  adrenal  insufficiency. 

CASE  REPORTS 

Case  l.—A  48-year-old  woman  with  advanced 
breast  cancer  was  admitted  to  the  hospital  in  hyper- 
calcemic  crisis.  Previous  teratment  included  hypo- 
physectomy  carried  out  two  years  before.  She  was 
acutely  ill  on  admission,  with  serum  calcium  of 
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17  mg  per  100  ml.  Maintenance  daily  cortisone 
dosage  (37.5  mg  cortisone  acetate)  was  continued 
and  an  additional  60  mg  of  prednisone  was  admin- 
istered along  with  forced  hydration.  These  measures 
resulted  in  normal  serum  calcium  levels  and  marked 
clinical  improvement.  One  week  after  beginning 
the  above  cortico-steroid  regimen  she  was  given 
15  mg  per  kg  of  5-FU  (700  mg)  intravenously  on 
three  consecutive  days.  Severe  toxicity  manifested  by 
stomatitis,  diarrhea,  nausea  and  vomiting  followed 
(serum  calcium  levels  remained  normal).  Progres- 
sive fall  in  white  blood  count  and  platelets  was 
observed.  Sixteen  days  after  the  first  injection  of 
5-FU,  the  white  count  reached  a low  of  250  with 
only  5 per  cent  neutrophiles,  (Figure  1).  Fresh  blood 
transfusions  were  given  and  the  patient  was  main- 
tained on  cortisone  acetate  and  prednisone  as  before. 
Bone  marrow  recovery  was  rapid  and  the  patient 
achieved  clinical  remission  for  the  next  eight  months. 
During  this  time  she  received  37.5  mg  of  cortisone 
acetate  and  20  mg  of  prednisone  daily.  Small  doses 
of  5-FU  (350  mg  weekly)  were  sufficient  to  cause 
leucopenia  in  the  range  of  2500  to  5000  and  con- 
tinued clinical  remission.  A hypercalcemic  episode 
precipitated  by  a pathologic  fracture  ended  the 
patient’s  life.  Post-mortem  examination  confirmed 
complete  absence  of  the  pituitary  gland.  The  adre- 
nals, thyroid,  and  ovaries  were  atrophied. 

Case  2.— A 65-year-old  woman  with  advanced 
colon  cancer  was  admitted  for  initiation  of  5-FU 
therapy.  Laparotomy  eight  months  before  had  re- 
vealed unresectable  carcinoma  of  the  colon  with 
miliary  peritoneal  implantation  and  a fixed  cul-de- 
sac  mass.  Phenylalanine  mustard  was  given  post- 
operatively  and  was  well  tolerated.  Her  clinical  con- 
dition remained  stable  for  six  months.  Fatigue,  weak- 
ness, anorexia,  and  enlargement  of  the  pelvic  mass, 
which  had  been  decreasing  in  size,  provided  evi- 
dence of  tumor  escape  from  the  drug  and  prompted 
admission  for  a change  of  chemotherapeutic  agent. 
Because  she  had  previously  been  treated  with  an 
alkylating  agent,  it  was  decided  to  begin  a 10-day 
course  of  bacterial  toxins  in  attempt  to  stimulate 
the  reticulo-endothelial  system  and  to  evaluate  bone 
marrow  response  to  the  toxin.3  An  initial  injection  of 
.05  cc  of  1:20  dilution  of  Coley’s  toxin  was  followed 
by  the  expected  chill  and  febrile  response.  The 
following  day  an  injection  of  the  same  dose  was 
followed  by  a violent  chill,  fever  to  105  rectally, 
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Fig.  1.  White  blood  cell  response  to  5-FU  in  patients  with 
adrenal  insufficiency. 


and  hypotension  requiring  vasopressors  and  plasma 
expanders  as  life  saving  measures.  Although  repeat- 
ed attempts  to  discontinue  vasopressors  were  unsuc- 
cessful, the  administration  of  cortisone  acetate 
100  mg  in  24  hours  was  associated  with  stabiliza- 
tion of  blood  pressure.  Endotoxin  stimulation  was 
abandoned.  Attempts  to  reduce  cortisone  dosage 
below  37.5  mg  per  day  were  not  tolerated  and  a 
clinical  diagnosis  of  adrenal  insufficiency  was  made. 
The  patient  was  maintained  on  37.5  mg  cortisone 
acetate  daily.  It  was  elected  to  treat  her  with  5-FU. 

She  received  15  mg  per  kg  (950  mg)  of  5-FU 
on  four  consecutive  days.  Nausea  and  vomiting, 
which  appeared  one  week  after  the  first  injection, 
required  intravenous  fluid  replacement.  In  spite  of 
gastrointestinal  toxicity,  the  white  count  did  not 
fall  immediately.  Two  weeks  after  the  first  dose, 
gastrointestinal  symptoms  had  abated  but  a pro- 
gressive fall  in  white  count  was  noted,  reaching  a 
low  of  250  at  15  days,  (Figure  1).  Vigorous  sup- 
portive treatment,  including  fresh  blood  transfusions, 
was  required.  Cortisone  acetate  dosage  was  in- 
creased from  37.5  mg  daily  to  100  mg  daily  during 
the  period  of  bone  marrow  depression.  The  patient 
recovered  from  the  episode  and  was  maintained  on 
weekly  doses  of  500  mg  of  5-FU  and  50  mg  of  corti- 
sone acetate  daily  until  her  demise  in  uremia  three 
months  later.  Initially  the  cul-de-sac  mass  reduced 
markedly  in  size  and  then  rapidly  increased. 

comment 

It  has  been  demonstrated  in  dogs  that  adrena- 
lectomy profoundly  influences  the  effect  of  5-FU 
on  the  animal.  In  Tipton’s  study,  80  per  cent 
of  animals  given  5-FU  after  adrenalectomy  died 
even  though  receiving  maintenance  steroid  re- 
placement (25  mg  hydrocortisone  daily).4  By 
increasing  steroid  dosage  to  four  times  main- 
tenance (100  mg  hydrocortisone),  the  mortality 
in  similarly  treated  animals  was  reduced  to  zero. 
Unexpected  deaths  associated  with  the  admin- 
istration of  standard  doses  of  5-FU  have  been 
reported  in  patients  who  had  previously  under- 


gone adrenalectomy  and  who  were  receiving 
maintenance  steroid  replacement/’  It  was  sug- 
gested that  the  deaths  were  due  to  additional 
stress  resulting  from  the  drug. 

The  patients  described  in  this  report  exhibited 
surprisingly  severe  bone  marrow  depression  and 
other  evidence  of  toxicity.  Severity  of  the  symp- 
toms was  far  in  excess  of  that  expected  from 
the  small  doses  of  5-FU  employed  in  these  cases. 

Both  patients  were  well  nourished  and  not  de- 
bilitated. The  patient  described  in  Case  1 had 
recovered  from  the  episode  of  hypercalcemia 
and  was  being  maintained  on  cortisone  acetate 
37.5  mg  daily  in  addition  to  60  mg  of  prednisone 
daily,  a total  steroid  coverage  easily  four  times 
normal  maintenance.  She  received,  by  any  stan- 
dard, a small  dose  of  5-FU: 2100  mg  in  three 
days,  and  in  spite  of  this  experienced  severe  tox- 
icity. In  Case  2 the  patient  was  receiving  only 
maintenance  cortisone,  37.5  mg  daily  at  the 
time  the  5-FU  was  given. 

The  clinical  course  of  the  patients  described 
in  the  report  suggests  that  in  man,  as  well  as 
in  the  experimental  animal,  adrenalectomy  or 
adrenal  insufficiency  renders  the  patient  marked- 
ly sensitive  to  5-FU.  Whether  or  not  this  is  due 
to  direct  suppression  of  the  adrenals  by  the  drug 
is  not  known  and  is  currently  under  study  in  this 
laboratory.  The  lassitude,  fatigue,  and  pigmenta- 
tion seen  in  patients  receiving  maximal  dosages 
of  5-FU  suggests  that  this  may  be  the  case. 

The  onset  of  bone  marrow  depression  in  the 
second  case  was  somewhat  delayed  ( 15  days ) 
and  this  would  suggest  that  one  wait  one  to 
two  weeks  before  starting  maintenance  5-FU 
after  the  priming  dose.  For  this  reason  the  proto- 
col for  initiation  of  5-FU  therapy  in  this  clinic 
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has  been  modified  from  that  generally  utilized. 
Depending  on  the  patient’s  physical  and  activ- 
ity' status,  a priming  dose  of  15  mg  per  kg  per 
day  for  two  to  five  days  is  arbitrarily  chosen. 
Following  the  administration  of  this  amount 
by  daily  single  injection  technique,  no  further 
drug  is  given  until  the  patient  has  recovered 
from  toxicity'.  Previously  four  daily  doses  of 
15  mg  per  kg  were  given  followed  by  a two  day 
interval  and  resumption  of  treatment  at  7.5 
mg  per  kg  every  other  day  to  the  point  of 
toxicity.  With  that  technique  it  was  found  that 
patients  with  unrecognized  sensitivity-  to  the  drug 
were  not  identified  until  a lethal  or  near  lethal 
dose  had  been  administered. 

Two  additional  points  should  be  made.  First, 
both  of  the  patients  described  above  had  a bene- 
ficial response  to  the  drug  and  despite  their 
marked  sensitivity,  such  patients  should  be  con- 
sidered for  chemotherapy.  Second,  a significant 
number  of  patients  with  widely  metastatic  cancer 
have  involvement  of  the  adrenal  glands  by  the 
tumor  and  may  not  have  normal  adrenal  func- 


tion. This  is  particularly  true  of  patients  with 
cancer  of  the  breast,  ovary,  and  lung.  A high 
index  of  suspicion  is  required  to  identify  such 
patients  and  evaluation  of  adrenal  function 
should  be  carried  out,  when  indicated,  prior  to 
initiation  of  therapy.  Despite  adrenal  insuf- 
ficiency such  patients  can  be  offered  significant 
palliation  by  modification  of  the  dosage  sched- 
ule and  replacement  steroid  therapy  as  indicated 
during  treatment  with  5-FU. 

summary 

Two  patients  with  adrenal  insufficiency  who 
demonstrated  marked  sensitivity  to  5-FU  are  re- 
ported. Patients  with  unrecognized  extensive 
adrenal  involvement  by  tumor  can  be  expected 
to  behave  in  the  same  way.  Despite  the  marked 
sensitivity  of  such  patients  to  5-FU  they  can  be 
offered  significant  palliation  by  ( 1 ) recogni- 
tion of  the  adrenal  insufficiency,  (2)  modifica- 
tion of  the  dosage  schedule  of  5-FU,  (3)  steroid 
replacement  therapy  as  indicated.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 


abstracto 

Se  cree  que  la  insuficiencia  supararrenal  ha 
sido  la  causa  de  hipersensibilidad  al  5-f loro- 
uracil  en  dos  pacientes.  Ambos  lmbian  recibido 


tcrapia  esteroide  de  substitucidn.  Como  residtado 
de  esta  experiencia  los  autores  ban  revisado  su 
regimen  al  principiar  el  tratamiento  con  5-fluor- 
ruracil. 
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Early  Pioneers  and  Leaders  in  Psychiatry 
in  the  Pacific  Northwest 

HERMAN  A.  D I C K E L,  M.  D.,  Portland,  Oregon 


Probably  no  place  in  the  United  States  has  there 
been  greater  continuous  need  for  psychiatry  than 
in  the  Pacific  Northwest.  In  1850,  when  the 
census  of  the  United  States  was  printed,  there 
was  a note  in  regard  to  the  Territory  of  Oregon 
which  read  something  like  this,  “The  figures  for 
the  Territory  of  Oregon  are  only  approximations 
for  there  are  so  many  imbecilic  and  insane  roam- 
ing the  territory  that  many  of  them  could  not 
be  counted.” 

Because  of  the  struggle  to  establish  the  posi- 
tion of  psychiatry  and  because  of  the  hardships 
that  were  encountered  during  development  in 
the  field  of  nervous  and  mental  diseases,  I 
should  like  to  refresh  your  memory  of  some  of 
those  people  who  contributed  to  our  present 
position  through  a good  deal  of  effort  and  with 
a great  deal  of  distress  on  their  part.  Here,  as 
everywhere,  men  seemed  to  make  history. 

I could  point  to  many,  citing  the  part  that 
they  have  played,  but  because  it  is  impossible 
to  note  everyone,  I shall  simply  point  to  a few 
whose  contributions  I think  were  either  great, 
or  interesting,  or  epitomized  so  well  the  point 
I wish  to  stress.  That  is,  how  much  we  owe  to 
certain  people  who  in  the  past  have  brought  to 
our  specialty  the  honor,  stature  and  admiration 
it  now  richly  enjoys. 

Mental  illness  in  the  Oregon  Territory  proba- 
bly was  first  recognized  in  about  1808.  At  that 
time  there  had  pioneered  into  the  Oregon  Terri- 
tory a man  by  the  name  of  Henry.  His  occupa- 
tion in  the  Pacific  Northwest  was  to  set  up  a 
group  of  fur  trading  houses.  In  1808  one  of 
Henry’s  fur  trading  houses  in  the  foothills  was 
attacked  by  the  Indians.  All  of  the  inhabitants 
of  this  house  except  one  were  killed.  One  man, 
after  apparently  being  left  for  scalped  and  dead, 
managed  to  escape  and  wandered  around  for 
several  weeks  suffering  hardship  and  depriva- 
tion, going  without  food  and  water,  altering 
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tremendously  his  normal  good  health.  Probably 
due  to  the  shock  of  seeing  his  companions  mas- 
sacred and  as  a result  of  the  hardships  suffered, 
he  developed  a mental  derangement;  and  in  this 
condition  the  Indians  found  him,  wandering 
around  in  the  Snake  River  country.  He  was 
taken  to  their  camp  for  care. 

The  Indians  were  not  completely  unaware 
of  mental  derangements.  However,  they  had 
grown  accustomed  to  thinking  of  these 
people  as  unusually  endowed,  and  as  a result 
considered  them  closer  to  their  Gods.  They, 
therefore,  treated  them  with  a great  deal  of 
respect  and  awe.  Seeing  a white  man  in  such 
a condition  only  elevated  the  man  in  the  Indian’s 
opinion.  They  figured  that  God  had  smiled  more 
favorably  upon  him,  that  he  must  be  more  than 
well  taken  care  of,  and  so  for  this  poor  demented 
wanderer  who  had  started  in  Henry’s  fur  trading 
camp  there  came  a period  of  approximately 
three  years  during  which  he  was  most  well  and 
thoroughly  treated.  During  the  Spring  of  1811, 
groups  of  the  people  who  had  originally  come 
to  the  mouth  of  the  Columbia  with  John  Jacob 
Astor  were  frequently  out  hunting.  One  of  these 
groups  was  led  by  Wilson  T.  Hunt,  the  other 
by  the  now  famous  Donald  McKenzie.  This 
latter  group,  in  the  Spring  of  1811,  came  upon 
the  tribe  of  Indians  who  were  caring  for  the 
demented  young  man.  He  gave  to  this  group 
of  McKenzie’s  his  own  name  of  Archibald 
Pelton  and  said  that  he  had  been  raised  in 
Connecticut.  McKenzie,  of  course,  took  him 
under  care,  thanked  and  generously  rewarded 
the  Indians  for  the  excellent  way  in  which  they 
had  helped  him.  McKenzie  and  his  group 
proceeded  on  their  way  to  the  lower  Columbia 
arriving  there  sometime  in  January,  1812.  If 
you  know  the  lower  Columbia  Indians,  from 
your  historical  reading,  you  know  that  in  those 
days  they  often  took  certain  words  from  the 
white  man  and  incorporated  them  into  their 
own  language.  The  words  were  those  that 
seemed  to  indicate  to  the  Indian  the  white  man’s 
specific  name  for  certain  types  of  behavior  pat- 
terns. 
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As  a result  of  having  no  name  in  their  old 
language  for  disturbed  or  demented  people,  it 
was  not  unusual,  of  course,  for  them  to  think 
of  Felton  as  indicating  the  foolish  or  the  mentally 
deranged  person.  Therefore,  the  Indians  simply 
adopted  that  name  as  their  own  word  to  indicate 
a disturbed  individual.  Any  other  person  that 
was  similarly  affected  was  kahkwa  pelton,  mean- 
ing like  Pelton  in  their  behavior.  A demented 
woman  was  called  pelton  klootchman.  This  means 
of  identifying  deranged  persons  existed  for  many 
years  and  probably  still  does  in  the  Indian  lan- 
guage. 

Another  interesting  story  explains  how  the 
town  of  Stielacoom  happened  to  become  promi- 
nent in  the  field  of  mental  illness.  This  goes  back 
to  the  late  40’s  or  early  50’s  of  the  19th  century. 
A man  had  been  severely  injured,  in  or  near 
Seattle.  He  required  the  removal  of  part  of  his 
foot.  Lacking  surgical  instruments,  the  doctor 
then  removed  it  in  the  only  way  he  knew 
how,  by  using  an  extremely  sharp  axe.  Probably 
because  of  the  combination  of  exposure  and 
trauma,  this  particular  man  developed  a de- 
mented condition.  There  was  no  one  in  the 
Seattle  or  King  County  area  who  could  care  for 
him.  Arrangements  were  finally  made  with  a 
Dr.  N.  Peaburns  who  lived  in  Steliacoom,  to  care 
for  him.  This  he  did  for  a long  period  of  time. 
In  1855  it  was  noted  that  this  care  was  going  on 
at  the  rate  of  four  dollars  per  citizen.  In  other 
words  the  annual  care  for  the  demented  man  was 
approximately  1,656  dollars  which  then  was 
four  dollars  per  person  for  the  people  in  the 
the  area.  Since  the  people  refused  to  honor 
these  bills  after  1855,  Dr.  Peaburns  returned  the 
man  to  Seattle.  Arrangements  were  then  made 
for  a sea  captain  to  take  him  to  San  Francisco, 
as  the  first  step  in  heading  him  back  to  his 
home  town  of  Boston.  We  do  not  know  if  he 
ever  arrived. 

It  is  interesting  to  speculate,  however,  what 
modem  care  of  the  mentally  ill  would  be  in  the 
County  of  King  in  Washington  if  the  rate  of 
1855  were  still  in  existence.  At  four  dollars  per 
person,  the  total  would  be  three  and  three 
quarter  million  dollars  every  year. 

In  1961  Foulkes  published  a very  interesting 
article  entitled  “British  Columbia  Mental  Health 
Services  Historical  Perspectives  to  1961.”1  I take 
certain  liberties  in  discussing  some  of  the  early 
pioneer  people  in  the  field  of  mental  health  and 
mental  illness  in  British  Columbia. 

From  Dr.  Foulkes’  paper  we  learn  that  the 


very  first  physician  in  British  Columbia,  J.  S. 
Helmcken,  was  actually  seeing  mentally  ill 
people  in  British  Columbia  as  early  as  1850. 
Apparently,  however,  the  first  person  to  actu- 
ally take  care  of  mentally  ill  people  in  a sani- 
tarium type  of  setup  was  a Dr.  Powell  who  was 
the  medical  superintendent  of  one  of  the  first 
asylums  in  the  British  Columbia  area.  Another 
man  prominent  in  early  psychiatric  history  of 
British  Columbia  was  R.  I.  Bentlv,  a medical 
officer  who  was  prominent  in  establishment  of 
the  first  New  Westminster  Asylum.  Dr.  Bently 
continued  in  his  relationships  with  this  organ- 
ization from  its  very  early  beginnings  in  about 
1878  until  his  retirement  in  1895. 

In  1895  a Dr.  Bodington  became  prominent  in 
institutional  care  of  mentally  ill  people.  From 
a purely  private  practice  point  of  view,  no  one 
seems  to  know  who  was  truly  the  first  person 
in  private  practice,  but  George  A.  Davidson  of 
Vancouver  believes  that  it  was  probably  G.  H. 
Manchester.  Another  very  prominent  British  Co- 
lumbian who  was  instrumental  in  setting  the 
stage  for  private  psychiatric  care  in  Vancouver 
was  James  Gordon  McKay,  who  had  the  Holly- 
wood Sanitarium  as  early  as  1919. 

Dr.  McKay  was  bom  in  1876  and  was  educated 
at  McGill  University  from  which  he  was  gradu- 
ated in  1899.  He  began  practice  in  Vancouver 
in  November,  1907,  and  a for  a number  of  years 
was  Provincial  Psychiatrist. 

In  1919  he  opened  the  Hollywood  Sanitarium. 
This  was  sold  some  30  years  later  to  E.  A. 
Campbell,  whom  we  all  remember  so  well. 
Dr.  McKay  died  in  May,  1954,  at  78  years, 
having  contributed  much  to  advancing  his 
specialty  in  British  Columbia. 

As  long  ago  as  1940,  or  as  little  time  ago  as 
1940,  depending  upon  which  end  of  the  scope 
you  may  look  through,  there  were  probably 
only  four  psychiatrists  in  Vancouver,  B.C.,  and 
one  in  Victoria.  Of  these,  at  least  three  continue 
to  be  active  in  their  work,  and  so  actually  we 
are  able  to  see  in  the  Vancouver  area,  at  least, 
an  instance  wherein  the  first  quarter  century 
of  an  organization  still  brings  together  many  of 
the  truly  early  pioneers  in  the  field  as  we  know 
it  today.  In  British  Columbia  today  there  are 
probably  one  hundred  and  ten  registered  in  the 
specialty  of  psychiatry,  and  Dr.  Davidson,  my 
source  of  information,  believes  that  at  least 
forty  of  them  are  in  private  practice  in  Van- 
cover.  The  others  are  scattered  throughout  the 
province,  showing  how,  in  twenty-five  years,  one 
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province  has  climbed  from  four  or  five  to  one 
hundred  and  ten. 

So  far  as  I have  been  able  to  ascertain,  the 
first  man  who  devoted  himself  entirely  and 
exclusively  to  the  private  practice  of  psychiatry 
in  the  Northwest  was  J.  B.  Loughary  who,  in 
1908,  established  in  Seattle  a small  sanitarium 
known  as  the  Puget  Sound  Sanitarium.2  This 
fluorished  well,  but  because  it  was  within  the 
city  limits  of  Seattle  and  because  they  took  care 
of  an  occasional  violent  patient,  an  edict  for  its 
removal  was  requested  by  King  County  in  1909. 
At  the  same  time  a Dr.  Snook  had  established 
a private  institution  in  Steilacoom,  Washington, 
known  as  Iron  Springs  Sanitarium.  He  had  run 
into  the  same  trouble  as  Dr.  Loughary,  and 
so  the  two  of  them  combined  their  activities, 
bought  property  near  Puyallup,  Washington,  and 
established  a sanitarium  again  known  as  the 
Puget  Sound  Sanitarium.  Dr.  Loughary’s  health 
failed  rapidly  after  this  and  for  years  Dr.  Snook 
ran  this  private  sanitarium  in  Puyallup.  He  made 
many  contributions  and  attained  considerable 
prominence  in  the  field.  His  name  continued 
to  be  associated  with  the  institution  until  the 
late  1940’s  when  his  successor,  A.  C.  Stewart, 
was  killed  in  an  accident.  Dr.  Stewart  had  taken 
over  from  Dr.  Snook  in  the  late  1920’s,  but 
Dr.  Stewart,  in  his  inimitable  Scotch  manner, 
constantly  referred  to  the  sanitarium  as  Dr. 
Snook’s. 

A number  of  other  men  have  made  psychiatry 
prominent  in  Seattle.  I would  tell  you  of  two. 

Dan  Nicholson  was  known  as  the  elder  psychi- 
atrist in  Seattle  for  many,  many  years.  He  was 
born  in  1874  on  Prince  Edward  Island.  He 
graduated  with  one  of  the  very  early  classes 
at  the  University  of  Minnesota  and  had  learned 
his  psychiatry  in  the  medical  school  and  in  the 
state  hospital  system  of  Minnesota  before  coming 
to  practice  in  Seattle  in  1905.  The  annual  direc- 
tory of  the  American  Medical  Association  has 
indicated  that  he  was  one  of  the  very  early 
people  in  Washington  who  was  listed  as  com- 
pletely limiting  his  practice  to  nervous  and 
mental  diseases. 

Dr.  Nicholson  was  active  in  psychiatry  twenty- 
five  years  ago  and  often  appeared  at  North 
Pacific  Society  meetings.  He  died  in  April, 
1948,  and  was  labeled  by  Dr.  Baker  as  “the 
last  of  the  alienists.’’  He  has  always  occupied 
a prominent  place  in  the  hearts  of  those  who 
knew  him,  he  was  a very  pleasant  person  to 


know,  an  extrovert,  he  loved  friends,  he  enjoyed 
the  social  life,  and  his  ability  to  practice  medi- 
cine was  tremendous.  Were  anyone  to  ever 
question  the  difference  between  the  art  and 
the  science  of  medicine,  they  had  but  to  watch 
Dr.  Nicholson  in  action. 

Probably  his  greatest  contributions  in  the  field 
were  in  the  medico-legal  things  that  he  did.  His 
ability  to  teach  people,  not  just  interns  and 
physicians,  but  also  individuals  in  the  commun- 
ity, made  for  him  a place  as  one  of  the  real 
pioneers  in  psychiatry  in  the  Northwest. 

Paralleling  Dr.  Nicholson  to  a very  large 
extent  was  another  man  about  whom  I had  heard 
many  things  before  I came  to  the  Northwest. 
This  was  George  Price,  who  also  practiced  in 
Seattle.  He  had  come  to  Seattle  some  time  in 
the  early  1920’s,  after  a distinguished  career  in 
the  city  of  Philadelphia  where  he  had  gone  to 
school,  interned  and  had  his  specialty  training, 
and  then  had  established  himself  in  a neuro- 
logical practice.  He  did  practice  for  a number  of 
years  and  taught  for  a considerable  length  of 
time  at  one  of  the  medical  schools  there.  He 
was  a great  friend  of  Tom  Throckmorton  of 
Des  Moines,  Iowa,  who  was  the  last  of  the 
individuals  trained  by  Silas  Weir  Mitchell.  Be- 
cause Dr.  Throckmorton’s  son  was  my  roommate 
at  medical  school,  I was  frequently  told  that 
if  I ever  came  West  to  practice  psychiatry  I 
should  look  up  George  Price  because  there  was 
the  man  who  set  the  stage,  and  determined 
the  caliber  of  work  that  would  be  done  in 
private  practice  in  this  area. 

Dr.  Price  had  also  been  trained  by  Dr.  Derkum 
in  Philadelphia,  and  involved  himself  very  much 
in  the  same  sort  of  practice  that  was  enjoyed 
by  Dr.  Derkum.  Anyone  who  has  read  much 
of  Dr.  Derkum  then  knows  the  sort  of  person 
that  Dr.  Price  was.  He  was  considered  a very 
scholarly  type  of  gentleman.  He  was  a very 
quiet  sort  of  person  who  did  occasionally  attend 
some  of  our  earlier  meetings.  He  was  quite 
often  called  upon  for  comments  prior  to  his 
death  in  1951,  at  the  age  of  77.  His  example 
of  scholarliness,  adeptness  at  influencing  young 
people,  and  wholesome  respect  for  individuals 
was  his  outstanding  contribution. 

Oregon  has  not  been  without  its  prominent 
pioneers  in  tire  field.  There  are  probably  more 
to  be  pointed  to  as  prominent  than  in  any  other 
area  of  the  Northwest.  I have  decided  simply 
to  mention  today  three  who  I feel  must  be 
considered. 
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The  first  of  these,  Simeon  Edward  Josephi, 
bom  in  1849,  and  prominent  and  influential  in 
our  state  until  1935,  has  been  labeled  as  the 
individual  who  affected  the  medical  profession 
of  Oregon  more  strongly  through  his  high  charac- 
ter and  unselfish  devotion  to  medical  education 
than  anyone  else.  Dr.  Olaf  Larsell  in  stating  this 
added,  “Few  men  have  served  their  state  so 
well  as  the  citizens  who  first  sought  the  public 
good.”3 

Dr.  Josephi  first  came  to  Oregon  to  work  as 
a bookkeeper  for  the  original  Oregon  Hospital 
for  the  Insane.  It  was  as  a result  of  his  associ- 
ation there  that  he  went  to  medical  school  in 
California.  When  he  returned  he  became  associ- 
ated with  Dr.  Hawthorne  who  was  then  running 
the  state  hospital.  In  1881  he  became  superin- 
tendent of  the  Oregon  Hospital  for  the  Insane. 
In  1883  he  gave  up  this  relationship  to  the 
mentally  ill,  went  into  general  practice,  and  then 
became  professor  of  obstetrics  at  the  old  Wil- 
lamette Medical  School.  But  by  1885  he  was 
back  as  superintendent  of  the  Oregon  Insane 
Asylum  which  had  been  established  in  Salem. 
He  continued  to  play  an  important  part  then  in 
the  field  of  mental  illness  because  he  became  not 
only  the  first  professor  of  nervous  and  mental 
diseases  at  the  University  of  Oregon  Medical 
School,  but  also  its  first  dean.  He  was  head 
of  that  institution  until  he  retired  in  1912. 
He  helped  organize  the  original  Multnomah 
County  Medical  Society,  first  known  as  the 
Portland  Medical  Society.  He  helped  organize 
the  Portland  Academy  of  Medicine.  He  served 
as  president  of  these  organizations.  He  was  the 
11th  President  of  the  Oregon  State  Medical 
Society  in  1884-1885.  Were  this  not  enough  to 
give  him  influence,  he  served  terms  in  the  State 
Senate,  he  w'as  on  the  State  Board  of  Pardons, 
he  w'as  a very  active  member  in  the  Episcopal 
Church,  and  he  was  instrumental,  of  course,  in 
getting  not  only  the  state,  but  also  private,  men- 
tal institutions  established  here  in  Oregon. 

Another  of  the  individuals  who  was  most 
active  in  establishing  private  institutions,  but 
also  those  other  than  private,  was  Henry  Waldo 
Coe.  He  w'as  born  in  1857,  and  died  in  1927.  He 
had  been  raised  in  Wisconsin,  had  graduated 
from  Minnesota,  studied  medicine  at  the  Uni- 
versity of  Michigan,  and  obtained  his  medical 
degree  from  Long  Island  Hospital  in  1880.  He 
practiced  in  North  Dakota  where  he  was  ex- 
tremely active  in  medical  organizations,  being 
president  of  the  North  Dakota  State  Medical 


Society  before  coming  to  Portland.  When  he 
came  to  Oregon,  he  immediately  became  active 
in  the  Oregon  State  Medical  Society  and  eventu- 
ally w as  its  29th  President  in  1902-1903.  Not  only 
for  these  things  might  he  be  considered  a con- 
tributor, but  he  w'as  for  many  years  professor  of 
nervous  and  mental  diseases  at  the  Willamette 
Medical  School,  and  served  as  consulting  neurol- 
ogist and  psychiatrist  to  various  state  and  local 
hospitals  in  the  entire  Northwest.  He  started  the 
very  first  medical  journal  in  the  Northwest, 
known  as  Medical  Sentinel , and  for  a number  of 
years  this  w'as  the  only  medical  communication 
that  many  doctors  had.  In  1898  he  took  over 
the  then  existing  Mind  Ease  Sanitarium  and 
eventually  converted  it  into  the  Momingside 
Hospital.  This  is  the  large  institution  on  the  East 
side  of  Portland  today.  Dr.  Coe  w’as  an  gxtremely 
vigorous  man  with  very  strong  opinions.  He  often 
expressed  them  through  the  editorial  pages  of 
the  journal.  He  directed  the  hospital,  he  w'as  a 
bom  leader,  he  contributed  to  medical  educa- 
tion, and  he  left  his  imprint  on  the  entire  North- 
west because  of  the  ability  he  had  to  think,  to 
project  his  thinking,  and  to  provide  the  impetus 
necessary  to  see  it  carried  through. 

The  third  man  in  the  history  of  the  Oregon 
scene  has  recently  departed  our  company  and 
his  presence  on  that  scene  will  be,  for  even 
another  quarter  of  a century,  sorely  missed. 
I refer,  of  course,  to  Lawrence  Selling,  who 
w'as  known  to  so  many  of  you  that  I ought 
not  to  have  to  comment  more  than  to  mention 
his  name.  He  w'as  bom  in  Portland  in  1882, 
w'as  a graduate  of  Johns  Hopkins  University 
School  of  Medicine,  w'as  a specialist  in  internal 
medicine  with  particular  emphasis  on  neurology 
and  psychiatry,  and  he  managed,  in  his  50  years 
in  medicine  to  introduce  important  changes. 
They  still  influence  the  manner  in  which  medi- 
cine is  practiced  in  Oregon  and  will  for  years 
to  come.  I say  he  practiced,  for  it  w’as  in  the 
field  of  private  practice  that  he  had  his  greatest 
impact,  notwithstanding  the  influence  he  had  in 
academic  medicine.  He  served  the  University 
of  Oregon  Medical  School  for  twenty-five  years, 
most  of  those  years  as  Professor  and  Head  of 
the  Department  of  Medicine.  It  w'as  under  his 
tutelage  that  the  Department  of  Neurology,  then 
the  Department  of  Psychiatry  came  into  being. 
He  w'as  tremendously  interested  in  all  aspects  of 
these  fields  and,  although  he  did  not  single- 
handedly  initiate  such  things  as  the  Mental 
Health  Association  of  Oregon,  the  early  Child 
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Guidance  Extension  Clinics,  the  present  Com- 
munity Child  Guidance  Clinic,  the  Oregon 
Neuropsychiatric  Association,  or  the  North  Pa- 
cific Society  of  Neurology  and  Psychiatry,  his 
interest,  his  impetus,  his  contributions,  and  his 
attendance  at  formative  meetings  were  of  great 
importance. 

Now,  I have  not  mentioned  a great  many 
men  that  all  of  you  will  think  of  as  contributors 
in  our  area.  I have  not  entered  into  this  talk 
today  to  mention  everyone.  Each  of  you  will 
think  of  his  own  examples. 

In  closing,  I would  plead  for  thoughtful  con- 
sideration of  the  heritage  from  yesterday  that 
so  enriches  our  lives  today. 

It  would  seem  that  here  in  the  Northwest, 
in  psychiatry,  we  have  some  pretty  solid  roots, 
and  from  them  we  have  grown  in  tallness  and 
strength.  We  have  respect  from  all  of  medicine. 
We  are  admired  by  our  medical  colleagues  who 
now  accept  us  graciously.  We  have  no  borders, 
for  in  Oregon,  Washington  and  British  Colum- 
bia, psychiatrists  long  ago  eliminated  these  lines. 
We  have  friends,  position,  opportunities,  trust 


and  a promise  for  tomorrow,  all  because  of  the 
efforts  and  foresight  of  those  who  were  here 
only  a quarter  of  a century  ago.  Let  us  guard 
these  well! 

I would  close  by  quoting  a poem  that  was 
recently  handed  to  me  by  one  of  my  patients, 
one  to  whom  I mentioned  that  I was  doing  a 
review  of  the  contributions  of  those  in  the  past. 
It  is  by  Anna  Holm  Poque,  and  was  first  pub- 
lished in  the  Oregonian: 

THOSE  WHO  LED 
When  broken  feet  have  worn  a trail. 

The  bloodied  prints— grown  dim— still  show 
A following  climber  where  to  go 
Or  not  to  go;  how  to  assail 
And  vanquish  hazards  that  prevail. 

But  whether  the  pace  was  swift  or  slow 
Those  who  led  alone  will  know 
The  penalties  first  steps  entail 
And  bear,  however  well  concealed, 

The  scars  from  travel-wounds  now  healed.  ■ 
511  S.W.  10th  Ave.  (97205) 
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PARKINSON’S  LAW? 

As  of  April,  1965,  the  Food  and  Drug  Administration,  Bureau  of  Medicine— 
which  supervises  the  drug  industry— employed  96  physicians,  23  veterinarians,  61 
chemists  and  food  and  drug  officers,  12  other  professionals,  and  155  clerks  and  care- 
takers. The  bureau  hopes  to  add  268  employees  this  fiscal  year. 

Pharmaceutical  Manufacturer's  Association 
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Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 

president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


.ALLEN  O.  “monk”  CARDEN 


Carden  Named  Manager 

Mr.  Allen  O.  “Monk”  Carden  has  been  named 
sales  and  advertising  manager  of  OPS-Blue  Shield. 

Mr.  Carden  has  wide  experience  in  advertising  and 
sales  promotion  in  pre-paid  medical  care.  He  was 
sales  promotion  and  advertising  manager  of  the 
National  Hospital  Association  from  1954  to  1961. 
He  left  that  position  to  become  sales  promotional 
manager  of  the  Liberty  House  department  stores  in 
Hawaii  from  1961  to  1964.  He  returned  to  the 
mainland  to  become  general  manager  of  Harold 
Kelley’s  Appliances,  Inc.,  in  Portland’s  Hollywood 
district. 

Mr.  Carden  is  a native  of  Pendleton,  where  he  re- 
sided for  many  years.  He  received  his  elementary 
schooling  there  and  attended  Eastern  Oregon  College 
of  Education,  finishing  his  education  at  Fresno  State 
College,  Fresno,  California.  For  five  years  he  was  a 
member  of  the  advertising  department  of  the  East 
Oregonian  at  Pendleton. 

During  World  War  II  he  spent  three  years  in 
the  U.S.  Navy.  During  his  years  of  residence  in 
Portland  he  has  been  active  as  director  and  officer 
in  the  Rose  Festival  Association  and  active  member 
of  the  Oregon  Advertising  Club,  the  Hollywood 
Lions  Club  and  the  Hollywood  Boosters  organization. 

Mr.  Carden  is  married  and  has  two  daughters. 


Robins  President  of  Allergy  Society 

George  M.  Robins,  prominent  Portland  allergist, 
was  installed  as  President  of  the  West  Coast  Allergy 
Society  at  the  annual  meeting  held  in  San  Fran- 
cisco on  November  30,  1965.  Robins  succeeds  James 
E.  Stroh  of  Seattle. 

Members  who  will  serve  with  Robins  on  the  Ex- 
ecutive Council  of  the  Society  are  Vice-President 
and  President-Elect,  John  S.  O’Toole,  Riverside, 
California;  Secretary-Treasurer,  Albert  G.  Corrado, 
Richland;  Van  V.  Chambers,  Palo  Alto;  Austin 
Dobrey,  Vancouver,  B.C.;  Walter  R.  MacLaren,  Pas- 
adena; Roy  R.  Matteri,  Portland;  James  E.  Stroh, 
Seattle;  Alvin  D.  Wert,  Portland. 

Psychiatrists  Establish  Organization 

The  Portland  Academy  of  Psychiatry  was  formed 
during  a meeting  at  the  Oregon  Medical  Association 
Headquarters,  November  23,  1965.  Fifty  psychia- 
trists in  the  Portland  area  are  charter  members.  The 
purposes  of  this  organization  are:  (1)  To  provide 
clinical  and  scientific  psychiatric  programs.  (2)  To 
foster  the  science  and  progress  of  psychiatry.  (3)  To 
foster  intra-professional  relationships. 

The  following  officers  were  elected:  President, 
Arlen  Quan;  President-elect,  Guy  Parvaresh;  Secre- 
tary-Treasurer, Wayne  M.  Pidgeon.  Meetings  are 
scheduled  for  the  fourth  Tuesday  of  every  month, 
except  December,  June,  July  and  August. 

Lane  County  Medical  Society 

Annual  meeting  of  Lane  County  Medical  Society 
was  held  in  the  King  Cole  Room  of  the  Eugene 
Hotel,  December  7.  George  C.  McCallum,  retiring 
president,  gave  the  annual  President’s  Address. 
Richard  E.  Turner  was  named  President-Elect,  Don 
Fox  is  Vice-President  and  Donald  L.  England,  Secre- 
tary. William  R.  Post,  Dennis  E.  McCafferty,  and 
Max  J.  Stephenson  are  alternate  delegates  to  Oregon 
Medical  Association. 
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ate  analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 

224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 

throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


Cndo 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


LOUIS  O.  MACHLAN,  JR.,  M.D.  J.  RICH  ARD  RAINES,  M.D. 


Raines  Inaugurated 

J.  Richard  Raines  repeated  the  oath  of  office  as 
President  of  Multnomah  County  Medical  Society, 
administered  by  outgoing  President  Verner  V.  Lind- 
gren,  at  the  Annual  Meeting  of  the  Society  at  the 
Sheraton  Motor  Inn,  Portland,  December  7. 

Dr.  Raines,  80th  president  of  the  Society,  is  a 
radiologist.  He  is  a graduate  of  the  University  of 
Oklahoma  Medical  School  and  took  his  specialty 
training  at  City  Hospital,  Cleveland,  and  the  Cleve- 
land Clinic.  During  his  association  with  the  Cleve- 
land hospitals,  he  became  acquainted  with  Luther 

L.  Terry,  former  Surgeon  General,  U.S.  Public 
Health  Service,  who  addressed  the  meeting  at  which 
Dr.  Raines  was  inaugurated. 

Louis  O.  Machlan,  Jr.  was  named  President-Elect. 
Other  officers  elected  were,  George  M.  Robins,  First 
Vice-President,  Clinton  S.  McGill,  Second  Vice-Presi- 
dent, John  W.  Bussman,  Secretary,  and  Lawrence 

M.  Lowell,  Treasurer. 

Terry  Addresses  Multnomah  County  Medical  Society 

Luther  L.  Terry,  former  Surgeon  General  of  the 
U.S.  Public  Health  Service,  addressing  the  Annual 
Meeting  of  Multnomah  County  Medical  Society,  at 
Portland,  December  7,  questioned  the  trend  toward 
training  more  and  more  specialists.  Basing  his 
conclusion  on  the  need  to  expedite  delivery  of 
medical  care  to  those  who  need  it,  Dr.  Terry  was 
emphatic  in  his  statement  that  one  of  the  important 
needs  of  the  day  is  for  more  general  practitioners. 
As  Vice  President  for  Medical  Affairs,  of  the  Uni- 
versity of  Pennsylvania,  he  is  now  much  concerned 
with  training  them.  He  feels  that  efforts  should  be 
made  to  attract  the  better  students  to  the  field. 

He  opened  his  discussion  with  the  observation 
that  we  are  living  in  the  most  challenging  and  stim- 
ulating time  of  our  history.  There  can  be  no  Great 
Society  when  health  knowledge  is  unused  and  when 
the  advantages  of  modern  medical  care  are  not  avail- 
able to  all  in  need.  Rapid  increase  in  population— 


200  million  by  1970— and  continuing  urbanization- 
solid  strip  cities  in  the  making  such  as  those  from 
Boston  to -Norfolk  and  Buffalo  to  Cleveland— will 
require  better  and  more  efficient  delivery  of  medical 
service.  We  are  faced  with  a revolution  of  rising 
expectations.  People  are  more  expectant  and  more 
demanding.  They  now  consider  medical  care  a right, 
not  a privilege.  With  increasing  affluence  and  better 
general  level  of  education,  they  are  better  able  to 
appraise  and  evaluate. 

Public  health  efforts  are  economically  sound.  Loss 
from  malaria  was  about  one  billion  dollars  a year  but 
it  cost  only  half  a billion  to  eradicate  it.  Other  di- 
seases have  been  eliminated  or  controlled.  There 
has  been  no  smallpox  problem  for  15  years  and 
poliomyelitis  has  been  virtually  eliminated— 53,000 
cases  of  paralytic  polio  in  1952  and  less  than  50  in 
1985.  Use  of  present  knowledge  could  eliminate 
tetanus  and  measles;  infectious  hepatitis  may  soon 
yield  to  development  of  drugs  or  vaccines. 

Greatest  challenge  of  the  day  is  in  education,  with 
continuing  education  presenting  the  most  imporant 
problem.  Ready  access  to  the  necessary  scientific 
information  must  be  provided  for  all  physicians. 
Many  experiments  and  demonstrations  are  under 
way  in  this  field. 

In  facing  today’s  challenges,  the  medical  profes- 
sion must  be  interested,  informed,  realistic,  and 
ready  to  participate  in  new  developments. 

press  conference 

Keen  disappointment  in  the  impact  of  his  report 
on  smoking  and  health  was  expressed  by  Dr.  Terry  at 
a press  conference  held  earlier  in  the  day.  He  felt 
that  the  Congress  should  have  accepted  his  recom- 
mendation about  labeling  of  cigarettes  and  he  rec- 
ognized the  fact  that  the  cigarette  sales  have  shown 
substantial  growth  since  he  issued  the  report.  Most 
gratifying  reaction  has  been  that  of  the  younger 
group.  Many  youngsters  now  believe  they  can  as- 
sume posture  of  maturity  without  having  to  smoke. 

He  thinks  the  American  Medical  Association  was 
unwise  in  accepting  funds  from  the  tobacco  com- 
panies but  believes  the  research  effort  to  be  sincere. 
He  observed  that  three  members  of  the  AM  A advisory 
committee  were  also  members  of  the  committee 
that  formulated  his  own  report. 

He  urges  greater  effort  in  training  paramedical 
personnel  citing  the  benefit  of  Federal  grants  for 
training  medical  assistants,  and  for  support  of  nurse 
training. 

In  speaking  of  the  program  to  be  initiated  under 
Public  Law  89-239,  pertaining  to  heart  disease,  can- 
cer, and  stroke,  he  said  he  hoped  it  would  break 
down  the  walls  of  the  large  medical  centers  by 
stimulating  more  rapid  development  of  community 
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health  centers  and  more  rapid  dissemination  of  in- 
formation. Needs  are  for  more  exchange  of  personnel, 
more  rapid  feed  back,  and  closer  cooperation  be- 
tween staffs  of  the  centers  and  those  of  the  outlying 
organizations.  Every  avenue  of  communication  must 
be  brought  into  the  development.  He  believes  that 
medical  schools  should  make  greater  efforts  to  use 
the  talents  of  physicians  in  practice. 

He  finds  the  role  of  voluntary  health  organizations 
to  be  confusing.  A solution  should  be  found  for  using 
their  assistance  without  overlap  and  without  voids. 

In  answer  to  a question  about  greatest  current 
needs  in  the  field  of  health,  he  offered  his  opinion 
of  the  two  most  urgent  problems.  They  are  the  prob- 
lem of  environmental  health  and  the  problem  of  be- 
ing able  to  deliver  medical  care  to  the  individual 
when  he  needs  it,  where  he  needs  it. 

Psychiatry  Course  Planned  for  February 

February'  23,  24,  and  25  are  the  dates  set  for  a 
three-day  comprehensive  course  entitled  “Useful 
Psychiatry  in  Medical  Practice”  at  the  University  of 
Oregon  Medical  School.  This  course  will  emphasize 
current  diagnostic  and  therapeutic  approaches  to 
psychiatric  problems  commonly  encountered  in  medi- 
cal practice.  Enrollment  will  be  limited  to  100 
physicians. 

A course  entitled  “New  Concepts  in  the  Diag- 


nosis and  Management  of  Retinal  Disease”  is  sched- 
uled for  March.  The  exact  date  is  not  yet  available. 

Addendum  to  Editorial,  Page  27 

Editor’s  note:  The  following  letter  was  received 
December  27,  nearly  three  weeks  from  date  of  the 
telegram,  after  type  had  been  set  and  after  space 
had  been  assigned  for  the  editorial: 

Dear  Dr.  Hartley: 

In  response  to  your  telegram  of  December  9,  1965, 
which  arrived  just  about  the  time  that  I returned 
from  Geneva,  I should  like  to  say  that  it  is  our 
plan  to  prepare  a scientific  report  for  publication 
in  the  JAMA  on  the  basis  for  withdrawal  of  DMSO. 

I have  asked  Dr.  Kelsey  to  prepare  such  a report 
and  hope  it  will  be  completed  in  the  near  future. 

Cordially  yours, 

JOSEPH  F.  SADUSK,  JR.,  M.D. 

Medical  Director 

From  this  note  it  appears  that  the  editorial  was 
correct  in  indicating  that  the  Medical  Director  may 
not  have  had  adequate  explanation  for  his  action.  An 
explanation  is  now  being  developed.  But  the  report, 
when  prepared,  is  not  to  be  provided  to  everyone 
seeking  information.  This  whole  course  of  action  can 
only  cause  thoughtful  scientists  to  question  the  sci- 
entific ethic  embraced  by  the  Medical  Director  of 
FDA. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 

John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 

Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  consult- 

ing  Psychiatrist 

Physicians 
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WASHINGTON 


Washington  State  Medical  Association—  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


Bonica  Heads  Anesthesiologists 

John  Bonica,  Chairman  of  the  Department  of 
Anesthesiology  at  the  University  of  Washington 
School  of  Medicine,  was  installed  as  President  of 
the  American  Society  of  Anesthesiologists  at  the 
Society’s  annual  meeting  at  Denver,  October  23-27. 

Dr.  Bonica  has  earned  world-wide  recognition  for 
his  studies  on  pain.  He  is  honorary  president  of  the 
societies  of  anesthesiologists  in  Argentina,  Venezuela, 
and  Italy,  and  a member  of  the  Executive  Com- 
mittee of  the  World  Federation  of  Societies  of 
Anesthesiologists. 

Call  for  Scientific  Papers 


EDWARD  V.  JOHNSTON,  M.D. 


Edward  V.  Johnston,  Chairman  of  the  W.S.M.A. 
Scientific  Program  Committee,  invites  physicians 
to  submit  a brief  two  or  three  paragraph  abstract  of 
scientific  papers  they  would  like  considered  for 
presentation  at  the  Annual  Meeting,  September  18- 
21,  1966,  in  Spokane.  The  Program  Committee  will 
review  all  abstracts  and  those  accepted  will  be 
scheduled  for  presentation  during  the  specialty  and 
general  practice  sessions. 

Nearly  all  major  specialties  are  represented  on  the 
Scientific  Program  Committee.  The  members,  all 
from  the  Spokane  area,  include  Arthur  B.  Craig, 


Jr.,  Verne  E.  Cressey,  Thomas  S.  Gilpatrick,  George 
C.  Girvin,  LaRue  S.  Highsmith,  Jonathan  A.  Hollo- 
way, Thomas  H.  Jones,  Carroll  Nellermoe,  and  John 
T.  Rulon. 

GP  Academy  Schedules  Symposium 

The  Pierce  County  Academy  of  General  Practice 
is  sponsoring  a Symposium  on  Pediatrics  on  Febru- 
ary 12.  The  event  will  be  held  at  the  Sherwood  Inn 
in  Tacoma.  Such  topics  as  foot  problems  in  infancy 
and  childhood,  pediatric  dermatology,  menengitis 
in  childhood,  incurable  blood  diseases  in  infants  and 
children,  and  emotional  problems  of  teenagers  will 
be  discussed  at  the  all  day  session.  There  is  no 
registration  fee  and  those  attending  will  receive 
AAGP  Cat.  I credit. 

Physical  Medicine  and  Rehabilitation  Course  Planned 

The  University  of  Washington  School  of  Medi- 
cine is  planning  another  Continuing  Medical  Educa- 
tion course  entitled  “Physical  Medicine  and  Rehabili- 
tation in  Office  Practice.”  The  course  will  be  offered 
February  18  and  19  in  CC  821,  eighth  floor  Physical 
Medicine  and  Rehabilitation  Department  of  the  Uni- 
versity Hospital.  This  course  is  intended  to  present 
to  interested  physicians  the  current  procedures,  tools, 
and  principles  of  physical  medicine  and  rehabilitation 
which  can  be  utilized  for  office  practice.  The  pro- 
gram will  consist  of  lectures,  demonstrations,  and 
patient  presentations.  The  faculty  includes  two  guest 
instructors,  nationally  known  and  outstanding  as 
teachers.  Questions  and  patient  problems  from  the 
floor  will  be  welcomed. 

Respiratory  Diseases  Symposium 

The  Fourth  Annual  Symposium  on  Respiratory 
Diseases  will  be  held  in  Seattle  on  February  24  and 
25.  Guest  speakers  will  include  Averill  A.  Liebow, 

Continued  on  page  52 
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PRESIDENTS  page 


CARL  P.  SCHLICKE,  M.D. 


Just  about  a year  ago  physicians  of  the  United 
States  received  a gratuitous  holiday  gift  in  the 
form  of  an  expensive  appearing  booklet  describing 
“A  National  Program  to  Conquer  Heart  Disease, 
Cancer  and  Stroke.”  This  was  the  report  of  a special 
Presidential  Commission  which  Michael  DeBakey 
served  as  chairman.  It  was  based  on  one  funda- 
mental fact  and  numerous  assumptions.  The  fact: 
71  per  cent  of  the  deaths  in  this  country  are  due 
to  heart  disease,  cancer  and  stroke.  Among  the 
assumptions:  patients  with  these  diseases  are  not 
being  properly  treated;  a tragic  lag  exists  between 
new  discoveries  and  their  dissemination  and  appli- 
cation; physicians  are  not  keeping  abreast  of  new 
developments.  The  commission  was  of  the  opinion 
that  the  incidence  of  and  the  mortality  from  these 
diseases  could  be  drastically  reduced  by  accelerat- 
ing the  acquisition  of  new  knowledge  and  the  more 
complete  utilization  of  knowledge  already  available. 
They  proposed  to  attain  these  ends  by  a multibillion 
dollar  program  which  involved  the  establishment  of 
regional  centers  for  the  care  and  investigation  of 
patients  with  heart  disease,  cancer  and  stroke,  a 
network  of  diagnostic  and  treatment  stations,  centers 
of  excellence  in  medical  education  and  categorical 
and  non-categorical  research,  and  numerous  other 
recommendations  which  in  effect  would  have  com- 
pletely reorganized  the  delivery  of  medical  service. 

On  January  7,  1965,  a few  days  after  the  89th 
Congress  convened,  President  Johnson,  in  his  health 
message,  called  for  an  all-out  attack  on  heart  disease, 
cancer  and  stroke  and  other  major  diseases.  Within 
12  days  two  almost  identical  bills  were  introduced 
to  implement  the  recommendations  of  the  DeBakey 
Commission  and  to  carry  out  the  President’s  wishes. 
One,  HR-3140,  was  introduced  by  Congressman  Orin 
Harris  of  Arkansas;  the  other,  S-596,  by  Senator 
Lister  Hill  of  Alabama.  Many  physicians,  legislators 
and  other  responsible  citizens  were  gravely  con- 
cerned by  the  far  reaching  implications  of  these 
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bills  which  appeared  far  greater  than  those  posed 
even  by  medicare— implications  which  would  affect 
every  facet  of  medical  practice,  education  and  re- 
search. Worst  of  all,  there  was  a widespread  feeling 
that  the  conclusions  on  which  they  were  based  were 
faulty  and  unsubstantiated  by  relevant  data. 

When  I discussed  these  proposed  laws  with  a 
number  of  our  legislators  in  Washington,  D.C.  last 
spring  I was  left  with  the  impression  that  there 
was  little  likelihood  of  expeditious  passage  because 
of  a general  lack  of  familiarity  with  their  contents 
and  the  indefiniteness  of  the  price  tag.  Not  even  the 
staunchest  supporters  of  the  bills  were  prepared  for 
the  rapidity  with  which  they  moved.  After  two  days 
of  perfunctory  hearings  before  the  Subcommittee 
on  Health  of  the  Senate  Labor  and  Public  Welfare 
Committee,  the  Senate  passed  its  bill  (S-596)  by  a 
voice  vote,  and  sent  it  on  to  the  House  for  consider- 
ation. As  a result  of  AMA  testimony  before  the 
House  Interstate  and  Foreign  Commerce  Commit- 
tee and  consultation  of  the  AMA  Advisory  Commit- 
tee with  President  Johnson  and  Secretary  of  HEW, 
John  Gardner  (a  modest  boast  to  which  President 
Johnson  has  taken  exception)  the  final  House  ver- 
ison  of  the  bill,  which  in  mid-September  emerged 
without  a dissenting  vote  and  ultimately  became 
Public  Law  89-239,  was  considerably  altered.  Funds 
allocated  were  reduced.  Unrelated  major  diseases 
were  not  included.  Instead  of  centers,  cooperative 
complexes  for  education,  research,  training  and  de- 
monstration in  the  fields  of  heart  disease,  cancer, 
stroke  and  related  diseases  were  authorized.  Funds 
were  not  made  available  for  new  construction.  The 
inclusion  of  practicing  physicians  on  advisory  com- 
mittees was  made  mandatory.  No  patient  was  to 
be  furnished  care  under  the  program  unless  referred 
by  a practicing  physician. 

Initial  activity  under  the  law  presumably  will 
be  largely  a matter  of  conducting  feasibility  studies 
and  operating  pilot  projects.  Although  the  law  as  it 
now  stands  has  lost  many  of  the  features  which  were 
most  objectionable  to  the  average  practicing  physi- 
cian and  to  not  a few  educators,  it  must  not  be  sup- 
posed for  a moment  that  the  proponents  of  the 
original  commission  recommendations  are  either 
happy  or  inert.  After  hearing  Dr.  DeBakey  attempt 
to  reassure  the  Board  of  Governors  of  the  American 
College  of  Surgeons  that  their  fears  were  ground- 
less, that  patient  care  would  not  be  fragmented, 
that  there  would  be  no  heavy-handed  intervention 
of  government  into  the  field  of  medicine,  it  was  in- 
teresting to  hear  his  presentation  at  the  White  House 
Conference  on  Health  this  fall  at  which  time  it  was 
perfectly  obvious  that  he  had  by  no  means  given 
up  his  advocacy  of  heavier  government  subsidies, 
regional  centers,  and  increasing  medical  school 
orientation  and  domination. 

Be  that  as  it  may,  what  is  the  effect  of  this  legis- 
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lation  on  physicians  in  the  State  of  Washington?  First 
of  all,  let  me  say  that  in  the  initial  trial  balloon 
stages,  most  of  the  activity  would  appear  to  be 
medical  school  oriented.  Later  it  is  quite  probable 
that  other  organizations,  research  institutions,  hos- 
pitals, etc.,  may  well  be  able  to  carry  on  projects 
of  their  own.  Secondly,  we  in  Washington  are  for- 
tunate in  having  a medical  school  which  maintains 
good  communications  with  the  practicing  profession 
and  which  views  PL  89-239  primarily  as  a means  of 
developing  an  effective  program  of  continuing  ed- 
ucation for  the  profession  and  of  helping  to  improve 
the  quality  of  patient  care  on  a local  level.  Bene- 
fits of  research,  new  techniques,  information  will 
move  peripherally  rather  than  patients  moving  cen- 
trally. 

John  Hogness,  Dean  of  the  University  of  Wash- 
ington School  of  Medicine,  and  I,  as  your  repre- 
sentative, have  held  numerous  discussions  relating 
to  the  implications  of  this  law,  both  before  and  after 
its  passage.  We  are  both  convinced  that  any  pro- 
grams developed  under  the  law  should  be  coopera- 
tive enterprises  involving  the  School  of  Medicine, 
the  Washington  State  Medical  Association,  County 
Medical  Societies,  Health  Departments,  and  vol- 
untary agencies  such  as  the  American  Cancer  So- 
ciety, American  Heart  Association,  and  others. 

Early  in  October,  Dr.  Hogness  and  I called  upon 
Governor  Daniel  J.  Evans  and  discussed  with  him 
our  general  thinking  and  the  potential  composition 
of  the  legally  required  advisory  committee,  and 
received  from  him  encouragement  for  our  endeavors. 
In  November  the  Annual  Pack  Forest  Conference 
was  held.  It  had  been  planned  to  devote  this  to  a 
consideration  of  the  proposed  heart  disease,  cancer 
and  stroke  amendments,  but  as  a result  of  their 
hasty  passage,  the  agenda  was  of  necessity,  shifted 
to  implementation.  Thirty-some  odd  full-time  faculty 
members  from  the  School  of  Medicine,  approxi- 
mately 50  practicing  physicians,  as  well  as  repre- 
sentatives of  the  Washington  State  Hospital  Asso- 
ciation, Washington  State  Department  of  Health, 
and  others,  attended  the  two-day  session.  The 
Medical  Association  Presidents  of  our  neighboring 
states  of  Idaho,  Montana  and  Alaska,  were  invited, 
but  only  Wallace  Pierce  of  Lewiston  was  able  to 
attend.  It  was  felt  that  since  these  states  were  with- 
out medical  schools,  that  it  would  be  a friendly 


gesture  to  afford  their  representatives  an  opportu- 
nity to  familiarize  themselves  with  what  was  being 
done  in  this  field  and  to  invite  their  participation. 
Also  present  were  Howard  Doan,  Director  of  Hos- 
pitals and  Medical  Facilities  of  the  AM  A,  and  Wil- 
liam Kissick,  Special  Assistant  to  the  Assistant  Sec- 
retary of  Health,  Education  and  Welfare.  In  addi- 
tion to  discussions  on  the  implications  and  potentials 
of  PL  89-239,  participants  were  encouraged  to  con- 
sider actual  details  of  programs  and  how  they  could 
be  carried  out  at  a community  level.  The  different 
methods  by  which  continuing  education  could  be 
most  feasibly  made  available  to  the  practicing  phy- 
sician, how  the  medical  school  could  be  of  help  in 
making  it  possible  for  physicians  throughout  the 
area  to  bring  optimum  care  to  all  of  their  patients, 
and  how  the  experience  of  the  practicing  profession 
could  be  drawn  upon  to  help  implement  the  various 
phases  of  the  program,  were  among  the  subjects 
considered. 

At  this  stage  only  the  most  preliminary  planning 
has  taken  place.  A letter  of  intent  has  been  filed 
by  the  Medical  School.  Consideration  has  been 
given  to  the  composition  of  the  Advisory  Committee, 
and  to  a possible  director  and  coordinator  for  the 
program.  Lines  of  communication  have  been  estab- 
lished. Staff  committees  have  been  appointed  in  the 
medical  school  to  consider  all  aspects  of  the  problem. 

Last  April  an  AMA  staff  report  commenting  on 
the  Commission  report  stated:  “As  a blueprint  for 
re-organizing  the  delivery  of  medical  care  to  the 
patient  and  the  way  in  which  the  physician  and 
scientist  are  educated  and  then  function,  these  pro- 
posals involve  politics,  economics,  and  social  phil- 
osophy, as  well  as  expertise  in  medicine  and  bio- 
medical research.”  It  therefore  behooves  all  physi- 
cians to  keep  themselves  informed  as  to  what  is 
taking  place  under  Public  Law  89-239,  to  consider 
what  their  role  and  responsibility  should  be  under 
this  law,  how  it  may  best  be  of  help  to  them  and 
to  their  patients,  and  how  it  may  be  kept  in  the 
role  of  a useful  servant  rather  than  a tyrannical 
master. 
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the  “extra”  benefits 
give  you  the 
option  of  b.i.d.  dosage 


12  hours 
between 
doses 


BECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE 


150  mg.  CAPSULES 

an  added  assurance 


of  optimum  response 
with  all  oral  dosage  forms 
capsules/syrup/pediatric  drops 


□ permits  dosage  adjustment  to  eliminate  mealtime  interference 

□ reduces  the  risk  of  “skipped"  doses 

□ eliminates  the  need  for  disturbing  the  sleeping  patient 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and 
others— in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending 
organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proc- 
titis, nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organ- 
isms. Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable) 
and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal 
function.  The  possibility  of  tooth  discoloration  during  development  should  be 
considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy, 
in  the  neonatal  period,  and  in  early  childhood.  Increased  intracranial  pressure  in 
infants,  reversible  upon  discontinuation  of  dosage,  is  a remote  possibility. 
Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult 
Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  given  at  least  one  hour  before  or 
two  hours  after  meals. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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professor  of  pathology  at  Yale;  Sol  Katz,  Chief  of 
Medical  Services  for  the  Veterans  Administration 
Hospital  in  Washington,  D.C.  and  William  H.  Too- 
ley,  professor  of  pediatrics  at  the  University  of  Cali- 
fornia. 

Co-chairmen  for  the  two-day  symposium,  which 
will  be  held  at  the  University  of  Washington,  are 
William  M.  M.  Kirby  and  David  M.  Perry.  Sponsors 
include  the  University  of  Washington  School  of 
Medicine,  the  Firland  Sanitorium  Board  of  Managers, 
the  Washington  Thoracic  Society,  the  Washington 
Tuberculosis  Association  and  the  Anti-Tuberculosis 
League  of  King  County. 


Spokane  Internists  Meet 


EDDY  PALMER,  M.D.  W.  H.  J.  SUMMERSKILL,  M.D. 


WADE  VOLWILER,  M.D. 


Seventeenth  Annual  Meeting  of  the  Spokane  So- 
ciety of  Internal  Medicine  will  be  held  at  the 
Ridpath  Motor  Inn,  Spokane,  March  5,  1966.  Guest 
speakers  will  be  Eddy  Palmer  of  East  Orange,  New 
Jersey;  W.  H.  J.  Summerskill,  of  Rochester,  Minne- 
sota; and  Wade  Volwiler,  of  Seattle.  All  are  gastro- 
enterologists. 


The  meeting  will  start  with  breakfast  at  7:30  a.m., 
Spokane  Society  of  Internal  Medicine,  host.  Panel 
discussion  at  8:15  will  be  on  peptic  ulcer.  Lecture 
topics  will  be,  Protein  Losing  Enteropathis,  Water 
and  Electrolytes  in  Hepatorenal  Disease,  Esophago- 
gastric Erosions,  Absorptive  Patterns  of  the  Small 
Bou’el,  Bilirubin  Metabolism,  and  Diagnostic  Ap- 
proach in  upper  Gastrointestinal  Bleeding. 

Panel  discussions  will  conclude  the  forenoon  and 
afternoon  programs.  The  first  will  be  on  Manage- 
ment of  Regional  Enteritis  and  Ulcerative  Colitis, 
the  second  on  Acute  and  Chronic  Hepatitis. 

Seminar  on  Testing  Brain  Damage 

Under  the  esoteric  title  of  “Perceptual-Motor 
Dysfunction”  the  Department  of  Continuing  Educa- 
tion of  the  University  of  Washington  School  of 
Medicine  will  sponsor  a seminar,  in  the  Health 
Sciences  Auditorium,  March  4,  5.  The  seminar,  con- 
cerning evaluation  and  treatment,  will  be  of  interest 
to  occupational  therapists,  physical  therapists,  teach- 
ers giving  instruction  to  mentally  retarded  children, 
and  to  school  psychologists.  Pediatricians  interested 
in  cerebral  palsy  and  other  conditions  creating  neuro- 
muscular problems,  may  wish  to  attend. 

Major  emphasis  will  be  on  diagnostic  testing  but 
demonstration  of  new  testing  methods  will  be  fol- 
lowed by  discussion  of  specific  treatment  called  for 
by  test  results.  Some  children,  as  result  of  brain 
damage  or  deficiency,  cannot  adequately  judge  space 
or  distance  and  may  not  be  able  to  recognize  forms 
of  objects.  The  tests  to  be  discussed  by  seminar 
participants  can  ditsinguish  types  of  these  defects 
and  indicate  precise  location  of  the  lesions  causing 
them.  Treatment  methods  are  individualized  on  the 
basis  of  this  precision. 

Diabetes  and  Endocrinology  Symposium 

The  Washington  Diabetes  Association  in  cooper- 
ation with  the  University  of  Washington  School  of 
Medicine,  will  present  the  12th  Annual  Symposium 
on  Diabetes  and  Endocrinology  at  the  Health  Science 
Auditorium  on  Friday,  February  4,  1966.  The  pro- 
gram will  be  devoted  to  practical  and  clinical  aspects 
of  the  affect  of  non-steroidal  hormones  on  carbohy- 
drate metabolism  and  the  diabetic  state. 

Guest  speakers,  William  Daughaday,  Washing- 
ton University,  St.  Louis  and  Roger  Unger,  South- 
west Medical  School,  Dallas,  are  recognized  authori- 
ties in  this  field  and  will  provide  a stimulating  and 
informative  day. 
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What  is  the  single  most 
important  contribution 
to  drug  research  ? 


when  President  Washington  signed  the  first 
U.S.  patent  late.  For  patents  mean  drug  progress.  For 
example,  of  the  ()04  important  drugs  introduced 
worldwide  since  1941,  the  majority  originated  in  the 
U.S.  drug  industry.  By  contrast,  a major  west  European 
nation,  which  has  no  patent  protection,  contributed  one. 
How  great  is  the  contribution  of  drug  patents? 

The  answer  is  told  in  life  itself:  our  children  live  10  years 
longer  than  we,  and  need  not  suffer  polio,  measles, 
diphtheria,  tuberculosis,  rheumatic  heart  disease,  and  a 
dozen  other  illnesses  we  grew  up  fearing.  We  can 
expect  these  benefits  to  multiply— as  long  as  our  patent 
system  remains  strong. 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W.  Washington,  D.C.  20005 


Idaho  State  Medical  Association— m sonna  building,  Boise,  Idaho  33702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M. D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


IDAHO 


Committees  Meet 

Members  of  the  Idaho  State  Medical  Association’s 
Medical  Economics  and  Fee  Schedule  Committee 
under  the  chairmanship  of  Richard  O.  Vycital,  Boise, 
met  recently  for  the  purpose  of  beginning  an 
evaluation  of  all  fee  schedules  in  operation  in  the 
state.  It  is  hoped  the  committee  will  approve  a 
schedule  that  can  be  used  in  all  state  and  federal 
medical  care  programs. 

Committee  members  include  Reuben  C.  Matson, 
Jerome;  G.  Curtis  Waid,  Idaho  Falls;  Dennis  L. 
Wight,  Pocatello,  and  Roland  D.  Brooks,  Moscow. 

Members  of  the  association’s  Medical  Practice 
Act  Review  Committee,  under  the  chairmanship  of 
Charles  A.  Terhune,  Burley,  held  a two  day  session 
in  Boise  recently  and  launched  a comprehensive 
study  of  the  Idaho  Medical  Practice  Act. 

When  the  committee’s  report  has  been  prepared 
it  will  be  further  considered  and  presented  to  the 
Officers  and  Councilors  and  then  to  the  House  of 
Delegates. 

Othei  committee  members  participating  in  the 
meeting  were  E.  V.  Simison,  Pocatello;  C.  Gedney 
Barclay,  Coeur  d’Alene,  and  Leland  K.  Krantz  of 
Idaho  Falls.  W.  B.  Ross,  Nampa,  was  unable  to 
attend. 

Members  of  the  Board  of  Health  Advisory  Com- 
mittee met  in  Boise  with  officials  of  the  State  De- 
partment of  Health.  James  R.  Kircher,  Burley,  is 
chairman  of  the  committee.  The  State  Health  Ad- 
ministrator, Terrell  O.  Carver,  attended  with  mem- 
bers of  his  staff. 

Other  members  of  the  committee  are:  J.  Gordon 
Daines,  Boise;  Wilbur  C.  Hayden,  Sandpoint;  Fran- 
cis H.  Fox,  Twin  Falls;  Emory  L.  Soule,  St.  Anthony, 
and  R.  George  Wolff,  Homedale. 


New  1966  Officers 

New  officers  of  the  Kootenai-Benewah  Medical 
Society'  for  the  coming  year  will  be: 

President:  William  T.  Wood,  Coeur  d’Alene 
President-Elect:  Wilbur  H.  Lyon,  Coeur  d’Alene 
Secretary-Treasurer:  Jane  D.  Gumprecht,  Coeur 
d’Alene 

Delegates:  William  T.  Wood  and  W.  Wray  Wilson, 
both  of  Coeur  d’Alene. 

Alternate  Delegates:  W.  Paul  Shrum,  Hayden 
Lake,  and  Wilbur  H.  Lyon,  Coeur  d’Alene. 

New  officers  of  the  Boise  Valley  Chapter,  Amer- 
ican College  of  Surgeons  for  the  coming  year  are: 
President:  Wayne  Crookston,  Boise 
President-Elect:  Lesley  J.  Montgomery,  Caldwell 
Secretary-Treasurer:  Richard  O.  Vycital,  Boise 
- Councilor:  Harold  B.  Hulme,  Boise.  Previously 
elected  Councilors  are  Glenn  E.  Talboy,  Boise,  and 
John  R.  Nielsen,  Caldwell. 

Annual  Meeting  Held 

The  annual  meeting  of  the  Board  of  Directors 
of  the  South  Idaho  Medical  Service  Bureau,  Inc., 
was  held  in  Boise.  Members  of  the  Board  are: 
Russell  Tigert,  Jr.,  Soda  Springs,  President; 
William  D.  Forney,  Boise,  Secretary-Treasurer;  Ken- 
neth E.  Droulard,  Nampa;  P.  Blair  Ellsworth,  Idaho 
Falls;  Maurice  E.  Scheel,  Wendell;  David  C.  Miller, 
Pocatello;  Asael  Tall,  Rigby;  Glenn  E.  Talboy,  Boise; 
William  R.  Tregoning,  Boise,  and  Wallace  H.  Pierce, 
Lewiston. 

WICHE  Sponsors  78  Idaho  Students 

Seventy-eight  Idaho  students  are  now  attending 
schools  of  medicine,  dentistry  and  veterinary  medi- 
cine, in  western  states  under  the  student  exchange 
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the  Searing  (rzu/v v of 
Inflammatory  Neuritis 


PROTAMIDE* 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.14 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G.. 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  0.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1: 1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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program  of  the  Western  Interstate  Commission  for 
Higher  Education  (WICHE). 

Alfred  M.  Popma,  Boise,  one  of  Idaho’s  three 
commissioners,  said  that  39  students  are  attending 
medical  schools,  25  in  dental  schools  and  14  in  vet- 
erinary schools. 

From  Boise,  Medicine:  John  T.  Molitor,  John  C. 
Burpee  and  Charles  Poindexter,  University  of  Ore- 
gon School  of  Medicine;  Michael  R.  McFadden  and 
Murray  G.  Stromber,  University  of  Utah  College  of 
Medicine;  Robert  T.  Van  Ulden,  Jr.  and  Theodore  K. 
Teske,  University  of  Washington  School  of  Medicine; 
John  W.  Griffin,  Loma  Linda  University  School  of 
Medicine. 

Dentistry:  Ronney  R.  Reagan,  Howard  Mvlander 
and  Lavon  E.  Shelton,  University  of  Oregon  Dental 
School;  Terry  L.  Gustavel,  University  of  Washing- 
ton School  of  Dentistry. 

Veterinary:  Susan  L.  Iddings,  Washington  State 
University  College  of  Veterinary  Medicine,  and 
Michael  T.  Daly,  Colorado  State  University  College 
of  Veterinary  Medicine. 

From  Pocatello,  Medicine:  James  R.  Babcock  and 
Wayne  L.  Colman,  University  of  Utah  College  of 
Medicine;  Jack  A.  Cox,  University  of  Colorado 
School  of  Medicine. 

Dentistry:  John  B.  Berrey,  William  Chandler  and 
David  P.  Sutton,  University  of  Oregon  Dental 
School. 

Veterinary:  George  Katsilomedes,  Washington 

State  University  College  of  Medicine. 

From  Idaho  Falls,  Medicine:  Allan  Sudweeks,  Uni- 
versity of  Colorado  School  of  Medicine;  Don  Strom- 
berg,  University  of  Washington  School  of  Medicine; 
Harvey  R.  Hatch,  University  of  Utah  College  of 
Medicine. 

Dentistry:  Steven  M.  Klingler,  University  of  Wash- 
ington School  of  Dentistry;  Gary  L.  Fisher,  Howard 
Couch  and  Richard  V.  Pederson,  University  of  Ore- 
gon Dental  School. 

From  Twin  Falls,  Medicine:  Pete  B.  Kelly,  Uni- 
versity of  Washington  School  of  Medicine;  Dean  B. 
Barnhouse,  David  D.  Weaver,  University  of  Oregon 
Medical  School. 

Veterinary:  Ronald  D.  Sande,  Washington  State 
University  College  of  Veterinary  Medicine. 

American  Falls:  Jon  W.  Harms,  University  of  Ore- 
gon Medical  School;  Gerald  A.  Woodworth  and 
Sterling  R.  Schow,  University  of  Oregon  Dental 
School. 

Arco:  Vernon  O.  Gaffner,  University  of  Oregon 
Dental  School. 

Blackfoot:  Delbert  F.  Pearson,  University  of  Ore- 
gon Medical  School. 

Buhl:  George  L.  Wonenberg,  Loma  Linda  Univer- 
sity School  of  Dentistry;  Arlen  E.  Jagels,  University 
of  Oregon  Dental  School;  Donald  L.  Howard,  Wash- 


ington State  University  College  of  Veterinary  Medi- 
cine. 

Burley:  Gaylord  F.  Young,  University  of  Wash- 
ington School  of  Dentistry'. 

Caldwell:  Dan  D.  Abbott,  Daniel  D.  Roberts  and 
Larry  R.  Eidemiller,  University  of  Oregon  Medical 
School;  William  Gray,  Loma  Linda  University 
School  of  Dentistry;  George  B.  Keller,  University'  of 
Washington  School  of  Dentistry;  Thomas  Reynolds, 
University  of  Oregon  Dental  School. 

Carmen:  Gary  L.  Bills,  University  of  Utah  Col- 
lege of  Medicine. 

Coeur  d’Alene:  John  Seagraves,  University  of  Ore- 
gon Dental  School. 

Culdesac:  Robert  L.  Moore,  Washington  State 
University  College  of  Veterinary  Medicine. 

Donnelly:  Larry’  A.  Eld,  Colorado  State  University 
College  of  Veterinary  Medicine. 

Emmett:  James  K.  Hamilton,  University  of  Ore- 
gon Dental  School. 

Headquarters:  Gordon  M.  Dickinson,  Jr.,  Univer- 
sity of  Utah  College  of  Medicine. 

Jerome:  William  C.  Smail,  Jr.,  University  of  Colo- 
rado School  of  Medicine;  David  W.  Becker,  Jr., 
University  of  Washington  School  of  Medicine. 

Kellogg:  John  R.  Muir,  University  of  Oregon 
Medical  School;  Gary  L.  Griffith,  University  of 
Oregon  Dental  School. 

Kimberly:  Jerry  W.  Jackson,  Washington  State 
University  College  of  Veterinary  Medicine. 

Lorenzo:  Roger  V.  Hall,  University  of  Utah  Col- 
lege of  Medicine. 

McCammon:  Gerald  K.  Goodenough,  University 
of  Colorado  School  of  Medicine. 

Moscow:  William  B.  Hunter,  III,  University  of 
Washington  School  of  Medicine;  Max  R.  Peterson, 
University'  of  Oregon  Medical  School. 

Mountain  Home:  Dale  L.  Reno,  Washington 
State  University  College  of  Veterinary  Medicine. 

Nampa:  Franklin  G.  Ballard,  Loma  Linda  Uni- 
versity School  of  Dentistry. 

New  Plymouth:  Carl  W.  Winterstein,  University 
of  Washington  School  of  Medicine. 

Oakley:  Gary  C.  Cranney,  Washington  State  Uni- 
versity College  of  Veterinary  Medicine. 

Parma:  Edward  G.  Johnson,  Washington  State 
University  College  of  Veterinary  Medicine. 

Paul:  Paul  F.  Carney,  Colorado  State  University 
College  of  Veterinary  Medicine. 

Post  Falls:  Earl  M.  Miller,  University  of  Oregon 
Medical  School;  T.  John  Achord,  Colorado  State 
University  College  of  Veterinary  Medicine. 

Rexburg:  Grant  M.  Peterson  and  W.  Theron 
Brown,  University  of  Utah  College  of  Medicine; 
Dean  R.  Smart,  University  of  Oregon  Medical 
School. 

Rigby:  Elmer  A.  Spencer,  University  of  Oregon 
Dental  School. 
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Silverton:  Gregory  McKim,  University  of  Oregon 
Medical  School. 

Soda  Springs:  Robert  B.  Hubbard,  University  of 
Oregon  Medical  School. 

Wallace:  Glen  A.  Almquist,  California  College 
of  Medicine. 

Wendell:  James  E.  Scheel,  University  of  Wash- 
ington School  of  Medicine;  Stephen  J.  Dixon,  Wash- 
ington State  University  College  of  Veterinary  Medi- 
cine. 

Personals 

Dauchy  Migel,  Idaho  Falls,  has  been  chosen  as 
President  of  the  Idaho  School  Trustees  Association 
during  the  annual  convention  of  the  organization 
in  Boise. 

Orvid  R.  Cutler,  Preston,  has  been  elected  Mayor 
for  a four  year  term.  Dr.  Cutler  scored  a thumping 
652-370  victory  over  the  incumbent  in  the  election. 

Robert  S.  Smith,  Boise,  has  received  notice  of  his 
election  by  the  Fellows  of  the  American  College  of 
Surgeons  to  the  Board  of  Governors  for  a three  year 
term  (1965-68)  representing  Idaho. 

Board  of  Medicine  Section 

Temporary  licenses  have  been  granted  to: 

Robert  M.  Phillips,  Spokane,  Wash.  Graduate, 
Stanford  University  School  of  Medicine,  Palo  Alto, 
June  16,  1940.  Internship,  San  Francisco  General 
Hospital.  Psychiatric  residency,  Menninger  School 
of  Psychiatry,  Topeka.  Granted  TL-354,  November  1, 
1965.  Psychiatry. 

Stanley  W.  Moris,  Gooding.  Graduate,  Univer- 
sity of  Minnesota  Medical  School,  Minneapolis,  June 
6,  1932.  Internship,  Ancker  Hospital,  St.  Paul,  1932. 

Practiced  in  Peiping  and  Loyang,  China,  1932 
to  1937.  Kiomboi  and  Bumbuli,  Tanganyika,  1938 
to  1957.  Ah  Gwah  Ching,  Minnesota,  Sept.  1957  to 
Sept.,  1958.  Iambi  Leprosarium,  Tanganyika,  1959 
to  1965.  Medical  Missionary.  Granted  TL-355,  No- 
vember 15,  1965.  Tuberculosis  control. 

Paul  C.  Leonard,  Challis.  Graduate,  Tufts  Uni- 
versity School  of  Medicine,  Boston,  Mass.,  June  16, 
1940.  Internship,  Mercy  Hospital,  Springfield,  Mass., 
June  1,  1941.  Granted  TL-356,  November  22,  1965. 
General  Practice. 

Thomas  A.  Angland,  Hells  Canyon  Dam  Project, 
Ox  Bow.  Graduate,  University  of  Minnesota  Med- 
ical School,  Minneapolis,  March  23,  1933.  Intern- 
ship, King  County  Hospital,  Seattle,  Wash.  Surgical 
Residency,  King  County  Hospital,  Seattle,  1933-34. 
Granted  TL-357,  November  26,  1965.  General  prac- 
tice. 


w.  B.  ROSS,  M.D. 

Ross  Viet  Nam  Volunteer 

W.  B.  Ross  of  Nampa  is  in  South  Viet  Nam  as  a 
volunteer  civilian  physician.  He  will  provide  med- 
ical care  to  civilians  at  Bien  Hoa. 

Dr.  Ross  volunteered  for  60  days  of  service 
through  Project  Viet  Nam. 

Long  active  in  organized  medicine,  Dr.  Ross 
served  as  a member  of  the  Idaho  State  Board  of 
Medicine  and  its  predecessor,  the  Medical  Examin- 
ing Committee,  from  1947  through  1956;  was  Sec- 
retary-Treasurer of  the  Idaho  State  Medical  Asso- 
ciation, President  of  the  Southwestern  Idaho  District 
Medical  Society  and  has  served  on  numerous  com- 
mittees. 


61  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seatlle,  Wash.  98109 

Off-Street  Parking 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-fasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  I year, 
Va  teaspoon;  from  1 to  3 years,  Vz  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 

Available  on  prescription  only. 

Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


W/sifA 
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SPECIAL  ARTICLE 


Medical  Sendee  Bureau  vs.  Closed-Panel 
Health  Insurance 

JAMES  HUGHES,  M.D.,  Oakland,  California  / MATTHEW  MARSHALL,  Jr.,  M.D., 
Pittsburgh,  Pennsylvania  / JOHN  SONNELAND,  M.D.,  Spokane,  Washington 


On  April  27,  1965,  the  Spokane  County  Medical  Society  met  and  came  to  grips 
with  a problem  which  has  been  or  will  be  of  concern  to  all  physicians  of  the  Pacific 
Northwest:  is  private  hospital  care  through  the  Medical  Service  Bureau  of  Spokane  com- 
peting favorably  with  other  Bureaus  and  with  closed-panel  medicine?  If  not,  can  ways  be 
found  to  stabilize  or  lower  hospital  costs? 


The  Problem 

Dr.  Hughes 

My  remarks  are  very  brief  on  the  subject,  but  I 
just  want  to  set  a little  framework.  What  I say  is 
probably  not  new  to  you.  As  you  know,  the  alumi- 
num industry  was  established  in  Spokane  during 
the  war,  and  it  was  put  here  for  considerations  of 
war-time  security  rather  than  with  economic  con- 
siderations. As  a result,  our  Spokane  plants  are  at 
a competitive  disadvantage  compared  with  plants 
located  closer  to  sources  of  raw  materials  and  to 
markets  or  compared  to  plants  that  have  lower 
production  costs. 

This  effect  is  felt  most  clearly  during  times  of 
economic  stress,  such  as  the  entire  aluminum  in- 
dustry went  through  from  1958  to  1962.  Our  Mead 
plant  in  Spokane,  for  example,  experienced  earlier 
cutbacks  in  operation  and  later  restart  of  potlines 
than  either  of  our  other  major  reduction  plants  in 
the  country.  The  Spokane  plants  are  thus  more 
vulnerable  to  fluctuations  in  the  economic  climate 
than  are  their  counterpart  plants  in  Louisiana  and 
West  Virginia. 

I am  told  that  the  annual  expenditures  of  Kaiser 
Aluminum  in  the  Spokane  area  now  amount  to 
something  over  $75,000,000.  Nearly  half  of  this 
comes  in  payroll  costs,  including  the  fringe  benefits, 
with  the  largest  single  cost  for  life  and  health  insur- 

Dr.  Hughes  is  Medical  Director,  Kaiser  Aluminum  and 
Chemical  Corporation,  Oakland,  California. 

Dr.  Marshall  is  Chairman,  Allegheny  County  Medical 
Society  Committee  on  Prepayment  Health  Care  Costs, 
Pittsburgh,  Pennsylvania. 

Comments  and  conclusion  are  by  Dr.  Sonneland,  Pro- 
gram Chairman,  Spokane  County  Medical  Society. 


ance.  In  1963  and  1964,  the  expenditures  for  hos- 
pital, medical,  surgical,  and  accident  and  sickness 
disability  pay  here  were  over  a million  dollars.  We 
have  found  during  this  period  that  in  insuring  med- 
ical care  and  sickness  indemnity  payments,  costs 
are  significantly  higher  in  Spokane  than  in  other 
similar  company  locations  where  the  insurance  cov- 
erage is  the  same. 

For  example,  the  monthly  premiums  we  pay  here 
for  hospital,  medical  and  surgical  insurance  amount 
to  $25.90  per  employee  per  month.  We  have  just 
recently  reopened  the  Tacoma  plant  where  we  have 
exactly  the  same  hospital,  medical,  and  surgical 
coverage.  The  premium  cost  there  is  $20.50  per 
employee  per  month.  For  our  people  who  are  cov- 
ered in  Northern  California  by  the  Kaiser  Founda- 
tion Health  Plan,  the  composite  cost  is  $19.10. 
However,  the  latter  plan’s  coverage  is  somewhat 
different  in  the  nature  and  provisions  of  care. 

These  are  the  kinds  of  comparative  costs  that  the 
accountants  look  at  when  they  decide  which  plant 
areas  will  be  shut  down  and  which  will  continue  in 
operation.  The  company,  as  well  as  the  great  majority 
of  our  employees  here,  are  all  proud  of  the  good  qual- 
ity of  medical  care  supported  by  this  large  invest- 
ment in  the  Spokane  community,  but  with  medical 
costs  mounting,  we  do  want  to  join  with  the  physi- 
cians and  hospitals  of  Spokane  in  a continuing  to 
search  for  ways  in  which  the  health  care  dollar 
might  return  the  greatest  benefits. 

Further  rises  in  this  medical  care  premium  can 
only  be  expected  to  increase  the  relative  disadvan- 
tages that  exist  here  with  our  Spokane  plants  oper- 
ating in  a highly  competitive  economy. 

continued  on  page  62 
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Continued  from  page  11 

Where  Does  the  Money  Go? 

EDITOR,  NORTHWEST  MEDICINE: 

It  occurs  to  me  that  as  members  of  the  Social 
Security  program,  whether  we  approved  it  or  not, 
(and  I did  not),  it  behooves  us  to  take  a good  look 
at  the  program. 

Perhaps  the  Medical  Association  could  ask 
for  an  accounting  of  the  past  uses  of  the  fund 
monies  and  try  to  promote  regulations  to  insure 
proper  use  in  the  future. 

Sincerely, 

L.  F.  OSBORNE,  M.D. 

Vashon,  Washington 


Norman  Welch  Essay  Contest 

EDITOR,  NORTHWEST  MEDICINE: 

The  American  Medical  Association,  through  its 
Judicial  Council,  will  sponsor  a Medical  Ethics  Essay 
Contest,  open  during  this  academic  year  to  junior 
and  senior  students  in  accredited  medical  schools 
in  the  United  States. 

The  contest,  to  be  known  as  the  Norman  A. 
Welch,  M.D.  Essay  Contest,  is  another  step  in  the 
Judicial  Council’s  Expanded  Program  on  Medical 
Ethics. 

Cash  prizes  totaling  $1,000,  made  possible  by  a 
special  appropriation  by  the  AMA’s  Board  of 
Trustees,  will  be  awarded  to  the  winning  essays. 
First  prize  will  be  $500,  second  prize  $300,  and 
third  prize  $200. 

The  contest  has  been  named  to  honor  the  mem- 
ory of  the  late  Norman  A.  Welch,  M.D.,  a leading 
figure  in  American  medicine  for  many  years,  who 
died  September  3,  1964,  while  serving  as  the  118th 
President  of  the  AMA. 

Complete  contest  rules,  as  well  as  suggested 
essay  topics,  are  available  upon  written  request  from 
the  Department  of  Medical  Ethics,  American  Medi- 
cal Association,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610.  They  also  may  be  obtained  at  the 
offices  of  the  medical  school  deans. 

June  1,  1966,  has  been  set  as  the  deadline  for 
entries  in  the  contest,  which  the  Judicial  Council 
hopes  will  be  continued  on  an  annual  basis.  Awards 
in  the  1965-66  contest  will  be  announced  at  the 
AMA  Clinical  Convention,  in  November,  1966. 

Judging  of  the  contest  will  be  by  a Medical 
Ethics  Essay  Contest  Committee,  composed  of  promi- 
nent physicians,  and  by  members  of  the  Judicial 
Council. 

JAMES  H.  BERGE,  M.D. 

Chairman,  Judicial  Council, 
AMA 


DEPROL 

meprobamate  400  mg.  -f 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 

CO-5726 


When 


insomnia 
is  a problem 

in  the  ° 


^ complex 
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TRY  DEPROE- 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

A LOGICAL  FIRST  CHOICE 

usually  restores 
normal  sleep  quickly 
by  helping 
to  lift  depression . . . 
calm  associated  anxiety, 
tension,  and  rumination 
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Comment 

Dr.  Hughes  understated  the  problem.  The  reader 
is  referred  to  Tables  1-4.  From  these  tables  it  would 
seem  that  in  comparison  to  other  areas,  an  apparent 
over-utilization  of  hospital  care  has  existed  in 


Table  1 

Hospital  Admissions 
Age  Specific  Annualized  Rate 
Per  1,000,  Excluding  Obstetrical 


Kaiser  Insured 

Foundation  Members 

Spokane  Area 

Northern  California 

Both  Sexes 

Both  Sexes 

Age 

May  1,1 963  to 

July  1,  1962  to 

Group 

April  30,  1 964 

June  30,  1 963 

0-4 

252 

65 

5-14 

97 

34 

15-19 

79 

31 

20-44 

179 

56 

45-54 

216 

86 

55-59 

275 

106 

60-64 

295 

125 

65  and  over 

533 

184 

All  Ages 

163 

66 

Table  2 
Hospital  Days 
Age  Specific  Annualized 

Rate 

Per  1,000,  Excluding  Obstetrical 

Kaiser  Insured 

Foundation  Members 

Spokane  Area 

Northern  California 

Both  Sexes 

Both  Sexes 

Age 

May  1,  1 963  to 

July  1,  1962  to 

Group 

April  30,  1964 

June  30,  1963 

0-4 

748 

257 

5-14 

243 

133 

15-19 

336 

175 

20-44 

919 

355 

45-54 

1,250 

779 

55-59 

1,845 

1,177 

60-64 

1,973 

1,423 

65  and  over 

2,961 

2,353 

All  Ages 

758 

521 

Table  3 

Hospital  Admission 
Age  Specific  Annualized 

Rate 

Per  1,000,  Members 
Kaiser  Male 

Males  Working 

Age 

Employees 

Age 

Group 

Spokane 

Kaiser  Foundation 

20-44 

119 

41 

45-54 

195 

76 

55-59 

268 

113 

60-64 

342 

145 

65-69 

379 

181 

Table  4 

Cost  of  Illness  - 1 963 

Kaiser  Plant  Cents 

Per  Hour  Worked 

Ravenswood,  West  Virginia 

9.5 

Newark,  Ohio 

13.9 

Mead  (Spokane) 

17.5 

Trentvvood  (Spokane) 

17.9 

Spokane.  Such  over-utilization  is  probably  the  re- 
sponsibility of  a handful  of  our  medical  community. 

Many  physicians  in  Spokane  County  feel  that  the 
prevention  of  over-utilization  would  have  two  bene- 
ficial effects.  First,  premiums  might  be  stabilized  or 
reduced.  Second,  payments  to  physicians  could  be 
increased  by  adjusting  inequities. 

In  the  following  section.  Dr.  Marshall  uses  the 
simile  of  a sick  patient  in  discussing  health  care 
costs  in  this  area,  following  which  he  outlines  steps 
to  effect  a cure. 


The  Disease 


Dr.  Marshall 

The  problems  in  Spokane  County  parallel  those 
existing  in  Pittsburgh  ten  years  ago.  Health  care 
costs  were  rising,  and  the  medical  and  hospital 
groups  were  being  loudly  criticized  by  organized 
labor,  the  Pennsylvania  State  Insurance  Commis- 
sioner, and  the  public  in  general. 

Physicians  of  Pittsburgh  were  faced  with  the 
choice:  either  they  would  voluntarily  find  a solu- 
tion to  spiraling  health  care  costs,  or  the  Insurance 
Commissioner  would  do  so  for  them  on  his  own 
terms.  Faced  with  this  choice,  in  1958  the  physi- 
cians of  Western  Pennsylvania  acted  through  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  Pennsylvania.  They  took  the  following 
actions: 

1. — Several  physicians,  acting  under  the  Medical 
Society  of  the  State  of  Pennsylvania,  were  desig- 
nated as  a committee  to  define  the  problem  and 
find  a cure. 

2. — Representatives  of  hospitals  and  the  legal  com- 
munity were  invited  to  appear  before  the  Com- 
mittee. 

3. — Funds  were  appropriated  to  cover  adequate 
administrative  assistance. 

4. — The  geographic  area  encompassed  by  the 
study  was  made  sufficiently  large  so  that  less 
densely  populated  areas  could  also  be  assisted  in 
resolving  their  problems. 

5. — The  Medical  Society  recognized  that  there 
would  be  some  physicians  who  would  object  to  the 
approach  outlined,  because  it  represented  change, 
and  because  it  would  represent  an  unpleasant  ex- 
perience, once  surveillance  began. 

Differential  Diagnosis 

To  control  hospital  costs,  it  is  first  necessary  to 
see  clearly  the  factors  that  influence  these  costs. 
The  factors  that  we  in  Western  Pennsylvania  un- 
covered were  as  follows: 

continued  on  page  67 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


m »a.  63?8 

fast#- 


EUTONYL 


v:  PARGYLINE 

- v‘  f 


METHYCIO 

THIAZIDE 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM—  TRADEMARK 


63 

Northwest  Medicine,  January  1966 


New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
lension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. 1-2:{  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag.  S..  Schvartz,  N.,  Fletcher.  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec..  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant.  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

other  antihypertensive  therapy, 


65 

Northwest  Medicine,  January  1966 


Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  Va  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

81 2214 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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continued  from  page  62 

1. — Technical  developments  continue  to  unfold 
with  resultant  increase  in  costs. 

2. — The  number  of  hospital  employees  appears 
to  rise  year  by  year.  In  Western  Pennsylvania  we 
now  have  more  than  two  hospital  employees  per 
patient.0 

3. — While  average  wage  costs  for  hospital  em- 
ployees have  risen  year  by  year,  they  are  still  below 
those  of  industry  generally;  therefore,  there  is  con- 
tinuing pressure,  tending  to  increase  hospital  em- 
ployee costs. 

4. — In  America  and  in  Western  Pennsylvania  par- 
ticularly, there  is  a public  impatience  with  old 
facilities,  and  a demand  for  new  facilities.  At  this 
time  hospital  construction  costs  approximate  $35,000 
per  bed. 

5. — With  the  public  demand  for  new  facilities, 
there  is  a continued  public  demand  for  added 
comfort  and  convenience  in  hospital  care. 

As  a corollary  to  the  factors  increasing  costs, 
there  are  other  factors  which  increase  public  utiliza- 
tion of  a hospital.  They  are  as  follows: 

1. — The  average  age  of  the  population  is  increasing 
due  to  improved  scientific  medicine. 

2. — The  public  is  generally  more  prosperous  and 
better  educated,  both  factors  leading  toward  greater 
hospital  utilization. 

3. — Health  and  accident  insurance  programs  make 
it  easier  for  people  to  accept  hospiltalization  that 
might  otherwise  be  postponed. 

4. — Most  health  insurance  programs  exclude  out- 
patient diagnostic  benefits.  As  a result,  patients  fre- 
quently inveigle  the  physicians  into  using  hos- 
pitalization for  diagnostic  purposes.00 

5. — As  the  ratio  of  hospital  beds  to  population  im- 
proves, there  is  operative  a natural  law  which  tends 
to  fill  them. 

6. — Each  physician  must  care  for  more  patients 
than  he  did  a decade  or  two  earlier.  To  make  his 
work-day  more  efficient,  the  physican  tends  to 
hospitalize  more  frequently. 

7. — Hospitalization  many  increase  directly  with 
decrease  in  availability  of  adequate  nursing  home 
facilities,  or  with  diminished  desire  of  families  to 
care  for  their  sick  in  the  home. 

8. — If  the  physician  or  hospital  becomes  ineffi- 
cient, prolonged  hospitalization  will  increase;  short- 
er hospitalization  periods  will  result  when  hospital 
and  physician  are  efficient. 

•In  Spokane,  there  are  2.7  equivalent  full-time  hospital 
employees  per  patient,  based  on  average  occupancy,  and 
exclusive  of  those  carried  as  interns,  residents,  student 
nurses,  or  technicians  in  training. 

••While  contracts  of  the  Spokane  County  Medical  Service 
Corporation  exclude  hospitalization  for  diagnostic  pur- 
poses, rarely  if  ever  is  the  policyholder  denied  benefits 
despite  evidence  that  hospitalization  has  clearly  been 
used  for  diagnostic  purposes. 


9.— The  yardstick  applied  to  the  hospital  is  too 
frequently  the  profit  and  loss  statement.  The  yard- 
stick of  success  should  be  whether  or  not  the  hos- 
pital is  efficiently  utilized. 

Therapy 

There  are  three  mechanisms  by  which  health 
care  costs  can  be  controlled. 

First,  area-wide  planning  must  be  employed,  to 
avoid  unnecessary  construction  of  hospital  beds.  In 
the  Pittsburgh  area,  this  is  the  function  of  a volun- 
tary planning  association,  in  which  physicians  are 
important  participants. 

Second,  we  have  found  that  hospital  efficiency 
can  be  markedly  improved.  This  has  been  a func- 
tion both  of  the  physicians  and  of  the  local  hospital 
council.  The  hospitals  in  Allegheny  County  have 
united  for  joint  purchasing,  job  evaluation,  devel- 
opment of  generic-name  formularies,  and  improve- 
ment of  business  office  efficiency.  The  use  of 
generic-name  drugs  can  effect  a savings  up  to 
several  thousand  per  cent,  when  compared  to  the 
use  of  trade-name  drugs.  This  is  not  to  enter  into 
the  argument  concerning  the  propriety  of  by-pass- 
ing the  relatively  high  cost  of  trade-name  promo- 
tion and  distribution,  but  simply  a statement  of  fact 
that  generic-name  drugs  can  be  purchased  with 
safety  and  with  substantial  savings. 

The  seven-day  week  is  being  seriously  studied  in 
Allegheny  County.  If  effected,  it  will  eliminate  the 
high  cost  of  do-nothing,  week-end  hospitalization. 

Furthermore,  hospitals  are  urged  not  to  include 
in  their  hospitalization  charges  to  sick  people  or 
insurance  programs  certain  costs  which  should  be 
borne  by  the  community  at  large.  This  would  in- 
clude particularly  deficits  arising  from  the  education 
of  nurses  or  interns,  or  losses  sustained  by  operating 
nursing  homes. 

Thirdly,  and  probably  most  important,  physician 
efficiency  has  been  closely  examined.  It  is  unfor- 
tunate but  true  that  a handful  of  physicians  have 
in  the  past  so  over-used  the  hospital,  that  the 
entire  profession  has  accepted  the  blame  for  exor- 
bitant hospital  costs.  Such  over-utilization  has 
essentially  been  in  the  area  of  hospitalization  for 
diagnostic  purposes,  or  prolonged  hospitalization  for 
medical  illnesses  that  could  reasonably  and  safely 
be  treated  at  home.  Our  basic  philosophy  has  been 
that  such  over-utilization  is  basically  a physician 
responsibility.  We  feel  that  control  of  the  problem 
should  be  based  upon  a local,  voluntary,  and  demo- 
cratic program  controlled  by  the  physicians  them- 
selves. 

The  Medical  Audit 

Prepaid  health  care  insurers  in  Allegheny  County' 
are  permitted  to  inspect  the  charts  of  patients  for 
whom  coverage  is  expected.  Charts  are  pulled  for 
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review  when  admission  appears  unnecessary,  or 
when  over-use  seems  likely.  These  apparent  instances 
of  over-use  are  then  referred  to  the  hospital’s  medi- 
cal utilization  committee,  the  physicians  themselves 
ruling  on  whether  or  not  the  misuse  of  insurance 
existed.  Actions  taken  by  the  hospital  utilization 
committee  include  either  or  both  of  the  following: 
payment  of  the  patient’s  bill  by  the  insurance  car- 
rier may  be  denied,  and  the  physician  may  be  sent 
a letter  stating  that  in  the  opinion  of  fellow- 
physicians,  he  has  over-utilized  hospital  facilities. 

Measurements  of  our  Success 

The  physicians  of  Allegheny  County,  particularly 
those  who  have  become  involved  in  the  audit  activ- 
ity, have  noted  an  improved  quality  and  efficiency 
in  patient  care.  The  program  has  received  the  con- 
tinuing endorsement  and  support  of  the  Medical 
Society  of  the  State  of  Pennsylvania,  Blue  Cross, 
Blue  Shield,  the  State  Health  Commissioner,  and 
major  insurance  companies.  The  latter  have  indi- 
cated their  approval  by  substantial  contributions  to 
finance  the  hospital  utilization  project. 

Measured  in  dollars  and  cents,  a major  industrial 
concern  has  found  that  its  health  care  costs  in  West- 
ern Pennsylvania  have  increased  but  one  per  cent 
over  the  past  several  years.  In  contrast,  this  com- 


pany’s health  care  costs  about  the  nation  have 
increased  an  average  of  5.2  per  cent.  In  essence, 
the  annual  utilization  per  1,000  people  covered  by 
health  insurance  has  decreased  by  75  days  per  year. 

In  summary,  we  physicians  of  Western  Penn- 
sylvania were  in  1958  faced  with  problems  which 
could  have  resulted  in  government  supervision  of 
our  hospital  practices.  By  administering  a small 
dose  of  self-discipline  within  the  medical  fraternity, 
we  have  continued  to  control  our  own  affairs  within 
the  hospitals  of  our  area. 

Conclusions 

The  physicians  of  Spokane  County  still  have  the 
option  of  self-determination.  We  can  ignore  the 
fact  that  health  insurance  costs  in  Spokane  County 
are  substantially  higher  than  in  some  areas  of  the 
State  and  nation.  To  do  so,  invites  third-party  medi- 
cine by  the  Kaiser  Foundation,  or  other  business 
organization. 

The  alternative  is  to  face  the  realities  of  high 
hospital  cost,  collectively  find  mays  of  reducing  hos- 
pital utilization,  and  thus  lower  the  cost  of  pre- 
paid hospital  insurance  through  the  Medical  Service 
Bureau.  Time  is  running  out!  ■ 

331  Medical  Center  Bldg.  (99204) 
(Dr.  Sonneland) 


Wendell  H.  Hutchens,  M.D.,  Medical  Director— Henry  Coe,  Administrator 

10008  S.  E.  Stark  Street  Portland  16.  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 
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General  News 


Wyeth  Fellowship  Awards 

Pediatric  residencies  for  three  Northwest  physi- 
cians have  been  supported  by  grants  from  Wyeth 
Laboratories  of  Philadelphia.  They  are  Donald  B. 

Roberts  and  Alan  D.  Thai, 
who  are  studying  at  the 
University  Hospital,  Se- 
attle, and  Michael  J.  Noo- 
nan who  is  at  the  Univer- 
sity Hospital  in  Portland. 
Dr.  Roberts  has  been  in 
residency  since  July,  1964, 
and  the  other  two  physi- 
cians started  in  July,  1965. 

Fifteen  were  awarded 
1965  fellowships,  carrying 
a grant  of  $4,800  for  the 
two  year  period,  by  Wy- 
eth from  a list  of  candi- 
December  1,  1964.  This  is 
the  eighth  year  of  the  program  under  which  150 
such  awards  have  been  made.  Candidates  are  select- 
ed on  the  basis  of  academic  achievement,  consci- 
entious performance  of  duties,  character,  and  need 
for  financial  support  in  order  to  continue  training. 


DONALD  B.  ROBERTS,  M.D.  ALAN  D.  THAL,  M.D. 


Geographic  distribution  is  given  some  considera- 
tion. Candidates  must  have  completed  at  least  one 
year  of  internship. 

Other  Northwest  recipients  have  benefited  from 
Wyeth  fellowships.  They  are  Robert  O.  Hickman, 
1958;  Robert  A.  Campbell,  Neil  P.  Duncanson,  and 
Lee  G.  Miller,  1959;  Melvin  M.  Robins,  and  Glenn 
C.  Rosenquist,  1960;  Roger  W.  Boe,  Edgar  S. 
Brichta,  Russell  J.  Erickson,  and  Albert  Reichert, 
1962;  and  Rex  E.  Behrman,  1963. 

Most  of  those  completing  training  under  the 
Wyeth  grants  enter  private  practice  but  about  one- 
third  stay  in  academic  medicine.  Recipients  are  free 
to  choose  the  place  of  residency  from  the  list  of 
institutions  approved  by  the  American  Board  of 
Pediatrics  and  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association. 

DMSO  Conference  Planned  by  New  York  Academy 

The  New  York  Academy  of  Sciences  has  sched- 
uled a conference  on  The  Biological  Actions  of 
Dimethyl  Sulfoxide,  for  March  14-16,  1966,  at  the 
Waldorf-Astoria  Hotel  and  the  Academy  Building,  in 
New  York  City. 

Conferences  sponsored  by  the  New  York  Academy 
are  on  selected  subjects  of  significant  scientific  im- 
portance and  interest.  Participants  are  well  qualified 
individuals,  drawn  from  all  parts  of  the  world  for 
their  special  knowledge,  and  proceedings  are  pub- 
lished in  full.  Discussions  in  these  conferences 
are  not  primarily  practical  but  are  exhaustive.  Selec- 
tion of  DM  SO  as  a topic  for  conference  action,  indi- 
cates that  interest  is  world-wide,  that  the  drug  is 
worthy  of  discussion  by  experts  and  that  there  are 
many  well  informed  individuals  who  should  be 
brought  together  to  make  their  contributions  and  to 
stimulate  each  other  into  further  effort. 

Information  may  be  obtained  from  Eunice  Thomas 
Miner,  Executive  Director,  New  York  Academy  of 
Sciences,  2 East  63rd  Street,  New  York,  N.Y.  10021. 


MICHAEL  J.  NOONAN,  M.D. 

didates  nominated  before 


DANGER-BATHTUB  AHEAD 

Ill-advised  statements  and  actions  since  the  thalidomide  phenomenon,  aided 
by  the  unbalanced  perspective  given  these  statements  in  the  lay  press,  have  con- 
tributed to  the  public’s  apprehension  — approaching  hysteria  — concerning  the  side 
effects  of  drugs.  To  the  extent  that  this  concern  admonishes  greater  caution  and  alert- 
ness in  the  use  of  drugs,  some  good  may  be  salvaged  from  the  thalidomide  tragedy. 
But  to  the  extent  that  it  deprives  patients  of  useful  new  drugs  or  frightens  a physician 
into  withholding  needed  therapy  from  his  patients,  it  is  regrettable.  We  must  not  forget 
that  there  is  no  progress  without  risk,  whether  it  be  in  the  field  of  electricity,  the 
motor  car,  the  airplane,  atomic  energy,  space  exploration,  or  drugs.  Even  a bathtub 
can  be  perilous,  as  astronaut  John  Glenn  discovered. 

Theodore  G.  Klumpp,  M.D.,  in  Mossachusett*  Physician,  (28:207-208), 

June-July  1965. 


69 

Northwest  Medicine,  January  1966 


new  Benuron 

bendroflumethiazide 


Now  most  patients  need  neither  a rigid  salt- 
restricted  diet  nor  a potassium  supplement 


New  Benuron  produces  sodium  diuresis  equal  to  that 
of  chlorothiazide  but  without  a clinically  significant  loss 
of  potassium  in  most  patients. 

In  fact,  in  a recent  study,1  the  sodium:  potassium  excretion 
ratio  of  bendroflumethiazide  was  unexcelled — for 
equivalent  sodium  diuresis,  it  removed  less  than  one-fourth 
the  amount  of  potassium  (in  excess  of  normal)  removed 
by  chlorthalidone  and  less  than  one-third  that  removed  by 
polythiazide — two  other  potent  diuretics. 

In  practical  terms,  this  means  that  while  diuresis  is  being 

effected  most  of  your  patients  will  not 

require  rigid  salt-free  diets  or  potassium  supplements. 

In  edema  and  hypertension 

Published  reports2  on  bendroflumethiazide  reveal:  In  edema 
associated  with  various  conditions  (570  patients — 

18  studies)  effective  diuresis — manifested  by  weight  losses — 
was  induced  in  90%. 

For  hypertensive  patients  (446  patients — 13  studies)  the  drug 
achieved  a clinically  significant  blood  pressure  drop  in  88%. 

Uncomplicated  management  for  physician  and  patient 

Benuron  is  well  tolerated.  It  avoids  both  the  complications 
of  clinically  significant  potassium  depletion  and 
the  G.I.  side  effects  of  potassium-supplemented  thiazides. 
Diuresis  with  Benuron  is  neither  abrupt  nor  prolonged. 

Action  begins  primarily  within  12  hours  and  is  com- 
plete within  24  hours.  Rx  Benuron:  1 or  2 tablets  once  a day. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete  de- 
tails consult  Official  Package  Circular.  Effectiveness : 
Benuron  is  a potent  diuretic  agent  that  also  demonstrates 
significant  antihypertensive  activity.  Most  patients  will 
not  demonstrate  clinically  significant  potassium  deple- 
tion nor  require  rigid  control  of  salt  intake.  Contrain- 
dications: Patients  with  anuria  or  oliguria  should  not  be 
given  this  medication.  Warnings:  Small-bowel  lesions 
(obstruction,  hemorrhage,  perforation)  have  occurred 
during  therapy  with  enteric-coated  formulations  con- 
taining potassium,  with  or  without  thiazides.  Such  po- 
tassium formulations  should  be  used  with  Benuron  only 
when  indicated  and  should  be  discontinued  immediately 
if  abdominal  pain,  distention,  nausea,  vomiting  or  gas- 
trointestinal bleeding  occurs.  Precautions:  As  with  any 
thiazide  diuretic,  patients  receiving  therapy  with  digi- 
talis or  with  adrenal  corticosteroids  and  patients  who 
have  diabetes  mellitus,  gouty  diathesis  or  hepatic  cir- 
rhosis should  receive  special  attention  when  under  the- 
rapy with  this  drug.  Electrolyte  imbalance  (especially 
hypokalemia)  may  occur  particularly  in  the  presence  of 
hepatic  cirrhosis,  corticosteroid  therapy,  vomiting  and 
diarrhea.  Digitalis  toxicity  can  be  precipitated  by  potas- 
sium depletion.  Azotemia  may  occur  particularly  when 
impaired  renal  function  exists.  Thiazide-induced  eleva- 
tion of  serum  ammonia  levels  may  produce  hepatic 
coma  in  hepatic  cirrhosis.  Hyperuricemia  may  also  oc- 
cur. Hyperglycemia  and  glycosuria  have  been  noted  and 
diabetic  or  suspected  pre-diabetic  patients  should  be 
monitored  closely.  Benuron  enhances  the  hypotensive 
effects  of  other  antihypertensive  drugs  and  dosage  re- 
duction of  the  latter  may  be  required.  Thiazide  therapy 
enhances  the  hypotensive  effects  of  surgical  sympa- 
thectomy and  the  action  of  curare  derivatives.  Therapy 
should  be  discontinued  one  week  prior  to  elective  sur- 
gery. Safety  in  pregnancy  is  not  established.  Side  Ef- 
ects:  Thiazide  therapy  has  been  associated  with:  skin 
rash,  weakness,  fatigue,  dizziness,  paresthesias,  mus- 
cle cramps,  epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Leukopenia  and  purpura  with  or  without 
thrombocytopenia  may  occur.  Granulocytopenia,  aplas- 
tic anemia,  jaundice,  allergic  glomerulonephritis,  and 
acute  pancreatitis  have  also  been  ascribed  to  thiazide 
therapy.  Usual  Dose:  One  or  two  tablets  daily. 
References:  1.  Swartz,  C.,  et  al.:  Circulation  28:1042 
(Dec.)  1963.  2.  Published  reports  on  file  at  Bristol 
Laboratories. 


Priced  for  patient  savings 

Benuron  is  priced  so  that  you  may  maintain  your  patients 

economically.  Many  other  thiazide 

diuretics  cost  as  much  as  20%  more  than  Benuron. 


Available:  Benuron  5 mg.  scored  tablets. 
Bottles  of  60. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 


at  Merck  Sharp  & Dohme... 


understanding 


• • • 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  mightcomeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  aod  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

€$MERCK  SHARP&  DOHME  HH>  ■ • P 3 

where  today's  theory  is  tomorrow’s  therapy 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED— Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine.  500  Wall  St.,  Seattle.  Wash.  98121. 


PEDIATRICIAN  & INTERNIST-Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141 -bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


PHYSICIAN  FOR  GENERAL  PRACTICE-With  a small  group 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped 
26-bed  general  hospital,  licensed  and  accredited.  Com- 
munity located  20  miles  north  of  Spokane.  Generous  bene- 
fits. Wonderful  year  round  recreational  area.  Write  S. 
Hiemstra,  M.D.,  Tri-County  Hospital  Association,  Box  547, 
Deer  Park,  Wash.  99006. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital.  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


GENERAL  PRACTITIONER  WANTED— Prefer  man  with  some 
surgical  training  and  capability  to  associate  with  general 
practitioner  in  a busy  established  practice  (16  years)  in 
Kitsap  County,  Wash.  Excellent  opportunity  for  another 
physician.  Salary  first  year,  then  increasing  percentage 
to  full  partnership.  Will  use  new  150-bed  Bremerton  Hos- 
pital. Office  well  equipped,  2,400  sq.  ft.,  four  examining 
rooms,  minor  surgery,  x-ray,  EKG,  lab,  ultra  sound,  dia- 
pulse  etc.  Population  in  the  immediate  surroundings 
25,000.  Write  Box  24,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


EXCELLENT  OPPORTUNITY— F°r  private  practice  in  associa- 
tion with  37-year-old  GP.  Suburban  Tacoma.  Unsurpassed 
facilities.  D.  W.  Houtz,  M.D.,  5702  N.  26th  St..  Tacoma, 
Wash.  98407. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH— Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wash.  98121. 


GENERAL  PRACTITIONER  WANTED— Under  40,  military  ex- 
empt, to  join  3-man  clinic  in  Central  Washington  resort 
town  with  hospital.  Complete  facilities.  Start  on  salary, 
percentage  or  you  name  it.  Write  Box  25-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION- 
Write  or  call  Wm.  F.  Meade,  M.D.,  8118  Greenlake  Dr.  No., 
Seattle,  Wash.  98103,  LA  2-2314. 


INTERNIST-CARDIOLOGIST— To  assume  heavy  practice  of 
deceased  physician.  Office  completely  refurbished.  Modest 
terms  can  include  delayed  payments.  Contact  Mrs.  Wolff. 
1432  Medical  Dental  Bldg..  Seattle,  Wash.  98101  MA  3-2258. 


LOCATIONS  DESIRED 


SITUATION  WANTED— Washington  general  practitioner,  age 
50,  married,  children  grown,  tired  of  small  town,  desires 
salaried  position  in  urban  setting.  Industrial  plant,  college 
student  health  or  assistant  medical  director.  Available 
Spring  1966.  Write  Box  26-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— °ur  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4330,  Seattle. 


NARROWSVIEW  PROFESSIONAL  BLDG.-TACOMA— University 
Place  district,  1,000  sq.  ft.  plus  waiting  room.  Air-condi- 
tioned. Utilities  furnished.  Will  finish  to  your  specifica- 
tions or  you  finish.  Write  Norman  R.  Hagen,  D.M.D.,  4304 
Bridgeport  Way,  Tacoma,  Wash.  98499. 


PHYSICIANS  CLINIC  BUILDING— Five  blocks  from  West  Se- 
attle Hospital.  1,400  sq.  ft.  Equipment  included  if  desired. 
Seattle,  WE  7-7050  or  VE  9-3467. 


GENERAL  PRACTITIONER'S  FULLY  EQUIPPED  OFFICE-And 

3-bedroom  home  adjoining  for  sale  in  Battle  Mountain,  Ne- 
vada. Community  of  2,500  with  new  and  growing  long 
term  industry.  Former  physician  deceased,  and  nearest 
M.D.  is  in  Winnemucca  (50  miles  away).  An  ideal  GP  op- 
portunity. Contact  Mrs.  Charles  C.  Hyde,  Box  356,  Battle 
Mountain,  Nevada,  89820,  phone  635-2525. 


EQUIPMENT 


X-RAY  FOR  SALE— G.E.  500  ma  and  85  KV  Tilt  table,  spot 
film  fluoroscope,  and  other  miscellaneous  office  equip- 
ment. Write  F.  Granat,  M.D.,  653  W.  Nickerson,  Seattle,  for 
inspection.  Owner  retired. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — Chicago.  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical — Las  Vegas,  Nov.  27-30, 
1966.  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9.  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec..  James  Nauman.  Tucson,  Ariz. 
North  Pacific  Pediatric  Society — Spring 
Meeting  March  4-6,  1966,  Hilton 

Hotel,  Portland,  Oregon. 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 
North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  1,  1966. 
Pres.,  Glenn  T.  Strand,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Northwestern  Medical  Association — 
Sun  Valley,  Feb.  15-18,  1966 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor.  Seattle 
Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 
West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins.  Portland 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  R.  L.  Erickson,  Salem. 

Sec.,  S.  C.  Stenerodden,  Salem. 
Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Joseph  H.  Treleaven,  Salem 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel.  Portland 
Sec.,  J.  W.  Fergus,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs.  Eugene 
Sec.,  P.  E.  Schaff.  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel.  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec..  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec..  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr..  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul.,  Aug. 

Pres.,  Arlen  Quan.  Portland 
Sec.,  Wayne  M.  Pidgeon.  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak.  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Roerig,  J.  B.  and  Company 

Tao  23 

Searle,  G.  D.  and  Company 

Flagyl  26 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  25 

Sherman  Laboratories 

Protamide  55 

Smith  Kline  & French  Laboratories 

S telazine  15 

Syntex  Laboratories,  Inc. 

Synalar  16 

U.5.  Vitamin  & Pharmaceutical  Corp. 

C.  V.  F.  and  Duo-C.  V.  P.  14 

Trick  & Murray 

Office  Supplies  57 

Wallace  Laboratories 

Milt  Otvn  21 

Deprol  60-61 

Winthrop  Laboratories 

Pediacof  58 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 

Pres.,  Paul  O'Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — January  28,  29,  1966, 
Olympic  Hotel 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  5,  1966. 

Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson.  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  12-14,  1966,  Ridpath  Mo- 
tor Inn.  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 
WTash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel.  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


74 

Northwest  Medicine , January  1966 


The  discomforts  of 

DIARRHEA 

MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  « thiphenamil  hci 

BETA-DIETHYL  A MINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hyper  motility 
. . . non-mydriatic  - may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCI)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 


Human 
tetanus 
antitoxin 
that  provides 
protection 
with  far 
greater 
safety 
and  far 
fewer  units 


The  tetanus  antitoxin 
without  horse  serum 
and  its  reactions 


Library, 

College  of  Phy .of  Phila.! 
19  South  22nd  Street, 
Philadelphia  3, Pa. 

Hyper-Tet  is  a gamma  gloDuiin  iraction  or  venous 
blood  from  hyperimmunized  humans  and  contains  no 
heterologous  protein.  Far  fewer  units  of  Hyper-Tet 
are  required  for  prophylaxis  than  with  equine 
or  bovine  antitoxin.  Recent  studies1'3  show  these  lower 
dosages  of  tetanus  immune  globulin  (human) 
established  protective  levels  well  above  the 
recommended  immunity  level4  for  up  to  5 weeks. 

Hyper-Tet  can  cause  none  of  the  reactions  usually 
connected  with  heterologous  antitoxins.  It  can  be 
injected  immediately.  Skin  or  conjunctival  sensitivity 
tests  should  NOT  be  given. 


Hyper-Tet  [tetanus  immune  globulin— humani 

Hyper-Tet  is  available  in  250  unit  vials.  A 250  unit 
dose  is  now  regularly  used  in  routine  prophylactic  cases.  In 
cases  where  the  injury  is  severe  and  where  the  risk  of  potential 
tetanus  infection  is  higher,  a dose  in  excess  of  250  units  may 
be  indicated  and  antibiotic  prophylaxis  may  also  be  advisable.5 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylactoid  or 
serum  reactions  due  to  intramuscular  injection  of  gamma 
globulin  is  remote.  Very  rare  serious  reactions  have  Oeen 
reported,  however,  and  their  extreme  rarity  makes  it 
impossible  to  predict  their  occurrence.  Slight  soreness  at  and 
over  the  injection  site  may  be  noted.  Do  not  give 
intravenously.  There  are  no  known  contraindications. 

^ ^ . References : 1 . Rubbo,  S.  D.,  and  Suri,  J.  C. : Brit.  M.J.  2 :79  (July  14)  1 963. 

U TT  E R 2.  Rubinstein,  H.  M. : Am.  J.  Hyg.  76 :276,  1 962.  3.  McComb,  J.  A. : New  England 

J.  Med.  270 :1  75  (Jan.  23)  1 964.  4.  Effective  tetanus  protective  level  established 
Berkeley  10,  California  by  Sir  David  Bruce.  5.  Editorial : Tetanus  Immunization,  JAMA  767:883,  1 956. 


,ph:a 


OF  PH  I LAD  12 


102 


107 

112 

117 

119 


feb  2 3 *966  February  1966 


97 


127 

127 

127 

156 


Trigeminal  Neuralgia:  An  Historical,  Diagnostic,  and  Therapeutic 
Appraisal 

HOBART  H.  DUMKE,  M.D.,  Spokane,  Washington 
Ophthalmology  for  the  Non-Specialist 

ANDREW  DE  ROETTH,  M.D. /JONATHAN  A.  HOLLOWAY,  M.D., 


Spokane,  Washington 
Electrodiagnosis  in  Nerve  Root  Syndromes 

ROBERT  H.  JEBSEN,  M.D.,  Seattle,  Washington 
The  Doctors  Responsibility  in  Population  Control 
C.  LEE  BUXTON,  M.D.,  New  Haven,  Connecticut 
Cardiac  Monitoring  by  Miniaturized  Transmitter 
J.  C.  MICHEL,  MD.,  Seattle,  Washington 
Frostbite 

WILLIAM  J.  MILLS,  Jr.,  M.D.,  Anchorage,  Alaska 
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OREGON  • WASHINGTON  • IDAHO 


(CHLORAMPHENICOL] 


PARKE.  DAVIS  & COMPANY.  Detroit.  M,ch,gtn  46232 


Complete  information  for  usage  available  to  physicians  upon  requi 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexin 


H W.& D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor”  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Announcing 

EUTRQN 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


1t»  No.  6878 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM  — TRADEMARK 
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New  EUTRQN 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. 1,2,3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant.  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


82 

Northwest  Medicine,  February  1966 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROINI 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 

CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

612214 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedlyin  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1: 14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Propriety  Questioned 

EDITOR , NORTHWEST  MEDICINE: 

I am  having  difficulty  trying  to  determine  if 
the  letter  from  Dr.  L.  F.  Osborne,  which  was  pub- 
lished in  the  January-,  1966,  issue  of  northwest 
medicine  is  serious  or  not.  Surely  he  can’t  be 
serious  in  his  statement  that  poverty  is  “hereditary 
although  easily  acquired.”  Also  of  course  he  cannot 
be  serious  in  advocating  orchiectomy  for  those  suf- 
fering from  this  disease.  A little  thought  brings  to 
mind  a great  many  people  who  have  suffered  from 
this  problem,  and  the  list  could  start  with  Abraham 
Lincoln’s  father. 

Granting  that  Dr.  Osborne’s  letter  is  an  attempt 
to  be  humurous,  then  one  must  question  the  pro- 
priety and  good  taste  which  seem  to  be  lacking 
in  your  decision  to  publish  this  attempt  to  be  hu- 
murous. northwest  medicine  recently  embarked 
on  a campaign  to  “upgrade”  itself,  and  it  hardly 
seems  possible  that  the  publication  of  such  riducu- 
lous  letters  as  this  will  help  northwest  medicine 
become  a better  and  more  responsible  medical 
journal. 

Sincerely, 

ROBERT  MIGHELL,  M.D. 

511  S.W.  Tenth  Ave. 

Portland , Oregon  97205 

We  are  happy  to  have  Dr.  Mighell's  opinion  and 
must  assume  that  it  is  shared  by  others.  We  were 
also  happy  to  publish  Dr.  Osborne’s  letter.  The 
policy  statement  at  the  head  of  this  column  applies 
to  them  equally.  We  believe,  very  firmly,  that  a 
journal  cannot  be  “better  and  more  responsible” 
if  it  engages  in  supression  of  individual  opinion.  We 
have  no  respect  for  journals  that  do  so. 

We  usually  refuse  to  publish  letters  seemingly 
written  for  personal  reasons  or  to  carry  on  a per- 
sonal conflict  not  resolved  through  official  organi- 
zation. We  welcome  comment  on  almost  anything 
of  general  interest  to  physicians,  comment  on  any- 
thing published  in  this  journal,  and  comment  on 
comment.  Most  of  us  like  to  read  letters  whether 
tee  agree  with  the  writer  or  not.  Ed. 


For  Competent,  Impartial  Investigation 

EDITOR,  NORTHWEST  MEDICINE: 

Concerning  your  editorial  “Sadusk  Fails  to  An- 
swer Telegram  on  DMSO”  appearing  in  the  Janu- 
ary, 1966  edition,  I wish  to  make  the  following 
comments: 

I was  one  who  was  happy  to  see  the  drug 
removed  from  its  current  level  of  experimental  use. 
As  we  are  all  aware,  the  drug  w-as  thrust  upon  the 
medical  wmrld  and  the  public  simultaneously  with 
a burst  of  enthusiasm.  I am  fearful  that  the  en- 
thusiasm had  never  died  down  to  the  point  to  allow 
competent,  impartial  evaluation.  I can  offer  no  better 
evidence  than  the  letter  quoted  in  your  article  writ- 
ten to  the  drug  company,  apparently  from  an 
investigator.  If  this  investigator  is  impartial  as  far  as 
DMSO  is  concerned,  it  certainly  is  not  indicated 
in  the  letter  presented. 

When  the  majority  of  the  experimental  work  is 
being  done  on  patients,  with  DMSO  being  in  fact 
treatment  and  not  experimentation,  I would  think 
it  proper  that  this  particular  drug  be  withdrawn  from 
its  current  status.  Hopefully,  it  can  be  resubmitted  to 
the  investigators  at  some  future  time  when  the 
current  above  mentioned  enthusiasm  has  w-aned 
and  everybody  can  be  more  objective. 

I certainly  do  not  wish  the  above  to  condone 
the  absence  of  remarks  from  the  Medical  Director 
of  the  Food  and  Drug  Administration  in  answer 
to  your  query;  nor  is  the  above  based  on  any  in- 
formation other  than  w-hat  I have  gathered  through 
meetings,  reading  journals,  the  newspaper  and  so 
forth. 

Sincerely  yours, 

H.  ANDERSON,  M.D. 

1162  Willamette  Street 
Eugene,  Oregon  97401 

Withdrawal  of  Beneficial  Medicine 

EDITOR,  NORTHW'EST  MEDICINE: 

An  article  pertaining  to  DMSO,  in  the  Monday 
edition  of  the  Oregonian,  1/17/66,  was  of  much 
interest  to  my  husband,  and  myself.  He  has,  for 
many  years,  had  to  resort  to  powerful  doses  of  pain- 
killer drugs,  such  as  codeine,  demerol,  etc.,  for  what 
the  lay-term  calls  “lightning-pain.”  The  pain  is 
excrutiating  and  from  a few  minutes  to  several  hours 
duration;  striking  at  intervals  of  seconds  to  minutes 
apart.  Dr.  R.  A.  Bissett,  of  the  Tigard,  Oregon, 
clinic,  w'ho  has  had  my  husband  as  a patient  for 
many  years,  suggested  the  DMSO.  The  results  were 
miraculous  in  that  the  pain,  although  not  absent 
entirely,  wras  controlled  by  the  application  of  the 
DMSO  and  simple  aspirin,  A.P.C.,  or  Bufferin.  He 
used  about  10  oz,  over  a period  of  approximately 

continued  on  page  158 
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Hyoscyamme  Sulfate 
Atropine  Sulfate 
Hyoscme  Hydrobromide 


01037  mg. 
00194  mg 


Sodium  Benzoate  (Preservative)  0 <Sfn 
Alcohol  3.8  per  cen, 

FOR  RELIEF  OF  SIMPLE  DIARRHEA 

SIMM  WELL 


IROBINSZl 


^robins: 


this  part  for  this  part  for 
diarrhea  its  discomforts 


Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
sider the  belladonna  components 
of  Donnagel®  to  be  medicine's 
most  effective  depressants  of  in- 
testinal motility.1'2  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action.”3 


Donnagel0  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P.,  and  Ingel- 
flnger,  F.J. : Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  5:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gastro- 
ent„  3 7:438,  1959. 


AHDOBINS 

A.  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 


coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Robitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 

Intitussive-expectorant  action  of  the  three  Robitussin  formulations. 

U1  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
hat  greatly  enhances  the  output  of  lower  respiratory  tract  fluid, 
ncreased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
nucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
nucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
ion-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


JOW! 

HREE 

ROBITUSSIN 

FORMULATIONS 


EXPECTORANT 
DEMULCENT 
COUGH  SUPPRESSANT 
ANTIHISTAMINE 

LONG-ACTING 

6-8  hours) 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

FORMULAS 


ROBITUSSIN*1 

in  each  5 cc.  teaspoonful : 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN'5’  A-C 

(exempt  narcotic) 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN  s -DM 

new,  non-narcotic 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate 

100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


XJR  PHOTO: 

ingine  No.  89  of  the  Monadnock,  Steamtown 
it  Northern  Railway  pulls  a trainload  of 
team  enthusiasts  through  the  New  England 
ountryside  between  Bellows  Falls  and  Chester,  Vermont. 


/IH'POBINS 


OF  THE  ROBITUSSIN  FORMULAS 


When  1 

tetracycline 
is  indicated  in  J 

these  candidates 
for  Candida... 


New 

! ow-cost 
tetracycline/ 
antifungal 
therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
-nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  mondial  infections. 
Who  are  these  “candidates  for  Candida 
/.diabetic  patients 

2. nonpregnant  women  with  a history  of 
recent  or  recurrent  mondial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C . albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications : Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
mondial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IVarnings : Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HC1  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
pregnancy;  severe  depression.  Precautions:  When 
lactation  is  desired,  withhold  Norinyl  until  nursing 
needs  are  established.  Existing  uterine  fibroids  may 
increase  in  size.  In  metabolic  or  endocrine  disorders 


careful  clinical  preevaluation  is  indicated.  If  liver  or 
endocrine  function  tests  are  indicated,  withhold 
Norinyl  prior  to  tests.  Patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  observa- 
tion. Thus  far  no  deleterious  effect  on  pituitary, 
ovarian,  adrenal  or  uterine  function  has  been  noted; 
however,  long-range  possible  effect  on  these,  and 
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What  it  takes 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


Virtually  100%  effectiveness .. .Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  the  agent  is  used  as  directed. 


fewest  possible 
side  effects 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


no  confusion 
about  dosage 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 


monthly  calendar  enables 
patient  to  keep  a record  of 
dosage  by  day  and  corre- 
sponding tablet  number. 

-NOfilNYI 

1 i~| 

1 tJVe? 

An  informative  64-page 

| .**mm 

purse-size  book  for  full  pa- 

JL  . 

i4»  \ 3! 

tient  understanding  and 

JM  - 1 ft* 

cooperation.  Available  in 

quantities  on  your  request. 

a well-informed 
patient 


for  what  it  takes  to  see  her  through 


other  organs,  must  await  more  prolonged  observa- 
tion. Side  Effects:  Changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  headache,  dizziness,  nervousness  and  irri- 
tability. Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 


is  the  first  day  of  menstrual  bleeding.)  Availability: 
Dispensers  of  20  and  60  tablets;  bottles  of  100. 


norethindrone — an  original  steroid  from 


SYNTEX m 
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Which  Is  Pyloroplasty  with  Vagotomy?  Which  Is  Pro-Banthine? 

example  of  Pro  -Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthlne  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D  . 
and  Robert  Bennett,  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


Automobile  Trauma 


I f anyone  is  interested,  we  used  automobiles 
last  year  to  kill  another  50,000  or  so  individuals. 
We  used  automobiles  to  injure  at  least  1,700,000 
(the  most  conservative  estimate  available)  and 
we  squandered  $5,300,000,000  in  doing  so.  These 
figures  are  approximations,  based  on  1964  re- 
ports, offered  in  case  anyone  is  interested.  It 
may  be  assumed  that  few  are. 

Just  to  make  it  clear  that  this  is  more  import- 
ant than  our  attitudes  indicate,  let  us  assume  that 
Tinglefinger  Disease  is  a newly  described  con- 
dition. It  kills  many  outright,  causes  all  sorts  of 
disabilities,  and  leaves  many  victims  handi- 
capped by  permanent  deformity.  It  kills  about 
50,000  each  year,  causes  illness  in  1,700,000,  and 
costs  the  country  about  $5,300,000,000. 

We  can  readily  assume  that  all  hell  would 
break  loose.  We  woidd  undoubtedly  have  a con- 
gressional investigation  and  somebody  would 
be  sure  to  start  collecting  money  in  the  name  of 
the  American  Tinglefinger  Society.  Every  physi- 
cian in  the  land  woidd  be  interested  in  stamping 
out  Tinglefinger  Disease. 

Why  are  we  so  complacent? 

Automobile  accidents  are  not  necessary.  By 
every  possible  criterion  they  must  be  classified 
as  preventable.  If  definition  may  be  warped 
enough  to  include  trauma  by  automobile  as  a 
disease,  it  must  be  classified  as  a preventable 
disease.  If  it  is  preventable,  we  should  be  reduc- 
ing the  numbers  killed  and  injured  each  year. 
We  are  not. 

For  a number  of  years  the  whitewashes  were 
able  to  divert  attention  from  the  national  tragedy 
by  pointing  to  the  fatality  rate  per  hundred 
million  miles  traveled.  The  rates  did  go  down, 
slightly.  This  is  no  longer  true.  The  totals  have 
gone  up,  just  as  they  have  been  doing  for  a long 
time,  and  now  the  rate  of  killing  has  resumed 
a rising  trend. 

We  are  not  even  trying  to  discover  the  reasons. 
The  June/July,  1965,  issue  of  Trial,  a publication 
of  the  American  Trial  Lawyers  Association,  car- 
ried report  of  a speech  by  Mr.  Daniel  P.  Moyni- 
han,  Assistant  Secretary  of  Labor,  in  which  he 
said : 

—nothing  has  happened  in  traffic  safety. 
One  of  the  main  reasons  is  that  we  have  never 
learned  to  measure  the  problem.  Persons  deal- 
ing with  it  have,  in  all  this  period  of  time, 
fundamentally  dealt  with  fraudulent  measures, 


with  terms,  with  standards,  that  simply  did 
not  exist  then,  or  at  the  least,  turned  out  to 
be  non-existent. 

And  fraudulent  is  not  too  strong  a word. 

I went  before  the  Ribicoff  Committee, 

speaking  for  a Commission  of  the  U.S.  Con- 
gress and  as  an  official  of  the  Government. 

I sat  in  a room  filled  with  the  “Traffic  Safety 
Establishment”— all  the  agencies  and  all  the 
groups  were  there.  And  I said  that  everything 
they  do  is  useless. 

The  reaction  was  fascinating.  Because  there 
was  no  reaction.  There  isn’t  a single  area  in 
the  country  where  somebody  wouldn’t  have 
called  me  a Communist,  or  at  least  a damn 
fool. 

What  comparable  discipline  do  you  know 
where  a young  Government  official,  such  as 
I,  could  get  up  and  say  that  everything  you 
do  is  useless  and  someone  wouldn’t  defame 
his  character,  or,  at  least,  respond  to  his  argu- 
ment? There  was  no  response,  which  was  as 
if  to  say,  “Who  said  what  we  are  doing  is 
useful?” 

Mr.  Moynihan  followed  this  with  a discussion 
of  the  types  of  information  needed,  commenting 
repeatedly,  “no  one  knows.” 

We  are  paying  a high  price  for  our  ignorance. 
Even  more  disturbing  is  the  undeniable  fact  that 
everyone  who  rides  an  automobile  on  American 
highways,  or  on  American  streets,  has  a definite 
risk  of  being  injured  or  killed  in  an  accident 
not  of  his  own  making.  If  Mr.  Moynihan  is 
correct,  we  do  not  even  know  how  high  the 
risk  may  be.  But  just  by  looking  at  the  statistics 
we  do  have  we  may  conclude  that  it  is  getting 
higher. 

A preventable  disease  is  increasing  its  depre- 
dations. Yet  we  continue  to  use  the  same  old 
remedies  in  the  face  of  positive  proof  that  they 
do  not  work.  We  do  not  understand  the  nature 
of  the  disease  and,  until  we  do,  it  is  obvious 
that  we  cannot  know  how  to  design  the  treat- 
ment. 

If  it  were  Tinglefinger  Disease  we  would  have 
research  going  in  every  medical  laboratory  in 
the  country,  with  such  a wide  diversity  of  en- 
deavors that  the  truth,  or  truths,  would  be 
discovered,  some  place,  some  time.  With  under- 
standing of  the  disease  we  would  quickly  find 
a remedy,  apply  it  everywhere,  and  mark  one 
more  milestone  in  the  progress  of  medicine. 

What’s  the  matter  with  devoting  a little  atten- 
tion to  another  preventable  disease— automobile 
trauma? 

Is  anyone  interested?®  H.L.H. 
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16  - Section  3 


Lost  and  Found 


CHIHUAHUA  — Lost-fern.  Tan  and 
^h  te  Regard  r.  mg-Cai ■ * IR  8-0341 

Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 


DOG  fourfl— Black 
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D08ERWAN  lost  — 
Children  heart 

c 
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Peke.  kemale 
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* MORE  PLEASANT  W TO 

take  oral  penicillin. 

Check  V-CUUnK® 

for  the  facts. 

' on 

rtiilitron  flflCV'^9'  . nQ  ^8/0  

iSor ^ ^ 

DOG  'otl 

Ferntle.  'V1- 


A trafil 
maior  I 
manotal 
YSt  Wl  1 

dividu/l 

mints*/ 

* trat 


Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


Sky 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 

600050 
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Trigeminal  Neuralgia:  An  Historical \ Diagnostic , 
and  Therapeutic  Appraisal 

HOBART  H.  DUMKE,M.D.,  Spokane,  Washington 

Trigeminal  neuralgia  is  characterized  Inj  paroxysmal  attacks  of  severe 
pain  in  the  area  of  distribution  of  the  5th  cranial  nerve.  It  is  most  frequently 
seen  in  patients  in  the  fifth  to  seventh  decades  and  two  thirds  of  the  victims 
are  women.  It  must  be  distinguished  from  a wide  variety  of  conditions  causing 
pain  in  the  same  general  area  but  differential  diagnosis  is  not  usually  difficult. 
Injection  of  alcohol  permits  recovery  of  the  nerve  but  the  most  frequently  used 
method  of  treatment  is  by  section,  either  complete  or  subtotal,  of  the  pregang- 


lionic portion  of  the  trigeminal  nerve. 

Intractable  pain  is  the  significant  feature  of  tic 
douloureux.  It  is  paroxysmal  or  appears  in 
lightning-like  jabs.  These  instantaneous  epi- 
sodes of  unbearable,  jabbing  pain  disappear 
about  as  fast  as  they  appear.  Many  such  seizures 
of  pain  may  be  experienced  within  a moment’s 
time,  and  countless  such  episodes  may  character- 
ize a single  day.  However,  as  the  painful  par- 
oxysms appear  in  cluster  with  increasing  fre- 
quency, a dull,  constant  ache  may  at  times  persist 
between  attacks.  The  pain  naturally  must  be 
confined  to  the  distribution  of  the  trigeminal 
nerve.  In  1,433  cases  reported  by  Harris,  primary 
involvement  in  the  maxillary  or  mandibular 
divisions  occurred  in  95  per  cent.1  Paroxysmal 
attacks  of  pain  may  be  triggered.  This  may  be 
initiated  by  talking,  chewing,  drinking,  washing 
the  face,  brushing  the  teeth,  shaving,  applying 
face  makeup,  or  even  contact  with  a cool  breeze. 
Interval  between  attacks  usually  becomes  shorter 
and  shorter  and  the  pain  becomes  more  severe 
with  each  recurrent  cluster.  Physical  stress  or 
emotional  fatigue  seem  to  bear  no  significant 
relationship  to  the  disease.2  Patients  are  seldom 
affected  at  night.  The  affliction  is  least  aggra- 
vating in  the  summer  season  for  most  sufferers. 

Most  patients  afflicted  are  in  their  fifth  to 
seventh  decades.  Stookey,  in  a series  of  656 
operated  cases,  included  a patient  of  14  and 
another  of  94  but  these  are  extremely  rare  cases.2 
Females  are  affected  twice  as  frequently  as 
males.  The  right  side  is  involved  more  frequently 
than  the  left. 

Read  before  meeting  of  North  Pacific  Society  of  Neurology 
and  Psychiatry,  April  9,  1965,  Portland. 


pathogenesis  and  etiology 

This  condition  must  be  considered  a form  of 
peripheral  neuropathy.  The  lesion  is  presumed 
to  be  caused  by  an  inflammatory  reaction.  Never- 
theless, it  is  extremely  rare  to  obtain  histologic 
proof  of  an  inflammatory  reaction  in  this  nerve. 
Hanes  considered  an  allergenic  relationship.8-5 
A multiple  sclerosis  plaque  of  demylination  with- 
in the  trigeminal  nerve  is  a plausible  but  rare 
cause  of  tic.5  Aneurysmal  dilatation  of  the  in- 
ternal carotid  artery  and  subsequent  pressure 
on  the  gasserian  ganglion  is  a rare  cause.0  Para- 
sellar neoplasms,  including  primary  tumors  of 
the  trigeminal  nerve  likewise  are  rarely  causa- 
tive.7 Dandy  reported  frequent  finding  of  cere- 
bellopontine angle  tumors  and  advocated  the 
posterior  fossa  approach  to  surgical  sectioning 
of  the  trigeminal  nerve  as  routine.  Dandy’s  473 
trigeminal  neuralgia  cases  operated  upon  were 
reviewed  by  Revilla.8  Of  these,  Dandy  reported 
11  acoustic  neurinomas,  nine  epidermoid  cysts 
(cholesteatomas),  and  four  cerebellopontine 
angle  meningiomas. 

Fothergill,  as  early  as  1776,  observed  predom- 
inance of  the  disease  in  females  and  noted 
greater  incidence  in  those  who  had  been  preg- 
nant.9 Kerr  advanced  Fothergill’s  observations 
and  proposed  sound  reasoning  for  the  produc- 
tion of  pain.1'9  He  suggested  that  progressive 
decalcification  with  advancing  years,  associated 
with  a variable  degree  of  arteriosclerosis  and  pos- 
sible hypertension,  led  to  approximation  of  the 
ventral  surface  of  the  gasserian  ganglion  and 
the  dorsal  aspect  of  the  internal  carotid  artery. 
Protective  buffering  is  normally  provided  by  a 
thin  piece  of  bone  over  the  foramen  lacerum, 
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thus  separating  the  artery  and  ganglion,  (Fig- 
ure 1A).  This  mild,  yet  constant,  pulsatile  effect 
may  serve  as  the  stimulus  to  trigger  the  attacks. 
Rarity  of  ophthalmic  division  involvement  is  due 
to  its  being  situated  in  the  cavernous  sinus, 
and  hence,  is  well  cushioned  by  venous  blood. 
The  second  and  third  divisions,  on  the  other 
hand,  are  fixed  at  their  respective  foramina. 

differential  diagnosis 

In  the  elderly  patient  the  clinical  picture 
typically  poses  little,  if  any,  challenge  or  differ- 
ential diagnostic  problem.  Paroxysmal  attacks  of 
burning,  boring,  or  stabbing  pain  confined  to 
the  trigeminal  distribution  without  other  signifi- 
cant neurological  deficit  are  hallmarks  of  tri- 
geminal neuralgia.  FJacial  pain  first  appearing 
in  the  first  half  of  life  should  lead  the  examiner 
to  seriously  consider  other  possible  causes.  Sup- 
porting laboratory  or  x-ray  findings  are  nil. 

Trigeminal  neuropathy  is  characterized  by  a 
burning,  boring,  pulling,  or  drawing,  pressure 
sensation."'  However,  this  is  steady  and  lasts 
up  to  days  as  distinguished  from  the  sharp  jolt 
of  a tic.  This  condition  relates  to  dental  disease. 
Vascular  headaches  present  a confusing  picture 
on  occasion  and  appear  in  cluster  pattern.  Mi- 
graine headche,  one  of  the  most  commonly  en- 
countered of  the  vascular  headaches,  especially 
the  ophthalmological  ty  pe,  is  commonly  pre- 
ceded by  scintillating  scotomas  and  flashes  of 
light  and  at  times,  by  transient  hemianopsia. 
The  headache  builds  up  over  a period  of  time, 
is  steady,  severe,  prolonged,  and  usually  accom- 
panied by  nausea,  and  possibly  vomiting.  It  is 
usually  present  in  the  fastidious,  younger  people. 

Ervthrocephalgia  (histamine  cephalalgia  or 
Horton’s  histamine  headache)  is  typically  a 
hemicrania  and  of  cluster  pattern  as  is  migraine. 
The  pain  attacks  involve  the  distribution  of  the 
external  carotid  artery.  Ipsilateral  flushing,  lac- 
rimation,  rhinorrhea,  and  even  nasal  congestion 
generally  appear.  The  pain  is  intense  and  usually 
lasts  ten  minutes  to  one  hour,  most  frequently 
appearing  noctumally  and  arousing  the  patient 
from  sound  sleep.  Males  are  affected  more  com- 
monly than  females  as  distinguished  from  the 
migraine  headache  or  trigeminal  neuralgia. 

In  1908.  Sluder  described  a headache  that 
bears  the  eponvm,  Sluder’s  neuralgia.  It  is  vari- 
ously known  as  Vidian  nerve  neuralgia,  spheno- 
palatine ganglion  neuralgia,  or  lower-half  head- 
ache. The  last  term  arises  from  the  fact  that  the 


pain  never  extends  above  the  level  of  the  ear.11 
Pain  is  limited  to  the  distribution  of  the  spheno- 
palatine ganglion,  being  unilateral  and  located 
about  the  root  of  the  nose,  the  orbit,  upper  jaw 
and  the  temporal  and  zygomatic  areas.  It  may 
be  intensely  severe  and  continuous. 

Temporal  arteritis  appears  late  in  life.  Periodic 
attacks  of  constant,  throbbing,  generally  tempor- 
al region  pain  characterize  this  affliction.  The 
affected  arteries  may  be  pipestem  in  type,  and, 
therefore,  palpable  and  tender.  Temporal  and 
masseter  myositis  are  usually  more  constant  but 
may  be  aggravated  bv  chewing.  Tenderness  to 
deep  pressure  over  the  affected  muscle  may  be 
noted  and  a nodule  may  be  palpable.2 

Temporomandibular  joint  syndrome  (Costen’s 
syndrome)  occurs  in  edentulous  patients  with 
marked  over-bite.  Associated  pressure  on  the 
Eustachian  tube  results  in  mild  deafness  and 
dizziness.  Tenderness  is  located  over  both  tempo- 
romandibular joints.  Although  the  pain  may  quite 
closely  resemble  trigeminal  neuralgia,  simple 
correction  of  the  bite  abnormality  or  interposi- 
tion of  a flat  object  between  the  jaws  effects 
relief. 

Tension  headaches  give  rise  to  pain  in  the 
occipitalis,  temporalis  and  frontalis  muscles,  and 
are  seen  in  patients  with  associated  emotional 
symptoms.  Other  psychogenic  headaches  are 
bizarre,  unrelated  to  the  trigeminal  nerve  dis- 
tribution and  are  frequently  associated  with 
even  more  functional  overlay.  Primary  ophthal- 
mologic disease,  such  as  glaucoma  or  retrobulbar 
neuritis,  must  be  considered  in  differential  diag- 
nosis. Sinusitis  may  cause  facial  pain  but  is  not 
of  paroxysmal  onset.  Intermittent  facial  pain 
intensified  on  stooping  is  said  to  be  suggestive 
of  pain  arising  from  the  paranasal  sinuses.12 
Chronic  headache  is  seldom  due  to  ear  disease. 


Opposite  Page  > Fig.  1A. — Thin  plate  of  bone  at  (a)  be- 
tween internal  carotid  artery  and  the  trigeminal  nerve. 
B. — Injection  of  maxillary  (second)  division  in  the  ptery- 
gomaxillary  fissure  and  mandibular  (third)  division  at  the 
foramen  ovale.  C. — Subtemporal  extradural  view  of  right 
trigeminal  nerve.  Cruciate  incision  along  dotted  line  ex- 
poses Gasserian  ganglion.  D — Right  Gasserian  ganglion. 
E. — Gasserian  ganglion  exposure : Nerve  hook  retracting 
second  and  third  division  fibers.  The  underlying  motor 
root  (portio  minor)  is  exposed.  The  first  division  fibers 
lie  spared  above.  F. — Trigeminal  nerve  differential  section: 
completed  sectioning  of  the  second  and  third  divisions  but 
sparing  of  the  first  division.  Note  sparing  of  the  motor 
root  (portio  minor)  also. 
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Geniculate  ganglion  neuralgia  ( Hunt’s  syn- 
drome ) is  characterized  by  severe  pain,  chiefly  in 
the  ear.  The  appearance  of  a lower  motor  neuron 
facial  palsy  and  ipsilateral  loss  of  taste  in  the 
anterior  two-thirds  of  the  tongue  due  to  involve- 
ment of  the  chorda  tympani  nerve  also  character- 
ize this  disease. 

Glossopharyngeal  neuralgia  is  identical  to  tri- 
geminal tic  except  that  its  distribution  is  con- 
fined generally  to  the  pharynx,  middle  and  in- 
ternal ear,  and  auditory  canal.  Post-herpetic  trig- 
eminal neuralgia  usually  involves  the  ophthalmic 
or  first  division.  A history  of  herpes  zoster  erup- 
tion is  usually  obtainable  and  the  pain  is  persist- 
ent rather  than  paroxysmal.  Tumors  of  the  trig- 
eminal nerve  such  as  neurofibroma  are  very*  rare 
and  comprise  about  0.2  per  cent  of  all  intracranial 
tumors.7  However,  these  and  the  less  rare  tumors 
of  the  cerebellopontine  angle  should  present 
neurological  findings  characteristic  of  their  ana- 
tomic location  and  pathologic  type.s  Pituitary' 
tumors  and  parasellar  masses,  including  carotid 
aneurysms,  should  be  identified  by  thorough 
neurologic  workup  and  are,  therefore,  rewarding 
due  to  characteristic  findings  on  neurologic  ex- 
amination. 

Raeder’s  paratrigeminal  syndrome  is  a facial 
neuralgia  with  associated  Horner’s  syndrome  of 
which  little  is  known  and  about  which  only  18 
cases  have  been  reported.13  Infectious  or  neo- 
plastic disease  involving  facial  bones  may  give 
rise  to  intractable  pain  with  difficult  distinguish- 
ing features.  Findings  on  examination,  sedi- 
mentation rate,  and  finally,  x-rays,  aid  in  making 
the  diagnosis. 

treatment  program 

Spontaneous  cure  does  not  occur  or  would  in 
anv  case  be  most  difficult  to  document.1*  The 
patients  ultimately  live  in  fear  of  sudden  jolts 
of  pain  and  this  awesome  anticipation  becomes 
about  as  dreaded  as  the  pain  itself.  Ultimately, 
therefore,  relief-providing  measures  are  earnestly 
sought.  The  history  of  trigeminal  neuralgia  gives 
eloquent  testimony  of  the  drastic  measures  under- 
taken to  afford  relief  of  human  suffering.15 

Ultimate,  drastic  measures  demand  psycho- 
logic preparation  of  the  patient.  Without  allow- 
ing undue  suffering,  the  patient  should  be,  and 
virtually  always  has  been,  offered  all  conserva- 
tive avenues  providing  for  a simple  or  lesser 
relief-providing  measure.  Shaffer  believes  hyp- 
nosis can  and  should  play  a significant  role  in 


alienating  the  intractable  pain  of  trigeminal 
neuralgia.16  Hanes  is  enthusiastic  about  a thera- 
peutic program  based  on  an  allergic  approach 
to  the  treatment  of  this  distressing  malady.3  * 
Such  enthusiasm  has  not  been  generally  shared, 
however.2  Baker  advises  diphenvlhydantoin  to 
tolerance  before  subjecting  patients  to  alcohol 
injection  or  surgery.17  Others  advocate  the  same 
program.18 

Alexander  Johnson  and  others  advocate  inter- 
ruption of  a sufficient  number  of  afferent  con- 
ducting fibers,  including  those  of  pain,  so  that 
impulses  reaching  the  central  reflex  network  are 
below  the  minimal  activation  threshold.16  In 
other  words,  interruption  of  100  per  cent  of 
centrally  conducting  pain  fibers  is  not  necessary'. 
Chemical  or  surgical  interruption  of  these  sensory 
fibers  is  generally  held  to  be  the  most  sound 
means  of  providing  relief  of  the  intractable 
pain.  Harris  not  only  favored  alcohol  injections 
but  placed  the  chemical  into  the  ganglion  it- 
self.20-22 Most  authorities,  however,  who  have 
recommended  alcohol  have  injected  the  maxillary 
or  mandibular  nerve  as  a peripheral  nerve,  ( Fig- 
ure IB).  The  infraorbital  or  supraorbital  nerves 
are  even  injected  with  greater  ease.  This  offers 
a distinct  advantage  in  that  nerve  regeneration 
usually  occurs  in  about  one  year. 

On  the  other  hand,  the  treatment  of  intract- 
able pain  cannot  be  standardized  but  must  suit 
the  psychological  needs  of  the  afflicted  patient. 
Some  patients  should  experience  anesthesia  in 
an  area  of  the  face  on  a temporary  basis  before 
they  can  accept  it  on  a permanent  basis.  Others 
abhor  the  thoughts  of  a major  injection  proced- 
ure or  transient  relief  and  are  also  psychologic- 
ally better  candidates  for  primary  surgery'. 

Surgery’  may  provide  relatively  temporary'  re- 
lief or  freedom  from  pain  presumed  to  be  perma- 
nent. Victor  Horseley  in  1891  was  the  first  to 
divide  the  trigeminal  nerve  deliberately.2  Tiffany, 
in  1896,  first  proposed  sparing  of  the  ophthalmic 
fibers  in  order  to  protect  the  cornea,  (Figures 
1C-F).  Taamhoj  in  1952  proposed  a root  and 
ganglion  decompression  procedure  by  incising 
the  dural  covering  but  without  cutting  the  nerve 
fibers.23  The  procedure  offers  the  advantage  of 
preserving  touch  sensation  but  the  pain  relief 
has  not  been  encouragingly  lasting  nor  have 
all  the  patients  experienced  pain  relief.  Stender 
recommended  decompression  of  the  ganglion  it- 
self.2* 

Sheldon  advocated  a decompression  compres- 
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sion  procedure  in  which  the  fibers  are  trauma- 
tized intentionally.25-26  Recurrence  rates  for  the 
modification  of  the  Taamhoj  procedure  and  the 
technique  of  Sheldon  are  considerably  higher 
than  those  following  actual  surgical  sectioning 
of  the  ganglion  at  the  pre-ganglionic  level.  This 
has  been  verified  by  Voris  who  began  perform- 
ing a decompression-compression  operation  in 
1954. 27  Report  of  his  original  recurrence  rate  was 
4.7  per  cent.  It  was  later  reviewed  as  11  per  cent 
and  Voris  himself  stated  the  percentage  would 
likely  rise  as  his  original  65  cases  are  followed 
over  a longer  period  of  time. 

In  conclusion,  total  or  sub-total  sectioning 
(Tiffany  differential  or  any  further  Tiffany  modi- 
fication) of  the  pre-ganglionic  portion  of  the 
trigeminal  nerve  by  the  middle  cranial  fossa  and 
extradural  approach  enjoys  the  most  widespread 
popularity.2-27-30  Surgical  mortality,  listed  in  vari- 
ous reports,  is  about  1.3  per  cent.  This  parallels 
my  experience  and  should  be  a reasonable  fig- 
ure, considering  the  age  group  being  handled  and 
the  fact  that  the  operation  is  performed  with 
the  patient  in  a sitting  position.  Obviously,  if 
the  future  parallels  the  dynamic  past,  changes 
will  not  only  occur  but  will  gradually  forge 
an  improved  concept  of  this  disease  and,  there- 
fore, better  understanding  of  its  treatment  pro- 
gram. ® 

267  Paulsen  Bldg.  (99201) 

abstracto 

La  neuralgia  del  trigemino  es  caracterizada 
por  ataques  paroxisticos  de  severo  dolor  en  el 
area  de  distribucion  del  nervio  quinto  craneal. 
Esta  es  mas  frquentemente  vista  en  pacientes 
en  la  quinta  a la  septima  decada  y los  dos  tercios 
de  las  victimas  son  mujeres.  Esta  deberia  ser 
distinguida  desde  una  amplia  variedad  de  con- 
diciones  causantes  de  dolor  en  la  misma  area 
pero  el  diagnostico  diferencial  no  es  usualmente 
dificil.  Inyecciones  de  alcohol  permiten  la  recu- 
peracion  del  nervio  pero  el  mas  frequentemente 
metodo  de  tratamiento  es  por  seccion,  sea  com- 
pleta  o parcial,  de  la  porcion  preganglionar  del 
nervio  tirigemino. 
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Ophthalmology  for  the  Non-Specialist 

ANDREW  DE  ROETTH,  M.D./J  ONATHAN  A.  HOLLOWAY,  M.D.,  Spokane,  Washington 

Good  light,  ophthalmoscope,  Beebe  loupe  and  a Schidtz  tonometer  will 
enable  the  non-specialist  to  make  the  essential  ophthalmologic  examination. 
Conjunctivitis,  injury,  corneal  ulcer,  refractive  error,  cataract  and  strabismus 
were  the  most  frequent  diagnoses  made  by  over  300  non-specialists  in  Wash- 
ington State.  Glaucoma  should  be  looked  for  whenever  physicial  examination 
is  done. 

Differential  diagnosis  of  the  red  eye— often  diagnosed  as  conjunctivitis— 
is  important  because  of  the  diversity  of  the  causes.  Most  superficial  trauma 
causes  little  difficulty,  but  intraocular  foreign  body,  fundus  involvement  and 
blow  out  fracture  of  the  orbital  floor  require  special  management . Chemical 
injuries  require  prompt  irrigation.  Refractive  errors  should  be  corrected  by 
those  trained  to  do  it.  Cataract  and  strabismus  are  in  the  domain  of  the  ophthal- 
mologist. Types  and  causes  of  ocular  pain  and  injury,  also  sudden  loss  of  vision 
are  discussed,  because  often  the  non-specialist  has  to  first  give  help  to  such 
patients. 


It  is  impossible  to  demarcate  the  boundaries  of 
the  various  medical  sciences.  Even  that  part  of 
medical  science,  the  healing  art,  cannot  be 
grasped  by  a single  mind;  thus  the  numerous  spe- 
cialties. Among  these,  it  is  undesirable  to  deline- 
ate one  specialty  from  another;  when  practicing 
medicine,  one  must  have  broader  interest  and 
comprehension  than  encompassed  within  the 
rigid  confines  of  his  particular  discipline. 

We  are  interested  in  how  much  ophthalmology 
a well-trained  physician,  for  example  a general 
practitioner,  can  and  should  reasonably  attempt 
to  practice. 

diagnosis 

Obviously,  the  first  step  in  the  management  of 
an  ocular  disease  is  to  make  the  correct  diagnosis. 
This  w ill  generally  indicate  whether  a case  can 
be  handled  by  a non-specialist  or  should  be  re- 
ferred at  the  onset  for  special  care.  History  in 
such  an  instance  is  just  as  important  with  respect 
to  an  eye  condition  as  it  is  to  any  disease  process. 
In  addition  to  the  usual  questions  pertinent  to 
any  disease,  it  is  helpful  to  know  whether  the 
patient  has  ever  had  a similar  eye  problem  be- 
fore, and  in  general,  whether  there  is  any  history 
of  other  eye  disease,  injury,  or  surgery.  It  is  es- 
sential to  determine  whether  the  vision  has  been 
affected  and  whether  there  is  any  pain. 

Similarly,  physical  evaluation  is  like  that  of  any 
organ  system.  Many  technical  instruments  are 
required  to  make  the  various  evaluations,  but 
only  a few  are  necessary  for  the  essential  ones. 


A good,  bright  pen-light  and  an  ophthalmoscope 
with  clean  lenses  and  fresh  batteries  represent 
two  formidable  weapons.  An  inexpensive,  Beebe 
loupe  can  be  used  with  minimum  practice  for 
helpful  magnification,  and  it  is  an  error  to  as- 
sume its  usefulness  is  restricted  to  the  presbyopic 
doctor.  The  Schiotz  tonometer  is  the  handiest 
and  most  available  device  to  measure  intraocular 
pressure. 

Finally,  it  is  fair  to  say  that  an  unhurried  in- 
spection is  a key  to  diagnosis;  many  more  correct 
diagnoses  can  be  made  if  the  eye  is  systematic- 
ally examined  than  if  the  hit-and-miss  technique 
is  employed.  The  particular  sequence  is  unim- 
portant, but  the  one  most  usually  utilized  starts 
with  an  assessment  of  vision  and  is  followed  by 
evaluation  of  the  lids  (including  lashes  and  tear 
apparatus),  the  conjunctiva,  the  cornea,  anterior 
chamber,  iris  and  pupil.  Testing  extraocular  eye 
movements  gives  a quick  assessment  of  the 
muscle  function. 

The  ophthalmoscope  will  reveal  the  general 
clarity  of  the  lens  and  Wtreous  as  w7ell  as  permit- 
ting a good  survey  of  the  fundus  with  particular 
attention  being  directed  toward  the  optic  nerve 
head,  the  vessels,  the  macula,  and  the  peripheral 
retina.  Finally,  intraocular  tension  should  be 
measured.  A tonometer  is  extremely  desirable, 
particularly  in  the  borderline  case,  but  the 
fingers  suffice  for  gross  measurement  of  the  hard 
versus  the  soft  globe. 

Actually  every  eye  problem  does  not  justify 
such  extensive  inquiry;  the  point  to  remember 
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is  that  there  is  a systematic  way  of  inquiry.  When 
it  is  employed  the  examination  is  rapid  and  over- 
sights are  eliminated.  The  diagnosis  follows 
readily  and  is  usually  obvious. 

survey 

In  order  to  learn  how  much  opthalmology  a 
well  trained  physician  can  do,  we  attempted  to 
learn  how  many  and  what  kind  of  ophthalmic 
problems  were  being  encountered  by  Washing- 
ton State  general  practitioners.  Questionnaires 
were  sent  to  men  in  rural  and  urban  practice,  in- 
quiring about  their  experiences  with  ophthal- 
mology in  their  daily  practice.  We  mailed  647 
questionnaires  and  about  50  per  cent  were  re- 
turned. The  average  percentage  of  eye  patients 
seen  by  general  practitioners  was  3.25  per  cent. 
The  most  prevalent  eye  conditions  were  conjunc- 
tivitis (268)  injury  (263)  corneal  ulcer  (48) 
refrective  error  (86)  cataract  (24)  and  strabis- 
mus (22).  Of  the  above  conditions  named,  the 
management  of  refractive  error  (unless  the  doc- 
tor is  trained  in  this  field),  cataract,  and  strabis- 
mus, adult  or  child,  are  best  left  to  the  specialist 
for  his  evaluation. 

conjunctivitis 

Among  the  three  remaining  conditions,  con- 
junctivitis was  most  frequently  diagnosed.  It  is 
not  uncommon  that  this  diagnosis  is  made  in  the 
presence  of  a “red  eye.”  Too  often  a red  eye  is 
considered  to  be  a diagnosis  in  itself,  an  assump- 
tion which  is  certainly  in  error.  Causes  of  a red 
eye  include  sub-conjunctival  hemorrhage,  bac- 
terial conjunctivitis,  allergic  conjuctivitis,  corneal 
and  conjuctival  foreign  bodies,  uveitis,  scleritis, 
glaucoma  (acute),  and  even  such  exotic  causes 
as  carotid-cavernous  sinus  fistula,  migraine  at- 
tack with  vasodilation  affecting  the  ocular  ves- 
sels, and  the  dry  eye  with  inadequate  tear  secre- 
tion. 

It  is  not  the  intent  here  to  discuss  the  differ- 
ential diagnostic  steps  in  great  detail;  they  are 
admirably  outlined  in  many  fine,  readable  text- 
books. Some  points  deserve  emphasis  and  are 
mentioned  here.  Bacterial  conjuctivitis  usually 
causes  maximum  redness  of  the  peripheral  parts 
of  the  bulbar  conjuctiva  and  the  palpebral  con- 
junctiva; there  is  almost  always  mattering,  at 
least  in  the  mornings,  which  causes  the  cilia  to 
adhere  together.  Foreign  bodies  are  usually  seen 
either  on  the  globe  or  beneath  the  lids,  so  that 
eversion  of  the  lids  is  essential  to  determine  their 
presence.  There  can  be  more  than  one  foreign 


body.  Ulcers  involving  the  cornea  can  also  cause 
redness  of  the  eye;  they  are  discussed  below  in 
greater  detail. 

Uveitis  usually  causes  a violet  bulbar  discolor- 
ation, maximal  around  the  limbal  area,  fading 
toward  the  periphery.  There  is  often  pain 
(rather  than  the  scratchiness  of  conjuctivitis), 
tearing  (not  mattering),  unusual  light  sensitivity, 
and  the  intraocular  tension  is  usually  decreased 
as  compared  with  the  uninvolved  eye.  The  typic- 
al acute  glaucoma  attack  cannot  be  misdiagnosed 
if  it  is  considered  in  the  differential  diagnosis: 
the  vision  is  usually  quite  blurred,  the  eye  is  red- 
dened considerably,  the  cornea  lacks  its  mirror- 
like surface  and  may  be  diffusely  hazy  instead 
of  clear.  The  pupil  is  moderately  wide  and  does 
not  react  to  light.  If  the  patient  will  allow  you 
to  palpate  the  eyeball,  it  will  be  found  to  be 
very  hard;  frequently  pain  is  too  great  to  permit 
any  touch.  Nausea  and  vomiting  are  frequent 
accompaniments.  Thus,  with  a few  examples  we 
hope  we  have  shown  that  the  red  eye  first  must 
be  diagnosed  as  to  its  cause. 

treatment 

The  diagnosis  having  been  made,  what  about 
treatment?  Certainly,  bacterial  conjunctivitis  can 
be  handled  perfectly  well  by  the  non-specialist, 
using  one  of  the  many  sulfa  preparations  or  one 
of  the  antibiotics.  Removal  of  corneal  foreign 
bodies  should  be  attempted  only  after  good  local 
anesthesia  has  been  obtained;  tetraccaine  or  pro- 
paracaine  are  two  suitable  topical  anesthestics. 
If  the  corneal  foreign  body  can  be  completely 
removed,  no  further  treatment  is  required.  How- 
ever, simple  removal  of  a piece  of  steel  without 
removal  of  its  underlying  rust  ring  leaves  the 
eye  irritable;  therefore  deeper  foreign  bodies 
are  best  removed  by  the  ophthalmologist  who 
can  employ  better  magnifiers  than  most  posess 
and  also  treat  the  secondary  uveal  irritation  that 
may  occur  along  with  these  deeper  foreign 
bodies.  Uveitis,  scleritis  and  glaucoma  are  right- 
fully in  the  province  of  the  specialist. 

It  may  have  been  noted  by  now  that  nothing 
has  been  said  of  the  use  of  steroids  in  managing 
the  above  conditions.  It  is  our  feeling  that  as 
more  is  learned  about  these  compounds,  the  re- 
strictions governing  their  use  become  somewhat 
more  technical.  Balancing  out  of  the  pros  and 
cons  in  any  individual  case  becomes  so  detailed 
that  many  serious  treatment  errors  can  be  avoid- 
ed by  not  using  them  at  all.  We  feel  that  steroids 
should  be  used  in  eye  care  by  the  non-specialist 
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only  on  recommendation  of  the  specialist.  Every 
ophthalmologist  has  treated  and  been  responsible 
for  some  of  the  steroid  therapeutic  misadven- 
tures. He  is  quite  alert  to  the  potency  of  these 
drugs  and  their  side  effects. 

corneal  ulcer 

Other  conditions  the  non-specialist  sees  in- 
clude corneal  ulcers.  They  are  best  confirmed 
by  demonstrating  corneal  staining  areas.  Fluoro- 
strips  are  the  handiest,  safest  way  to  instill  flu- 
orescein into  the  eye  to  demonstrate  the  areas 
of  staining  and  demarcate  the  ulcer  size  and 
pattern. 

Corneal  ulcer  caused  by  infection  with  herpes 
simplex  virus  deserves  special  mention.  The 
ulcer  pattern  is  quite  typical;  rather  than  being 
round,  they  show  a branching,  filamentous  pat- 
tern which  is  typical.  In  the  most  acute  stages, 
these  ulcers  can  be  treated  either  with  debrid- 
ment  in  conjunction  with  chemicals  or  simple 
mechanical  removal  of  the  epithelium.  Idoxuri- 
dine  is  a specific  chemical  antagonist  to  the 
herpes  virus  and  can  be  used  with  great  success 
in  treating  some  of  these  lesions.  It  is  not  uni- 
versally successful,  however. 

Corneal  ulcers,  irrespective  of  cause,  which 
do  not  respond  promptly,  should  be  referred  for 
more  intensive  care  lest  they  become  so  deep 
and  extensive  that  they  cause  corneal  scarring 
which  will  produce  permanently  reduced  vision. 

trauma 

Trauma  is  our  next  consideration.  The  eye- 
ball is  remarkably  tough,  and  well  protected 
from  all  but  direct  frontal  attack.  The  usual 
trauma,  in  the  form  of  a scratch  or  foreign  body, 
is  readily  diagnosed  and  treated.  In  fact,  foreign 
bodies  on  the  cornea  are  the  most  common 
ocular  injuries  which  necessitate  medical  help, 
and  their  management  has  been  described  above. 

Blunt  trauma  is  often  accompanied  with  some 
bleeding  into  the  anterior  chamber.  Although 
we  know  many  of  these  undoubtedly  clear  up 
without  difficulty  or  professional  attention,  and 
may  never  even  be  seen  by  the  doctor,  there 
are  those  hyphemas  which  can  have  serious  com- 
plications. Because  it  is  not  possible  to  predict 
which  will  behave  poorly,  one  has  no  alterna- 
tive but  to  treat  all  of  these  most  conservatively 
with  bed  rest,  sedation,  and  bilateral  patching 
of  the  eyes.  Hospitalization  is  justified  for  this 
condition;  one  has  only  to  see  a benign  little 
hyphema  become  a recurrent  one,  with  second- 


ary glaucoma  and  marked  visual  damage  in 
order  to  appreciate  the  potential  seriousness  of 
the  injury.  As  a rule,  if  there  is  no  recurrent 
hemorrhage  after  a period  of  five  days  of  rest, 
one  can  be  fairly  certain  there  will  not  be  later 
complications.  If  a second  hemorrhage  is  to  oc- 
cur, it  will  usually  be  on  the  third,  fourth  or 
fifth  day  after  the  first  one. 

Another  important  point  regarding  injuries 
is  to  take  careful  note  of  the  history  regarding 
the  injuring  agent;  if  there  is  the  slightest  chance 
the  eyeball  could  have  been  penetrated,  an  X- 
ray  for  the  presence  of  intraocular  foreign  body 
must  be  made.  Usually  intraocular  foreign  bodies 
are  very  small  and  they  may  escape  detection; 
however,  even  the  smallest  can  release  a toxic 
substance  that  will  severely  damage  the  intra- 
ocular tissues.  Such  damage  can  be  prevented 
by  removal  of  the  foreign  body  as  soon  as  pos- 
sible after  the  accident  occurs. 

An  interesting  point  to  remember  is  that  the 
macula  is  unusually  sensitive  to  sudden  increases 
of  intraocular  pressure,  such  as  those  produced 
by  sudden  blows  striking  the  eye  directly.  Such 
injuries  can  produce  permanent  damage  to  cen- 
tral vision  so  that  one  must  be  very  cautious  in 
making  any  predictions  regarding  visual  outcome 
until  several  weeks  after  the  injury. 

Finally,  more  attention  is  being  paid  now  to 
a condition  known  as  blowout  fracture.  This 
injury  is  a result  of  blunt  trauma  to  an  eyeball 
that  does  not  result  in  rupture  of  the  globe,  but 
instead  produces  so  much  force  on  the  floor 
of  the  orbit  that  it  fractures  down  into  the  maxil- 
lary sinus.  In  such  a case,  the  eye  appears  to  have 
settled  in  its  socket  when  compared  to  the  op- 
posite eye  and  there  may  be  restriction  in  move- 
ments, particularly  elevation  and  depression, 
because  of  fixation  of  one  or  more  of  the  extra- 
ocular muscles  at  the  fracture  site.  Treatment 
within  a few  days  at  most  is  necessary  if  a good 
cosmetic  result  and  restoration  of  eye  movements 
are  to  be  obtained.  Another  point  to  remember  is 
that  trauma,  which  has  produced  eyelid  swelling 
may  have  also  damaged  the  globe  as  well.  For 
this  reason,  lids  that  are  swollen  closed  should 
be  separated,  using  appropriate  lid  retractors 
or  even  muscle  hooks,  in  order  to  obtain  good 
visualization  of  the  eyeball. 

ocular  emergencies 

In  some  cases  the  first  physician  to  see  the 
patient  may  be  confronted  with  an  ocular  emerg- 
gency.  Emergency  care  given  may  relieve  the 


104 

Northwest  Medicine , February  1966 


patient  of  much  of  his  distress  and  may  have  a 
great  deal  of  influence  on  ultimate  recovery. 

Ocular  emergencies  include  trauma,  loss  of 
vision  and  pain. 

Physical  trauma  was  mentioned  above.  In 
addition,  chemical  injury  such  as  acids  or  alkali 
in  the  eyes  requires  immediate  assistance.  First 
aid  consists  of  irrigating  eyes  as  quickly  as  pos- 
sible with  copious  amounts  of  plain  water.  Alkali 
injuries  in  particular  are  most  dangerous  be- 
cause their  chemical  effect  continues  over  a 
long  time,  and  deep  injuries  as  well  as  damage 
to  the  conjunctiva  on  the  inside  of  the  eyelid 
are  common.  If  immediate  specialist  care  can- 
not be  obtained  in  such  an  alkali  injury,  repeated 
intermittent  irrigation  of  the  eye  with  a bal- 
anced salt  solution  over  many  hours  is  justified 
and  desirable.  Staining  with  fluorescein  will  re- 
veal the  extent  of  corneal  epithelial  damage  and 
certainly  if  it  is  anything  but  most  trivial,  the 
ophthalmologist  should  be  consulted.  Keratitis 
due  to  exposure  to  arc  welding  and  sun-lamps, 
is  extremely  painful,  but  rarely,  if  ever,  produces 
permanent  harm.  Surface  anesthetic  drops  pro- 
duce relief,  but  often  interfere  with  healing. 
Bilateral  patching  of  the  eyes,  sedation,  and 
systemic  analgesics  will  produce  the  necessary 
rest  for  healing,  and  usually  within  24  hours 
there  is  a substantial  improvement. 

loss  of  vision 

Occasionally  a patient  will  present  the  com- 
plaint of  sudden  alteration  in  vision  or  even 
complete  blindness.  Often  the  process  is  entirely 
painless,  and  if  its  onset  is  insidious,  it  may 
escape  notice  for  a long  time.  This  is  even  more 
likely  if  it  affects  only  one  eye.  Causes  are  sev- 
eral. Sudden  blindness  of  a profound  type  may 
be  due  to  central  retinal  artery  occlusion,  the 
degree  of  amaurosis  depending  on  the  extent  of 
arterial  involvement.  History  may  reveal  there 
had  been  threats  of  this  in  the  preceeding  weeks 
or  months  with  the  patient  describing  transient 
attacks  of  blurred  or  reduced  vision.  There  may 
also  be  arteriosclerotic  vascular  disease  else- 
where in  the  body.  With  respect  to  treatment, 
rarely  will  the  patient  report  his  problem  in  time 
to  prevent  irreversible  damage  to  the  retina. 
Like  other  nervous  tissue,  the  retina  is  acutely 
sensitive  to  oxygen  deprivation,  and  improve- 
ment can  be  obtained  only  if  the  patient  comes 
to  the  doctor  within  minutes  after  the  occlusion. 
In  such  circumstances,  the  patient  can  be  ad- 
vised to  rebreathe  into  a paper  bag;  this  works 


because  the  blood  CCb  is  elevated  and  carbon 
dioxide  represents  the  most  potent  cerebral 
vasodilator  one  can  use.  Retrobulbar  injections 
of  tolazoline  and  lidocaine  have  been  used  as  well 
as  oral  acetazolamide  and  paracentesis  of  the 
anterior  chamber  to  reduce  intraocular  pressure. 
These  procedures,  however,  require  special  skills. 

Other  causes  of  painless  loss  of  vision  include 
intraocular  hemorrhage  and  retinal  separations. 
Many  are  familiiar  with  the  hemorrhages  that 
go  along  with  diabetes  mellitus,  but  often  one 
fails  to  realize  that  an  intraocular  hemorrhage 
may  be  the  first  sign  of  retinal  detachment,  the 
retinal  break  having  torn  a vessel  which  then 
bleeds  into  the  vitreous.  Therefore,  every  effort 
must  be  made  to  locate  the  source  of  bleeding 
and  detrmine  whether  early  detachment  is  in- 
volved in  the  problem. 

Retrobulbar  neuritis,  often  the  harbinger  of 
multiple  sclerosis,  produces  a sudden,  profound 
blindness  that  may  clear  up  completely  over  the 
next  few  days  or  weeks.  Various  toxins  can  pro- 
duce central  visual  loss.  Injuries  to  the  head  that 
cause  damage  to  the  visual  pathway  anywhere 
in  its  extent  can  produce  interference  with  vision. 
Cerebral  vascular  accidents,  depending  on  which 
area  of  the  visual  pathways  they  affect,  can  pro- 
duce typical  visual  field  defects  in  one  or  both 
eyes.  Migraine  syndromes  frequently  include 
scintillating  scotoma  and  other  entoptic  pheno- 
mena. In  most  cases  there  is  transient  loss  of 
peripheral  vision  as  well. 

glaucoma 

The  biggest  snake  in  the  grass  of  them  all, 
producing  painless  and  only  slowly  progressive 
yet  irreversible  loss  of  vision  is  the  all  too  fre- 
quently overlooked  disease,  open  angle  glau- 
coma. Its  incidence  is  estimated  to  be  2 per  cent 
in  the  population  over  40  years  of  age.  Consid- 
erable hunting  is  required  to  discover  a new  case 
and  many  negative  pressure  measurements  will 
be  recorded  before  the  unsuspected  condition  is 
found  in  the  symptomless  patient.  The  only 
way  to  pick  up  a new  case  is  by  regular  tono- 
metric  evaluation  performed  as  part  of  each 
complete  physical  examination.  It  is  important 
to  do  tonometry  regularly.  Just  as  one  would 
have  reservations  about  his  ability  to  measure 
blood  pressure  were  he  to  measure  it  only  in 
patients  thought  to  be  hypertensive,  so  one  fails 
to  become  confident  and  quick  at  measuring 
intraocular  tension  with  a tonometer  unless  it 
is  used  regularly  and  systematically.  Its  use  is 
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frequently  demonstrated  at  medical  meetings, 
and  any  ophthalmologist  would  gladly  instruct 
his  fellow  physicians  in  its  office  use  so  that 
proficiency  may  be  obtained.  Normal  tensions 
are  easily  determined;  patients  having  question- 
ably elevated  and  definitely  elevated  tensions 
should  be  referred  to  the  oculist  for  a thorough 
workup  and  initiation  of  treatment. 

pain 

Pain  in  and  about  the  eyes  is  a third  common 
cause  for  patients  to  seek  help.  Insufferable 
pain  is  the  strongest  force  compelling  the  patient 
to  seek  medical  aid.  Such  is  the  case  in  acute 
closed  angle  glaucoma  and  endopthalmitis. 
Among  the  common  causes  of  eye  pain  are 
corneal  ulcer,  recurrent  corneal  erosion,  scleritis, 
acute  iridocylitis,  trichiasis,  sty,  and  orbital  cel- 
luitis.  The  type  of  pain  may  indicate  its  cause. 

Scratchiness,  foreign  body  sensation,  usually 
indicates  disease  of  the  conjunctiva,  cornea  or 
lid  margin.  Sharp  pain  when  touching  the  lid  or 
when  blinking  points  to  disease  of  the  lid,  cornea, 
sclera  or  uvea.  Steady,  nauseating  pain  in  the 


eye  and  temple  is  indicative  of  acute,  primary 
glaucoma,  or  secondary'  glaucoma  with  high  ten- 
sion. Hemicrania  and  photophobia  are  charac- 
teristic of  severe  uveal  disease.  Pain  behind  the 
eye  and  feeling  of  fullness  are  usually  not  of  ocu- 
lar origin.  However,  the  symptom  could  be  due  to 
orbital  or  sinus  disease.  If  the  pain  is  localized 
between  the  eyes  or  in  the  lower  forehead,  re- 
fractive error  or  ocular  muscle  imbalance,  or 
both,  must  be  suspected.  There  is  also  the  prob- 
lem of  pain  referred  to  the  eyes.  This  actually 
does  not  involve  the  eyeball  itself;  sometimes 
only  after  thorough  eye  examination  has  been 
carried  out  can  the  person  be  advised  that  the 
source  of  his  pain  is  other  than  the  eye. 

It  is  appropriate  to  conclude  by  stressing  the 
importance  of  remaining  alert  to  the  various 
possibilities  that  underlie  the  common  eye  com- 
plaints one  is  most  likely  to  see.  A few  moments 
taken  in  obtaining  a systematic  history'  and  in 
careful  looking,  using  good  lights  and  a good 
ophthalmoscope,  will  clinch  the  diagnosis.  Treat- 
ment should  be  based  on  a diagnosis  and  is 
straightforward  in  most  cases.  ■ 
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chemical  nomenclature 


generic 

trade 

tetracaine 

Pontocaine 

proparacaine 

Ophthaine 

idoxuridine 

IDU 

tolazoline 

Priscoline 

lidocaine 

Xylocaine 

acetazolamide 

Diamox 

abstracto 

Buena  luz,  oftalmoscopia,  lupa  de  Beebe,  y un 
tonometro  de  Schiotz  habilitara  a un  no  especia- 
lista  a hacer  los  examense  oftalmologicos.  Con- 
junctivitis, injuries,  y estrabismo  son  los  mas 
frequentes  diagnosticos  pew  glaucoma  seria 


investigado  siempre  que  el  examen  fisicio  sea 
hecho.  Diagnostico  diferencial  del  ojo  rojo  fre- 
quentemente  llamada  conjuntivitis,  es  impor- 
tante  debida  a la  diversidad  de  causes.  La 
mayoria  de  traumas  causan  poca  dificultad  pero 
cuerpos  extrahos  intraoculares,  danos  de  la 
macula  y fracturas  del  suelo  de  la  orbita  puede 
requerir  especial  manejo.  Injuries  quimicas 
demandan  pronta  irrigacion  y cuidadosa  observa- 
cion.  Obstruccion  de  los  vasos  de  la  retina  puede 
producir  ceguera  a menos  que  la  circulacion 
sea  restaurada  rapidamente  porque  la  retina  es 
extremadamente  sensible  a la  privacion  oxtgeno. 
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Electrodiagnosis  in  Nerve  Root  Syndromes 

ROBERT  H.  J E B S E N,  M.  D.,  Seattle,  Washington 

Electrodiagnostic  testing  may  assist  in  the  evaluation  of  possible  nerve 
root  syndromes  by  providing  objective  evidence  of  lower  motor  neuron  damage. 
Localization  of  the  level  of  root  involvement  may  be  possible  if  several  muscles 
are  affected.  Accurate  prediction  of  the  level  of  disc  involvement  is  less  certain, 
especially  in  the  lumbosacral  area.  Not  infrequently,  a cause  for  the  sympto- 
matology other  than  nerve  root  damage  may  be  identified.  It  is  important 
to  recognize,  however,  that  electrodiagnosis  cannot  distinguish  the  exact  etiology 
of  nerve  root  problems.  Therefore,  careful  correlation  of  the  findings  with  the 
clinical  evaluation  is  necessary  as  with  any  laboratory  test. 


Electrodiagnosis  may  add  useful  information 
to  the  clinical  evaluation  of  the  patient  with 
possible  nerve  root  disease.1-*  It  is  particularly 
helpful  in  objectively  evaluating  the  presence 
or  absence  of  lower  motor  neuron  damage,  since 
evidence  of  neuropathy  is  an  important  criterion 
for  surgical  decompression.  The  ability  of  electro- 
myography to  detect  changes  in  single  motor 
units  provides  a more  sensitive  tool  than  manual 
muscle  testing  for  the  evaluation  of  small  losses 
in  the  lower  motor  neuron  pool.  The  objectivity 
of  the  examination  is  helpful  when  psychogenic 
factors  cloud  the  physical  examination.  In  addi- 
tion, electrodiagnostie  techniques  can  aid  in  the 
differentiation  of  nerve  root  syndromes  from 
other  neuromuscular  disorders  such  as  carpal 
tunnel  syndrome,  tardy  ulnar  palsy,  diabetic 
neuropathy  and  amyotrophic  lateral  sclerosis.  In 
many  places,  electrodiagnostie  testing  is  done 
before  myelography  because  of  the  relative  pain- 
lessness and  the  absence  of  residual  effects. 

Techniques  of  Electrodiagnosis 
electromyography7'-7 

A 28  gauge  needle  electrode,  insulated  except 
for  the  tip,  is  inserted  into  the  muscle  to  be 
tested.  Individual  motor  unit  action  potentials 
can  then  be  detected,  amplified  and  displayed 
on  an  oscilloscope.  Since  the  frequencies  that 
make  up  the  potentials  are  within  the  audible 
range,  they  also  make  characteristic  sounds  when 
heard  through  a loudspeaker.  The  equipment  pic- 
tured in  Figure  1 is  a commercially  available 
TEC  A electromvograph.  In  this  example  the 
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Fig.  1.  Needle  electrode  being  inserted  into  anterior  tibial 
muscle.  Reference  electrode  on  skin  near  needle;  ground 
electrode  on  foot. 


needle  electrode  is  placed  in  the  anterior  tibial 
muscle.  Contact  of  ground  and  reference  elec- 
trodes is  assured  by  use  of  standard  electrode 
paste. 

About  20  motor  units  are  detectable  in  the 
area  of  the  needle  tip.  Additional  units  are 
sampled  by  moving  the  needle  to  other  areas 
within  the  muscle.  Normal  motor  units  are 
diphasic  or  triphasic  in  shape  and  fire  only  on 
volition.  A few'  units  discharge  slowdy  at  a regu- 
lar rate  during  a minimal  contraction  of  the 
muscle;  a vigorous  effort  produces  so  many  po- 
tentials firing  rapidly  that  a blur  of  activity 
covers  the  oscilloscope  screen. 

When  there  has  been  damage  to  the  lower 
motor  neuron,  as  for  example  in  root  irritation, 
motor  unit  potentials  having  more  than  four 
phases  are  often  seen:  these  are  called  poly  phasic 
potentials,  (Figure  2A).  In  more  severe  damage, 
motor  units  may  be  lost  due  to  inability  of  the 
damaged  axon  to  conduct  impulses  to  the  muscle. 
Few'er  than  normal  potentials  are  then  seen  on 
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Fig.  2A. — Polyphasic  potentials.  A and  B are  two  different  polyphasic  motor  unit  action 
potentials.  A is  repeated  on  both  sweeps  of  the  oscilloscope.  Vertical  calibration  wave  at  X is 
200  microvolts.  B. — Fibrillation  potential  (A)  and  many  positive  waves  (e.g.  B).  Downward 
deflections  are  positive  on  this  equipment.  Vertical  calibration  at  X is  200  microvolts. 


the  screen  during  a vigorous  contraction. 

Occasionally,  involuntary  motor  unit  firing 
may  be  seen  with  the  muscle  relaxed.  These 
are  fasciculations  which  may  also  be  seen  through 
the  skin  as  visible  muscle  twitching.  They  are 
thought  to  represent  sporadic  discharges  from 
irritated  or  degenerating  lower  motor  neurons. 
In  addition  to  the  changes  already  mentioned, 
certain  abnormal  potentials  appear  if  the  muscle 
fibers  are  actually  denervated.  These  are  the 
tiny,  sharp  fibrillation  potential  and  the  regular, 
thumping  positive  wave  produced  by  individual 
muscle  fibers  which  have  lost  their  nerve  supply, 
(Figure  2B).  These  usually  do  not  appear  until 
about  three  weeks  after  denervation  has  oc- 
curred. The  five  signs  of  nerve  damage  that  are 
looked  for  are,  therefore: 

1. — Polyphasic  motor  unit  action  po- 

tentials 

2. — Loss  of  motor  unitaction  potentials 

3. — Fasciculations 

4. — Fibrillations 

5. — Positive  waves 

Fairly  extensive  weakness  from  nerve  root 
compression  may  be  present  even  though  actual 
Wallerian  degeneration  of  nerve  fibers  has  not 
occurred.  This  is  called  neurapraxia,  and  is  a 
reversible  physiologic  block.  Neurapraxia  can  be 
detected  electromyographically  by  the  finding 
of  a decrease  in  the  number  of  voluntary  motor 
unit  potentials  without  any  fibrillation  or  positive 
waves  being  seen,  even  though  sufficient  time 
for  their  appearance  (3  weeks)  has  elapsed. 
Prognosis  for  the  recovery  of  strength  is  good 
if  the  cause  of  the  block  is  removed. 


electrical  stimulation  of  nerve  trunks7"* 

Percutaneous  stimulation  of  peripheral  nerves 
with  current  pulses  of  various  strengths  will 
demonstrate  whether  the  nerves  are  capable  of 
conducting  stimuli  to  the  muscles  they  supply, 
causing  the  muscles  to  contract.  Moreover,  this 
can  be  quantitated  by  determination  of  the  rate 
of  conduction  of  the  impulse  along  the  nerve 
trunk.  Slowing  of  conduction  velocity  occurs  in 
areas  of  axon  damage. 

In  performing  this  test,  a small  surface  pick- 
up electrode  is  placed  over  a muscle  supplied 
by  the  nerve  to  be  tested.  In  testing  the  peroneal 
nerve,  for  example,  the  extensor  digitorum  brevis 
is  used.  An  electrical  stimulus  is  applied  to  the 
peroneal  nerve  trunk  proximallv  (at  the  neck 
of  the  fibula ) , and  the  time  lapse  between  stimu- 
lation and  muscle  fiber  discharge  is  noted  on 
the  oscilloscope.  The  same  nerve  is  then  stimu- 
lated at  the  ankle,  and  the  time  lapse  from 
stimulation  to  muscle  response  is  again  noted. 
The  difference  between  these  two  time  lapses 
is  the  time  the  impulse  took  to  travel  from  the 
proximal  point  of  stimulation  to  the  distal  point 
of  stimulation  (neck  of  the  fibula  to  ankle). 
To  obtain  the  actual  rate  of  conduction,  the 
distance  on  the  skin  between  these  two  points 
of  stimulation  is  measured  and  divided  by  the 
time  lapse  to  yield  the  conduction  velocity  in 
meters  per  second,  (Figure  3).  The  normal  rate 
of  conduction  for  the  peroneal  and  posterior 
tibial  nerves  in  adults  is  38  to  65  meters  per 
second,  and  for  the  median,  ulnar  and  radial 
nerves  it  is  43  to  70  meters  per  second.  It  has 
been  shown  that  the  rates  of  conduction  are 
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Fig.  3.  Typical  peroneal  motor  nerve  conduction  veloc- 
ity. A — time  of  stimulation  at  fibular  neck.  B — start  of 
muscle  response.  C — time  of  stimulation  at  ankle.  D — start 
of  muscle  response.  X — vertical  calibration  is  5000  micro- 
volts. Time  markers  are  in  milliseconds.  Time  lapse  A 
to  B is  9.5  milliseconds.  Time  lapse  C to  D is  3.0  milli- 
seconds. Difference  is  6.5  milliseconds.  Distance  on  leg 
between  two  points  of  stimulation  is  336  mm.  336  6.5  is 

52  meters  per  second  conduction  velocity. 

normal  or  near  normal  in  anterior  horn  cell 
diseases  such  as  polio,  amyotrophic  lateral  scler- 
osis and  syringomyelia,  but  are  decreased  in  such 
disorders  of  peripheral  axons  as  Guillan-Barre 
syndrome,  tardy  ulnar  palsy  and  diabetic  neuro- 
pathy. Unfortunately,  the  site  of  axonal  damage 
in  root  compression  is  not  accessible  for  such 
testing.  Nerve  stimulation  studies  are  therefore 
primarily  of  use  in  ruling  out  more  distal  causes 
of  peripheral  neuropathy. 

Technique  of  Examination  for  Nerve  Root  Lesion 

Examination  for  nerve  root  lesions  is  based 
on  the  root  innervations  of  the  various  limb 
muscles.  In  the  upper  extremities,  the  muscles 
shown  in  Table  1 are  frequently  tested.  Positive 
findings  in  the  deltoid,  biceps,  pronator  teres, 
and  extensor  carpi  radialis  longus,  would  lead 
one  to  suspect  a C-6  lesion  since  this  is  the  only 
root  supplying  all  these  muscles.  In  the  lower 
extremities,  the  muscles  listed  in  Table  2 may 
be  examined.  Positive  findings,  for  example,  in 
the  gluteus  maximus,  medial  gastrocnemius,  ab- 
ductor digiti  quinti,  paraspinal  muscles  and  ten- 
sor fascia  lata  would  lead  one  to  suspect  an 
S-l  root  lesion  (usually  at  the  L-5,  S-ldisc  level). 

The  paraspinal  muscles  are  significant  in  that 
they  are  supplied  by  the  posterior  primary  rami 
of  the  spinal  nerves,  (Figure  4),  whereas  the 
limb  muscles  are  supplied  by  the  anterior  pri- 
mary rami.  As  it  exits  from  the  intervertebral 
foramen,  the  spinal  nerve  divides  into  the  pos- 


Fig.  4.  Cross  section  of  spine  showing  branching  of  a 
typical  spinal  nerve  into  anterior  and  posterior  primary 
rami.  The  appropriate  anterior  rami  supply  the  limb 
muscles,  whereas  the  posterior  rami  supply  the  paraverte- 
bral muscles,  spreading  above  and  below  their  own  level. 

Table  1 

Frequently  tested  upper  extremity  mucles  with  root 
and  peripheral  innervations 


Muscle 

Root  Supply* 

Peripheral  Nerve 

Rhomboids 

C4-5 

Dorsal  Scapu- 

Brachioradialis 

C5-6 

lar  Nerve 
Radial 

Supraspinatus 

C5-6 

Suprascapular 

Deltoid 

C5-6 

Axillary 

Biceps 

C5-6 

Musculocu- 

Pronator Teres 

C6-7 

taneous 

Median 

Extensor  Carpi 
Radialis  Longus 

C6-7 

Radial 

Triceps 

C6-7-8 

Radial 

Extensor  Carpi  Ulnaris 

C7-8 

Radial 

First  Dorsal  Interosseous 

C-8,  T-l 

Ulnar 

Abductor  Pollicis  Brevis 

C-8,  T-l 

Hypothenar 

Group 

‘Roots  providing  major  supply  are  underlined. 


Table  2 

Frequently  tested  lower  extremity  muscles  with  root 
and  peripheral  innervations 


Muscle 

Root  Supply* 

Peripheral  Nerve 

Sartorius 

L2-3-4 

Femoral 

Adductor  Longus 

L2-3-4 

Obturator 

Quadriceps 

L2-3-4 

Femoral 

Anterior  Tibial 

L4-5 

Peroneal 

Extensor  Hallicus  Longus 

; L4-5 

Peroneal 

Peroneus  Longus 

L4-5,  S-l 

Peroneal 

Extensor  Digitorum 

Peroneal 

Brevis 

L4-5,  S-l 

Tensor  Fascia  Lata 

L4-5,  S-l 

Sup.  Gluteal 

Gluteus  Maximus 

L-5,  Sl-2 

Inf.  Gluteal 

Abductor  Digiti  Quinti 

Sl-2 

Post.  Tibial 

Medial  Gastrocnemius 

L-5,  Sl-2 

Post.  Tibial 

Paraspinal  Muscles 

Variable 

Posterior  Rami 

•Roots  providing  major  supply  are  underlined. 
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terior  primary  ramus,  which  supplies  the  para- 
spinal  muscles,  and  the  anterior  primary  ramus 
which  supplies  the  limb  muscles.  Positive  find- 
ings in  both  areas  thus  indicate  a lesion  at,  or 
proximal  to,  the  intervertebral  foramen.  There 
is,  however,  considerable  overlap  of  root  supply 
to  a given  segment  of  paraspinal  muscle,  so  that 
a given  level  of  paraspinal  muscle  is  innervated 
by  several  root  levels. 

Figure  5,  adapted  from  Shea,1  is  a drawing  that 
depicts  the  relationship  between  a protruding 
nucleus  pulposus  and  the  nerve  roots  in  the 
lumbosacral  area.  It  can  be  seen  that  the 
usual  protrusion  of  the  L-5,  S-l  disc  involves 
the  S-l  nerve  root.  However,  a very  lateral 
protrusion  may  involve  L-5,  or  a medial  pro- 
trusion may  involve  S-2,  thereby  misleading  us 
as  to  the  disc  level  involved.  Furthermore,  free 
disc  fragments  can  be  anywhere.  Thus,  the 
EMG  may  indicate  the  nerve  root,  but  not  neces- 
sarily the  disc  involved. 


level  irritates  a root,  it  is  usually  the  S-l  root  that  is  in- 
volved; however,  medial  protrusion  may  damage  the  S-2 
root  and  lateral  protrusions  may  affect  the  L-5  root.  A 
similar  situation  exists  for  the  other  lumbar  roots.  (Adap- 
ted from  Shea) 

Many  physicians  are  not  concerned  with  the 
level  of  a low  lumbosacral  root  lesion  because 
they  usually  explore  both  the  L4-5  and  L-5, 
S-l  interspaces  on  the  affected  side  regardless  of 
apparent  level,  once  surgery  has  been  elected. 
Several  studies,  however,  have  compared  the 
respective  abilities  of  the  EMG  (electromyo- 
gram) and  the  myelogram  to  predict  the  actual 
level  of  the  disc  lesion.  Data  from  three  of  the 
largest  series  are  shown  in  Table  3.3  * 7 All  of 
these  716  cases  were  confirmed  at  operation.  Only 
22  were  cervical  and  one  thoracic.  It  can  be 
seen  that  clinical-neurological  evaluation  led  to 


73  per  cent  correct  diagnoses  of  the  level  of 
disc  involvement,  the  myelogram  80  per  cent, 
and  the  EMG  83  per  cent.  It  should  be  noted  that 
many  of  the  incorrect  EMG  predictions  of  disc 
level  were  due  to  lateral  or  medial  protrusions 
involving  a root  one  level  higher  or  lower  than 
usual,  ( Figure  5 ) . 

Table  3 

A compilation  of  three  large  series  totalling  716  cases  in 
which  a disc  protrusion  was  found  at  surgery.  The  percentage 
of  correct  predictions  for  localization  of  disc  protrusion  level 
is  given,  comparing  the  clinical  examination,  the  EMG,  and 
the  myelogram 


Total 

Operatio 

Clinical 
ns  Exam 

EMG 

Myelogram 

Knutsson— 1961 

205 

147 

154 

152 

Shea  & Woods— 

1956 

375 

344 

242  (of  287) 

Crue,  et  al— 

1957 

136 

101 

99 

108 

Totals: 

716 

248 

597 

502 

(of  341) 

(of  628) 

Per  cent  Correct 

73% 

83%  80% 

W hile  the  separate  use  of  the  clinical  exam- 
ination, the  EMG  or  myelography  will  result 
in  approximately  80  per  cent  accuracy  of  pre- 
diction of  disc  level  for  each  of  these  methods, 
it  is  important  to  realize  that  use  of  two  of 
these  or  of  all  three  will  produce  much  better 
results.  In  the  series  of  136  cases  reported  by 
Crue,  et  al,  “a  preoperative  error  in  localization 
of  the  involved  disc  was  made  in  only  one  in- 
stance. This  is  an  accuracy  of  over  99  per  cent.”3 
All  three  sources  of  information  were  used  in 
this  series. 

It  is  important  to  bear  in  mind  that  while 
electrodiagnostic  testing  may  detect  neuro- 
pathy, and  may  even  localize  the  lesion,  it  cannot 
distinguish  the  cause  of  the  neuropathy.  Thus,  a 
cord  or  root  tumor  might  be  indistinguishable 
from  a disc  lesion.  Therefore,  careful  correlation 
with  clinical  findings  is  essential. 

CASE  REPORTS 

Several  case  histories  illustrating  the  useful- 
ness of  electrodiagnosis  in  the  differential  diag- 
nosis of  nerve  root  syn dromes  follow: 

Cose  1—  A 52-year-old  white  male  complained 
of  pains  radiating  throughout  the  thumb  and 
radial  forearm  of  several  months  duration.  He 
was  referred  for  testing  with  a suspected  C-6 
root  problem.  Electromyography  revealed  de- 
nervation limited  to  the  thenar  muscles.  There 
was  an  eight  millisecond  delay  in  response  of 
the  thenar  muscles  to  median  nerve  stimula- 
tion above  the  wrist  (5  milliseconds  or  less  is 
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normal).  The  diagnosis  of  carpal  tunnel  syn- 
drome was  made.  Surgical  separation  of  the 
transverse  carpal  ligament  resulted  in  relief  of 
symptoms. 

Case  2.— A 55-year-old  man  was  referred  be- 
cause of  recurrent  left  sciatic  pain  associated 
with  midline  low  back  pain  and  numbness  of  the 
dorsum  of  the  left  foot.  Three  months  prior  to  the 
examination,  he  had  had  a laminectomy  with 
removal  of  the  L4-5  disc  because  of  similar,  but 
milder,  findings  with  only  partial  relief.  The 
recurrent  symptoms  were  of  four  weeks  dura- 
tion. There  were  a positive  straight  leg  raising 
test,  weakness  of  the  anterior  tibial,  extensor 
hallicus  longus  and  extensor  digitorum  brevis 
muscles  and  slight  decrease  of  the  ankle  jerk. 
Electromyography  revealed  almost  complete  de- 
nervation of  the  extensor  digitorum  brevis  ( L4-5, 
S-l ) and  partial  denervation  of  the  anterior 
tibial  (L4-5),  peroneus  longus  (L4-5,  S-l),  So- 
leus  (L-5,  Sl-2),  medial  gastrocnemius  (L-5, 
Sl-2),  quadriceps  (L3-4)  and  lumbar  paraspinal 
muscles.  Examination  of  the  other  three  extremi- 
ties gave  normal  results.  A diagnosis  of  mul- 
tiple levels  of  involvement  (at  least  the  L-4,  L-5 
and  S-l  roots)  was  made.  Myelography  showed 
a partial  block  at  the  T-12  level  and  exploratory 
laminectomy  revealed  a hemangioma  at  that 
site. 

Case  3.— A 32-year-old  man  noted  the  onset  of 
persistent  pain  in  the  upper  arm  radiating  to  the 
shoulder,  neck  and  forearm,  three  weeks  before 
testing.  This  was  associated  with  numbness  of 
the  dorsum  of  the  thumb  and  weakness  of  wrist 
extension.  Electromyography  revealed  partial 
severe  denervation  of  the  extensor  carpi  radialis 
longus  (C6-7)  and  extensor  carpi  ulnaris  (C7-8), 
and  mild  denervation  of  the  triceps  (C6-7-8)  and 
pronator  teres  (C6-7).  Since  the  pronator  teres 
is  a median-innervated  muscle,  the  only  common 


finding  was  C-7  innervation  of  all  affected 
muscles.  A lesion  of  C-7  was  therefore  suggested, 
and  was  confirmed  at  surgery. 

Case  4—  A 58-year-old  man  was  seen  with  a 
one  week  history  of  left  shoulder  pain  and  weak- 
ness of  the  deltoid  and  biceps— the  suspected 
diagnosis  was  C-6  root  compression.  There  was 
no  sensory  loss;  however  the  biceps  reflex  was 
absent.  Electromyography  showed  loss  of  motor 
unit  potentials  in  the  deltoid,  biceps,  brachio- 
radialis  and  supraspinatus  ( all  innervated  by 
C5-6),  but  also  showed  mild-moderate  loss  of 
motor  units  in  the  intrinsic  muscles  of  the  left 
hand  which  are  supplied  by  C-8  and  T-l.  The 
other  three  extremities  were  normal.  After  find- 
ing such  widespread  involvement,  the  patient 
was  hospitalized  at  which  time  a chest  x-ray 
disclosed  an  asymptomatic  mass  in  the  right 
lung.  Two  weeks  later,  he  had  complete  motor 
paralysis  of  the  left  arm,  by  which  time  fibril- 
lation potentials  and  positive  waves  were  pres- 
ent in  the  previously  weak  muscles.  A diagnosis 
of  bronchogenic  carcinoma  had  been  made.  This 
was  considered  to  be  a case  of  neuropathy  asso- 
ciated with  malignancy.9 

Case  5—  A 44-year-old  carpenter  was  seen  after 
a five  week  history  of  low  back  pain  aggravated 
by  coughing  and  radiating  down  the  left  poster- 
ior thigh.  This  persisted  in  spite  of  bed  rest. 
There  was  questionable  hypesthesia  over  the 
anterior  shin  with  no  reflex  change  or  weakness. 

Electromyography  demonstrated  polyphasic 
motor  unit  action  potentials  or  loss  of  motor  unit 
potentials,  or  both,  in  the  anterior  tibial,  extensor 
hallicus  longus,  medial  gastrocnemius  and  left 
lumbar  paraspinal  muscles.  Irritation  of  L-5  at, 
or  proximal  to,  the  intervertebral  foramen  was 
suggested,  and  laminectomy  disclosed  a herni- 
ated nucleus  compressing  that  root.  ■ 
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The  Doctors  Responsibility  in  Population  Control 

C.  LEE  BUXTON,  M.D.,  New  Haven,  Connecticut 


Before  our  eyes  the  population  is  exploding  in  the  United  States  as  well  as 
as  in  India,  China,  Africa,  or  South  America,  and  we,  as  a profession,  have  done 
little  about  it.  Medical  implications  are  enormous.  It  behooves  us,  individually, 
and  as  a profession,  to  accept  major  responsibility  in  matters  relating  to  human 
reproducion  as  they  affect  the  total  population  and  individual  families.  We  can, 
and  must  assume  leadership  in  the  attempt  to  solve  impending  problems. 


About  five  years  ago  in  a farmhouse  near  Mid- 
dlefield,  Ohio,  an  Amish  Mennonite  farmer 
named  John  Eli  Miller  died  on  the  eve  of  his 
95th  birthday.  This  event  would  have  caused 
no  more  than  local  comment  except  for  the  fact 
that  he  was  survived  by  five  of  his  seven  chil- 
dren. 61  grandchildren,  338  great  grandchildren 
and  eight  great,  great  grandchildren— a grand 
total  of  412  descendants.  Even  this  startling  geo- 
metrical progression  might  not  have  made  an 
undue  impact  except  that  notice  was  taken  of 
it  (very  appropriately)  in  an  issue  of  The  Popu- 
lation Bulletin.1 

Toward  the  end  of  his  life,  the  postman  was 
bringing  John  Miller  word  of  the  birth  of  a new 
descendant  on  the  average  of  once  every  ten 
days  even  though  only  six  of  his  338  great  grand- 
children were  married  at  the  time  of  his  death. 
Had  he  by  chance  lived  another  ten  years  he 
would  have  counted  at  least  a thousand  living 
descendants,  yet  he  and  his  wife  had  had  only 
seven  children— more  than  the  average  number 
of  children  per  family  in  this  country  undoubt- 
edly but  a number  certainly  not  too  uncommon. 
John  Miller  had  a real  population  explosion  right 
in  his  own  backyard! 

sustained  high  birth  rate 

When  we,  as  Americans,  consider  the  intense 
increase  in  the  world’s  population  over  the  past 
50  years,  we  are  very  inclined  to  think  in  terms 
of  a population  explosion  in  India  or  China  or 
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Africa  or  South  America  and  not  of  the  similarly 
explosive  increase  in  the  United  States. 

First  due  to  a rapid  decline  in  the  death  rate 
but  now  largely  due  to  a sustained  high  birth 
rate,  our  population  has  increased  two  and  one- 
half  times  since  1900  and  by  one-fifth  between 
1940  and  1960,  which  means  the  addition  of  more 
than  36  million  more  people  in  our  country 
in  20  years.  If  the  trend  continues,  as  it  undoubt- 
edly will  unless  drastic  steps  are  taken  to  prevent 
it,  there  will  be  an  increase  of  30  million  more 
between  1960  and  1970.  Viewed  in  longer  per- 
spective, a population  increase  of  more  than  50 
per  cent  is  in  sight  for  the  span  from  1940  to 
1970,  approximately  the  time  required  to  pro- 
duce one  generation.2  For  the  most  part,  this 
increasing  acceleration  of  birth  rate  occurs  on 
the  lowest  levels  of  our  socioeconomic  stratifica- 
tion. Please  remember  that  I am  speaking  of  the 
United  States  only.  I am  sure  everyone  is  well 
aware  of  the  vast  world  overpopulation  problem. 

Is  this  cause  for  alarm?  Economists,  social 
scientists,  and  demographers  tell  us  it  is.  If  this 
progression  continues  unchecked,  there  will  be 
some  kind  of  crisis  in  the  lives  of  our  grandchil- 
dren or  even  in  those  of  our  children.  Ample 
substantiating  references  are  available  should 
anyone  wish  to  refer  to  them.  This  population 
increase  affects  economics,  education,  transpor- 
tation, employment,  business,  the  professions— 
in  fact  every  walk  of  life.  In  our  own  profession, 
for  example,  whereas  in  1959  there  were  about 
7,400  medical  school  graduates,  in  1970  there 
will  have  to  be  9.600  or  2,200  more,  merely  to 
maintain  the  present  ratio  of  141  physicians  per 
100,000  population."  This  means  either  22  new 
medical  schools  or  an  increase  of  25  to  40  per 
cent  more  students  per  class  in  existing  ones. 
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About  one-third  more  nurses  will  be  needed 
even  to  maintain  numbers  at  present  desperate 
shortage  ratio'  and,  of  course,  additional  para- 
medical personnel,  even  now  so  difficult  to 
obtain,  will  be  proportionately  required.' 3 

no  problem  more  urgent 

It  is  hard  to  make  figures  realistic,  however, 
especially  to  those  of  us  who  are  not  particularly 
familiar  with  their  implications.  A sense  of  the 
urgent  importance  of  this  problem  is  conveyed  by 
a Report  to  the  Public  issued  by  the  National 
Academy  of  Sciences,  April  17,  1964.  This  report, 
“intended  to  serve  as  a ‘stimulus  to  thought  and 
actions’  on  the  problem  of  uncontrolled  popula- 
tion growth,”  states  that  “other  than  the  search 
for  lasting  peace  no  problem  is  more  urgent. 
In  our  judgment  this  problem  can  be  successfully 
attacked  by  developing  new  methods  of  fertility 
regulation  and  implementing  programs  of  volun- 
tary family  planning  widely  and  rapidly  through- 
out the  world.” 

The  medical  profession,  spoken  of  as  a collec- 
tive entity,  must  be  aware  of  this  problem  but 
most  of  us  in  America  have  viewed  it  with  the 
same  kind  of  sympathetic  detachment  with  which 
we  view  the  existence  of  localized  endemic  or 
epidemic  disease  in  other  parts  of  the  world  and 
with  an  it-can’t-happen-here  type  of  thinking. 
Naturally,  there  are  individual  members  of  our 
profession,  especially  those  in  the  Public  Health 
Service,  whose  careers  are  dedicated  to  the 
extinction  of  disease  in  these  affected  geographic 
areas  just  as  there  are  individual  members  of  our 
profession  who  are  dedicated  to  preventing  unre- 
strained overpopulation.  For  the  most  part, 
however,  the  latter  problem  has  been  approached 
by  paramedical  groups  even  though  the  medical 
implications  of  overpopulation  are  enormous. 
This  factor  has  been  recognized  by  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion in  a recent  policy  statement,  part  of  which 
reads  as  follows: 

“Since  1937  there  has  been  great  growth  in 
voluntary  lay  organizations  in  the  field  of  health, 
including  those  interested  in  all  aspects  of 
human  reproduction,  and  the  position  taken  by 
the  AMA  in  1936  and  1937  is  unrealistic  at  the 
present  time.  Therefore,  it  is  recommended  that 
the  AMA  cooperate  with  the  appropriate  organi- 
zations in  the  field  of  human  reproduction  which 
have  adequate  medical  direction.” 

Overfertility  should  stimulate  medical  interest 


and  inquiry  fully  as  much  as  infertility.  In  the 
Book  of  Genesis  (1:28)  God  told  Adam  and  Eve 
to  be  fruitful  and  multiply,  but  there  was  never 
any  suggestion  that  their  descendants  overdo  it. 

problems  collectively  ignored 

Various  resolutions  about  dangers  of  present 
and  future  population  rates  have  been  passed 
by  various  medical  organizations  and  recently 
there  has  been  a flurry  of  clinical  activity  but, 
by  and  large,  our  medical  responsibilities  con- 
cerning this  problem  have  been  collectively  ig- 
nored. The  Board  of  Trustees  of  the  American 
Medical  Association  did  indeed  appoint  a com- 
mittee to  study  population  problems  as  long  ago 
as  1936,  and  in  1937  the  “Committee  on  Contra- 
ceptive Practices  and  Related  Problems”  pre- 
sented to  the  House  of  Delegates  its  recommen- 
dations “that  information  and  advice  concerning 
the  prevention  of  conception  should  be  given  in 
dispensaries,  clinics  and  similar  establishments 
legally  licensed  to  treat  the  sick  and  under  med- 
ical control.”  The  Committee  also  recommended 
the  promotion  of  instruction  in  medical  schools 
with  respect  to  various  factors  pertaining  to 
fertility  and  sterility.  So  far  as  can  be  ascer- 
tained no  action  was  taken  concerning  this 
recommendation. 

In  1959  the  American  Public  Health  Associa- 
tion published  a policy  statement  in  the  Ameri- 
can Journal  of  Public  Health  commenting  on  the 
effect  that  the  sudden  great  increase  of  popula- 
tion would  have  on  the  health  and  well  being 
of  everyone.6 

AMA  policy 

One  year  ago  last  April  the  Board  of  Trustees 
of  the  American  Medical  Association  appointed 
an  ad  hoc  Committee  on  Human  Reproduction 
“for  the  purpose  of  reviewing  the  earlier  posi- 
tion of  the  AMA  on  contraceptive  practices  and 
to  prepare,  for  review  by  the  Board,  statements 
on  this  and  other  subjects  related  to  human 
reproduction.”  This  Committee  submitted  an 
initial  report  in  the  fall  of  1964  which  was  sub- 
sequently approved  by  the  House  of  Delegates 
and  became,  therefore,  an  official  AMA  policy. 
It  contained  a four-point  statement  on  human 
reproduction,  including  population  control,  as 
follows: 

1.— An  intelligent  recognition  that  the  prob- 
lems that  relate  to  human  reproduction,  includ- 
ing the  need  for  population  control,  are  more 

than  a matter  of  responsible  parenthood;  they 
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are  a matter  of  responsible  medical  practice. 

2. — The  medical  profession  should  accept  a 
major  responsibility  in  matters  related  to  human 
reproduction  as  they  affect  the  total  population 
and  the  individual  family. 

3. — In  discharging  this  responsibility,  physi- 
cians must  be  prepared  to  provide  counsel  and 
guidance  when  the  needs  of  their  patients  re- 
quire it  or  refer  the  patients  to  appropriate  per- 
sons. 

4. — The  AM  A shall  take  the  responsibility  for 
disseminating  information  to  physicians  on  all 
phases  of  human  reproduction,  including  sexual 
behavior,  by  whatever  means  are  appropriate. 

This  Committee,  of  which  I have  the  honor 
to  be  a member,  believes  that: 

Within  the  framework  of  the  physician's  per- 
sonal beliefs,  he  should  be  equally  prepared  to 
deal  with  the  problems  of  family  planning, 
sexual  behavior  (normal  and  abnormal),  and  a 
whole  range  of  related  family  centered  prob- 
lems. Since  population  size  and  control  are  apt 
to  be  considered  increasingly  at  the  community 
level,  the  physician  should  be  prepared  to  be- 
come a major  resource  to  the  community  as  a 
counsellor.  Inasmuch  as  the  profession  will 
surely  be  called  upon  in  such  a capacity,  ability 
to  meet  this  challenge  will  result  in  either  pro- 
gressive leadership,  if  successful,  or  a loss  of 
role,  if  a failure.  Similarly  the  profession  is  at 
least  being  given  an  opportunity  to  respond  to 
a need  in  the  field  of  family  counselling,  mar- 
riage counselling,  and  the  areas  of  sexual  be- 
havior. Here  the  future  also  will  depend  on 
performance.  It  is  the  Committee’s  belief  that 
these  are  such  important  areas  for  study  that 
the  medical  schools  should  make  these  pertinent 
subjects  available  to  the  student  at  the  under- 
graduate level.  In  areas  in  which  attitudes  are 
as  heavily  influenced  by  emotions  as  these,  more 
than  the  average  learning  experiences  should  be 
offered  to  give  maximum  objectivitv  and  com- 
pleteness. To  understand  the  complete  picture, 
the  student  should  have  much  insight  into  the 
family  as  a health  unit,  including  the  social  and 
economic  impact  on  the  health  and  welfare  of 
children,  as  well  as  other  ecologic  factors  in 
order  to  appreciate  his  future  role  as  a com- 
munity resource  person. 

With  this  in  mind,  the  Committee  attempted 
to  outline  in  considerably  detail  the  available 
opportunities  for  presenting  problems  of  human 
reproduction  and  population  control  in  various 
areas  of  the  medical  school  curriculum,  should  a 
medical  school  desire  to  take  advantage  of  them. 
This  might  be  considered  a clear-cut  mandate 
to  the  medical  profession  of  the  United  States 
from  its  largest  and  most  representative  organi- 
zation. At  least  this  is  a start  toward  medical 
awareness. 

active  participation  needed 

We  must  also  realize  that  medical  responsi- 
bility- demands  more  action  than  just  passing 


resolutions  and  making  recommendations.  We 
must  do  our  part  in  lay  education,  research, 
teaching,  and  the  dissemination  of  appropriate 
contraceptive  advice.  We  must  join  with  respon- 
sible lay  organizations  in  administering  distribu- 
tion of  contraceptive  medication,  apparatus  and 
information  in  medically  controlled  offices,  clin- 
ics and  dispensaries,  in  hospitals  and  institutions 
everywhere.  This  should  be  done  with  respectful 
consideration  for  the  restrictions  of  religious 
groups  oil  of  whom  believe  in  family  limitation 
when  necessary,  but  whose  methods  of  effecting 
limitation  may  vary. 

The  profound  effect  of  an  unmanageable  and 
rapid  population  increase  in  this  country  is 
viewed  with  alarm  regardless  of  the  vantage 
point  of  the  discipline  followed  by  the  individ- 
uals inspecting  it.  The  rapidly  mounting  problem 
of  economics  and  technological  employment  is 
commented  on  extensively  bv  Canfield  and  many 
others.7  In  addition,  Canfield  speaks  of  a “de- 
pressing facet  of  human  wastage  related  to 
population  trends'  particularly  with  respect  to 
juvenile  delinquency.  “Persons  15-19  years  of 
age,  he  states,  “are  expected  to  increase  by  44 
per  cent  during  the  sixties,  and  many  of  them 
will  have  no  occupation.  Even  if  the  delinquency 
rate  does  not  rise,  the  number  of  delinquents  in 
this  age  bracket  w ill  rise  swiftly  at  a time  when 
we  are  already  deeply  troubled  by  its  present 
magnitude.’ 

He  quotes  Philip  Hauser,  Ph.D.,  former  U.S. 
Census  chief  and  now'  Chairman  of  the  Depart- 
ment of  Sociology  at  the  University  of  Chicago, 
as  f ollow's : 

The  tremendous  range  of  problems  wre  face 
in  our  central  cities  is  increasing  compounded 
by  the  persistence  of  fertility  differentials  based 
primarily  on  income  and  educational  status.  Low 
income  families  continue  to  have  more  children 
than  they  say  they  want,  in  large  part  because 
of  discriminatory  medical  services  which  vir- 
tually deny  them  access  to  modern  fertility- 
control.  The  children  in  turn  receive  inferior 
educations,  and  the  combination  of  high  fertility 
and  inadequate  training  is  a major  deterrent  to 
the  economic  and  social  advances  of  families 
in  the  culture  of  poverty.  The  price  we  are 
paying  for  these  discriminatory  practices  is  al- 
ready high— and  will  soon  become  staggering. 

the  fertility-poverty  spiral 

The  vicious  spiral  of  increasing  poverty  and 
increasing  fertility  is  in  our  midst  in  this  country 
and  is  so  close  to  all  of  us  that  it  is  almost  incred- 
ible that  it  has  carried  no  greater  impact  on  the 
general  population. 
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The  birth  rate  in  New  York  in  1964  was  almost 
twice  its  death  rate  and  the  great  majority  of 
these  births  were  in  low  income  families,  most 
of  them  either  unemployed  or  earning  the  mini- 
mum $1.37-an-hour  wage  scale. 

There  are  69  million  children  in  the  United 
States  under  the  age  of  18.  Of  the  69  million, 
12  million  live  in  absolute  poverty,  which  means 
just  enough  milk,  bread,  meat,  clothing  and  shel- 
ter to  keep  from  starving  to  death  or  freezing  to 
death.  In  a startling  and  distressing  article  in 
the  New  York  Times  Magazine  Section  of  Janu- 
ary 31,  1965,  Mr.  Julius  Horwitz  speaks  of  the 
catastrophic  intellectual  and  moral  starvation  of 
these  children.  It  is  safe  to  say  that  the  majority 
of  these  children  are  unwanted;  that  they  are 
spawned  into  a bleak,  fatherless  and  frequently 
motherless  world,  and  that  by  the  time  most  of 
these  children  reach  the  age  of  six  they  are  lost 
forever.  The  following  Harlem  vignette  de- 
scribed by  a social  worker  is  no  exaggeration: 

There’s  a woman  here  on  the  top  floor.  There’s 
no  father.  She  has  nine  kids.  They  run  around 
naked  even  in  winter.  She  doesn’t  give  a damn 
about  them.  They  hit  the  street  in  the  morning 
and  stay  there.  They  don’t  think  this  is  a house 
they  live  in.  They  throw  garbage,  they  make  it 
in  the  hallways,  they  scream,  fight,  they’re  wild. 

As  Horwitz  says,  “We  need  to  penetrate  into 
the  home  as  though  a plague  were  raging,  all 
the  adults  dead  and  the  children  moaning  in 
their  cribs  for  help.  The  ‘unavailable  mother’— 
unwed,  indigent  or  surviving  on  welfare  pay- 
ments, socially  deprived,  economically  deprived, 
intellectually  deprived,  often  friendless,  de- 
pressed, mentally  disturbed,  lonely,  frightened, 
unable  to  supply  the  needs  of  a newborn  child, 
already  burdened  with  children  she  has  re- 
jected—the  unavailable  mother  produced  the 
unreachable  child.”  This  is  the  unavailable 
mother  who  brings  her  child  home  from  the 
hospital  and  realizes  she  hates  him  for  being 
alive. 

This  filthy  residue  of  our  culture  exists  in 
every  city  in  the  United  States  and  the  problem 
is  multiplying  itself  with  dreadful  predictability, 
because  the  medical  profession  has  controlled 
the  death  rate  but  has  done  very  little  about 
the  birth  rate. 

medical  profession  an  integral  factor 

Possibly  the  words  very  little  are  too  extreme 
and  possibly  the  responsibility  for  population 
control  should  not  rest  entirely  with  the  medical 


profession.  But  the  medical  profession  is  an 
integral  factor  in  any  population  control  pro- 
gram. Beginning  with  the  teaching  in  medical 
schools  of  reproductive  physiology,  population 
problems,  and  contraceptive  techniques,  we,  as 
doctors  of  whatever  race  or  religion,  should 
assist  individually  and  collectively  in  our  own 
localities,  and  with  our  own  popidation  groups, 
in  making  family  planning  a reality.  There  is, 
of  course,  more  than  the  teaching  and  adminis- 
tration of  contraceptive  techniques  involved  in 
this.  Even  in  this  country  there  is  a teeming 
population  of  individuals  who  simply  are  not 
perceptive  enough  or  interested  enough  to  take 
on  family  responsibilities.  But  this  population 
must  be  cared  for  by  the  medical  profession  and 
the  paramedical  professions.  If  we  help  to  keep 
them  from  dying,  we  must  also  help  to  keep 
them  from  reproducing  beyond  their  means  and 
their  responsibilities. 

As  Joseph  Trainer  in  a recent  book  says: 

For  the  first  time  in  the  history  of  the  world, 
it  has  become  possible  and  reasonable  for  men 
and  women  to  satisfy  the  dominant  single  need 
for  sexual  fulfillment  without  pregnancy  as  a 
probable  consequence.  For  all  the  remainder 
of  human  history  it  was  either  dimly  or  clearly 
recognized  that  ten  minutes  of  passion  and  ten 
seconds  of  climax  had  an  attached  penalty  of 
fifteen  years  of  responsibility.  Most  of  the  cul- 
tural codes  have  evolved  from  that  experience. 
Now,  in  the  historical  blinking  of  an  eye,  this 
is  all  changed.  Some  confusion  is  bound  to  re- 
sult. Sexual  behavior  is  running  well  ahead  of 
the  best  contraceptive  techniques,  showing  to 
the  cognoscenti  that  sublime  faith,  not  neces- 
sarily supported  by  the  facts,  is  still  possible. 
The  law,  as  is  usuai  and  proper,  lags  far  behind. 
The  states  of  Massachusetts  and  Connecticut 
(fortunately,  no  longer  the  latter)  continue  to 
prohibit  dissemination  of  information  on  con- 
traception. This  is  no  doubt  recognized  as  a 
form  of  witchcraft  against  which  there  have 
been  New  England  edicts  for  a long  time.  The 
Roman  Catholic  Church  is  in  a state  of  sorting 
out  her  theological  hassel  in  terms  of  scientific 
biology;  this  is  a new  problem  for  her,  too. 
The  general  run  of  Christian  religions  has  come 
over  to  favoring  contraception,  since  the  Epis- 
copal Church  stated  a position  at  the  Lambeth 
Conference  in  1930.  The  great  bulk  of  the 
world’s  population,  however,  is  not  Christian 
but  Buddhist,  Confucianist,  Taoist,  Hindu,  and 
Moslem.  None  of  these  religious  groups  have 
entwined  contraception  with  doctrine,  although 
all  have  a close  interest  in  sex.8 

But  these  different  religious  populations  are 
not  the  ones  right  here  at  home.  They  are  not 
the  ones  that  spawn  the  offspring  delivered  in 
Cook  County  Hospital  in  Chicago,  85  per  cent 
of  whom  are  registered  as  illegitimate.  At  the 
present  moment  in  this  country  religion  of  what- 
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ever  sort,  and  basic  moral  standards,  should 
help  to  control  this  epidemic  of  proliferation  of 
the  human  race  to  its  own  detriment  and  pos- 
sible destruction.  But  the  unfortunate  facts  are 
that  these  forces,  however  powerful  and  civilized 
we  think  they  may  be,  simply  are  not  providing 
the  necessary  restriction. 

It’s  as  though  there  were  an  ever-growing, 
raging,  smallpox  epidemic  being  fought  with  a 
vaccine  so  attenuated  that  no  protective  effect 
could  be  observed. 

conclusion 

Ladies  and  gentlemen— most  of  you,  as  I,  have 


read  the  Book  of  Revelation.  But  I didn’t  even 
understand  much  about  the  Four  Horsemen  of 
the  Apocalypse  until,  at  Grantland  Rice’s  in- 
stigation, I saw  that  Notre  Dame  backfield  in 
motion.  To  its  eternal  credit,  the  medical  pro- 
fession has  got  the  upper  hand  and  is  stamping 
out  one  of  these  four  horsemen— Pestilence. 

Are  we  going  to  capitulate  to  an  even  more 
incredible  pestilence— the  destruction  of  our  own 
civilization  by  our  own  progeny?  We  can,  and 
must,  be  leaders  in  attempts  to  solve,  as  we  have 
in  the  past,  problems  in  future  human  welfare 
and  happiness.  Now  is  the  time  for  action  * 

333  Cedar  Street  (06511) 


abstract  o 

Ante  nuestros  ojos,  la  poblacion  esta  explo- 
tando  en  los  Estados  Unidos  asi  como  en  la 
India,  China,  Africa  o Sud  America  y nosotros, 
como  profesion,  hemos  hecho  poco  acerca  de 
esto.  Las  implicaciones  medicos  son  enormes. 


Esto  nos  import  a a nosotros,  individualmente,  y 
como  profesion,  a aceptar  mayor  responsabilidad 
en  materias  relacionadas  a la  reproduccion 
humane,  como  ellas  afectan  al  total  de  la  pob- 
lacion y las  familias  individualmente.  Nosotros 
podemos,  y deberiamos,  asumir  el  liderazgo  en 
el  atento  de  resolver  estos  problemas  pendientes. 
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Cardiac  Monitoring  by  Miniaturized  Transmitter 


J.  C.  M I C H E L,  M.  D.,  Seattle,  Washington 


T his  note  describes  a new  miniature  unit  used 
in  radio  transmission  of  EKG  impulses.  Most 
instruments  used  to  date,  although  clinically 
satisfactory,  have  been  large,  cumbersome  and 
awkward,  hence  they  interfere  with  patient  com- 
fort and  impede  nursing  care.  The  unit  de- 
scribed below  eliminates  many  of  these  difficul- 
ties. 

Clinical  value  of  the  instrument  lies  in  the 
possibility  of  its  use  in  connection  with  a visual 
or  auditory  alarm  programmed  to  trip  when 
signals  transmitted  indicate  onset  of  arrhythmia 
or  even  changes  in  the  ECG  complex.  Imme- 
diate action  of  thus  prompted  nurses  or  physi- 
cians has  often  been  life  saving.1-2 

In  the  past,  continuous  recording  of  the  EKG 
impulses  has  been  obtained  by  the  same  meth- 
od used  in  routine  electrocardiography:  elec- 
trodes from  all  four  extremities  connected  to  a 
machine  at  the  bedside.  Some  improvement 
came  when  the  electrodes  were  removed  from 
the  extremities  and  attached  to  the  patient’s 
chest  with  tape  or  a long  rubber  strap.  How- 
ever, the  cable  still  connected  the  patient  to  the 
bedside  instrument;  indeed  a modest  incum- 
berance,  but  when  coupled  with  indwelling  in- 
travenous needles,  suction  catheters  for  drain- 

This  study  has  been  made  available  through  a grant 
from  the  Northwest  Research  Foundation,  as  well  as  the 
loan  of  equipment  from  the  Boeing  Company. 


age,  oxygen,  etc.,  it  proved  to  be  one  more  object 
of  discomfort  to  the  patient  and  an  obstacle  to 
his  attendants.  Radio  telemetry  solved  some  of 
these  problems  and,  although  it  permitted  re- 
duction in  size  of  the  instrument,  the  patient  still 
had  to  be  connected  to  the  sending  set  that  was 
either  at  the  bedside  or  fitted  to  his  body.  Most 
units  are  usually  as  big  as  a cigar  case  or  the 
more  contemporarily  recognized  “bell  boy.”  Al- 
though not  huge,  this  indeed  is  big  enough  to 
make  the  patient  aware  of  an  encumberance, 
especially  if  he  lies  on  it  or  has  to  have  it  strap- 
ped on  with  a belt  or  harness. 

A few  years  ago  the  Bio-Astronautic  division 
of  the  Boeing  Company  developed  a miniature, 
transistorized  ECG  transmitter  designed  to  mini- 
mize discomfort.  It  was  made  for  a man  re- 
quired to  be  confined  to  a small  space  as  for 
many  days  of  extraterrestrial  travel.  This 
small  instrument,  obviously,  offered  great  possi- 
bilities for  clinical  application.  Its  size  is  illus- 
trated, (Figure  1). 

Clearly  it  is  so  small  as  not  to  bother  the  pa- 
tient. The  lead  wires  are  thin  and  can  be  ap- 
plied easily  with  either  one  of  the  small  elec- 
trodes which  are  of  bandaid  size  or  with  needle 
electrodes  which  give  longer  or  more  reliable 
tracings.  Being  no  bigger  than  a cigarette  lighter, 
it  is  obviously  so  small  as  to  fit  a pajama  pocket 
or  it  may  be  pinned  to  the  inside  of  a bra  cup 
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in  the  case  of  a woman.  Range  of  transmission 
varies  from  20  to  60  feet,  depending  on  wall 
construction.  Presence  of  other  electrical  equip- 
ment has  proven  to  be  unimportant.  The  re- 
ceiving station,  made  from  a modified,  second- 
hand television  set,  is  plugged  directly  into  an 
electrocardiograph  or  cathode  ray  oscilloscope, 
or  both.  Patients  prefer  to  have  recording  and 
receiving  instruments  away  from  the  bedside, 
preferably  outside  their  room,  so  they  need  not 
be  preoccupied  with  electronic  devices  making 
them  aware  of  every  one  of  their  vital  signs. 

This  instrument  has  been  used  in  a number 
of  ways.  Patients  with  continuing  tachycardia 
have  been  monitored  24  hours  a day  through 
daytime  activities  and  sleep,  thus  giving  an 
exact  picture  of  the  variation  in  their  heart 
rate.  The  elucidation  of  arrhythmias  which  may 
be  noted  on  an  oscilloscope,  and  then  recorded 
manually  or  automatically  has  also  been  done. 
This  small  instrument  adapts  itself  very  nicely 


to  telemetered  continuous  EKG  recording  during 
exercise,  either  with  a Master  step  test  or  with 
the  treadmill.  During  cardiac  catheterization, 
freedom  from  cumbersome  wires  and  equip- 
ment and  the  absence  of  radiopaque  objects,  has 
been  extremely  useful  since  the  patient  may 
easily  be  positioned  for  appropriate  fluoroscopy 
or  angiograms.  Continuous  monitoring  during 
surgery,  when  indicated,  can  also  be  facilitated 
by  this  equipment. 

This  little  transmitter  has  been  found  to  be 
reliable.  The  batteries  that  power  it  can  be 
obtained  from  any  local  store  as  they  are  the 
same  as  those  used  for  hearing  aids,  and  last 
for  approximately  30  days  of  continuous  trans- 
mission. Finally  its  ease  of  application  and  its 
ability  to  broadcast  consistently  good  records  at 
the  hands  of  non-eleetronically  trained  person- 
nel, such  as  doctors  or  nurses,  has  been  a great 
asset.  ■ 

702  Summit  Ave.  (98104) 
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CONTROL  BY  SYSTEM 

It  must  be  recognized  that  a system  that  raises  such  tremendous  sums  ol 
money  by  tax,  and  dispenses  it  only  in  part  by  check  direct  to  the  recipient,  but 
largely  by  service,  creates  a situation  in  which  thousands  of  actual  and  virtual 
employees,  both  laymen  and  physicians,  become  materially  dependent,  if  not  wholly 
so,  upon  the  system.  Numerous  authorities  pointed  out  that  it  was  this  “hold”  upon 
the  physician  and  the  administrative  employee  that  made  it  possible  in  Germany,  and 
subsequently  Austria,  for  instance,  almost  at  will  to  eliminate  not  alone  the  Jewish 
physician  but  those  of  anti-government  political  faith.  Deprived  of  his  insurance 
practice,  such  a physician  was  almost,  if  not  actually,  deprived  of  a living.  And  entirely 
aside  from  the  Aryan  question,  it  was  perfectly  evident  that  with  the  coming  of  the 
new  government  regime  those  on  the  administrative  staff,  as  well  as  some,  if  not  many, 
physicians,  who  did  not  hold  the  tenets  of  the  dominant  political  faith  found  them- 
selves replaced.  This  is  not  an  envisioned  danger.  This  is  a statement  of  what  happened. 
Some  of  the  results  are  now  on  our  shores. 

From  "Sickness  Insurance  in  Europe''  a report  by  the 
late  George  Crownhart  to  the  State  Medical 
Society  of  Wisconsin,  published  in  1938. 
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Frostbite 

A Method  of  Management  Including  Rapid  Thawing 

WILLIAM  J.  MILLS,  Jr.,  M.D.,  Anchorage,  Alaska 

Alaska,  a sub-arctic  and  arctic  area,  offers  unusual  opportunity  to  study 
cold  injury.  Controversy  exists  about  methods  of  thawing  but  there  is  none  about 
the  necessity  for  control  of  infection.  Experience  indicates  rapid  warming, 
in  water  bath  at  98  to  112  F,  to  be  the  best  method  of  thawing.  This  must  be 
followed  by  daily  program  of  physiotherapy  and  whirlpool  baths.  Sympathectomy 
may  ameliorate  superficial  lesions  but  does  not  alter  eventual  line  of  demarcation. 
Debridement  and  amputation,  must  be  avoided.  Control  of  infection  is  paramount. 


Cold  trauma  was  a medical  condition  as  familiar 
to  the  ancients  as  it  is  to  our  present  civilization. 
Man  has  built  shelters  and  designed  clothing 
to  ward  off  the  effects  of  cold,  but  has  only 
poorly  adapted  physiologically  to  lowered  tem- 
peratures. 

The  armies  of  Alexander  suffered  cold  injury. 
The  troops  of  General  Washington  in  our  Ameri- 
can Revolution  were  victims  of  severe  cold,  as 
every  American  school  child  knows.  The  Grand 
Army  of  Napoleon  was  decimated  by  freezing 
injury  and  trenchfoot  in  the  retreat  from  Moscow 
in  i812-13.  The  British  Army  in  the  Crimea 
reported  excessive  loss  of  men  following  cold 
trauma  in  1854—55.  In  World  War  I the  British 
casualties  totaled  115,331  from  frostbite  and 
trenchfoot  alone.  The  American  Forces  in  World 
War  II  reported  55,331  cases  of  cold  injury  in 
all  theaters  and  5,300  cases  of  cold  injury  were 
reported  in  the  Korean  military  operation.1 

inevitable  annual  toll 

The  civilian  casualty  list  is  less  impressive, 
in  numbers,  but  equally  disastrous  in  result.  Year 
after  year,  in  the  United  States  and  Canada, 
hunters,  trappers,  motorists,  skiers,  and  mountain 
climbers  sustain  freezing  injury.  Tropical  and 
temperate  zones  report  frostbite,  even  as  the 
arctic  and  sub-arctic  areas.  Any  mountain  peak 
above  seven  or  eight  thousand  feet,  given  the 
proper  combination  of  wind,  snow  or  ice  with 
decreasing  oxygen  supply  as  the  altitude  in- 
creases, provides  a setting  for  cold  trauma. 

In  Alaska  we  anticipate  lowered  temperatures 
and  subsequent  freezing  injuiy.  Most  Alaskans, 
Caucasians  and  Native  Eskimo  or  Indian,  dress 

Read  before  Washington  State  Medical  Association  76th 
Annual  Convention.  Seattle,  Washington,  September  15, 
1965. 


Fig.  1.  Case  A— rapid  rewarming  of  white  male,  age  27, 
24  hours  post  exposure.  Exposure  time  20  minutes;  tem- 
perature 0 F;  wind,  approximately  75  knots;  site.  Arctic 
slope.  Thawed  in  warm  water,  108  F for  20  minutes.  Sen- 
sation in  volar  pads  returned  after  thawing  and  remained 
until  blebs  formed,  and  epidermis  was  elevated  by  fluid. 
Prognosis  excellent,  since  the  blebs  are  large,  pink,  intact, 
and  extend  to  the  distal  pads.  Treatment  is  immediate, 
open,  with  whirlpool  and  exercise  of  digital  joints. 


warmly  in  winter,  to  prevent  heat  loss.  Even  so, 
accident,  prolonged  exposure,  immersion  or  al- 
coholic stupor  take  an  annual  toll.2 

The  incidence  of  this  injury  appears  to  be 
increasing  in  the  Arctic,  as  its  frontiers  are 
invaded  by  hunters,  trappers,  geologists  and  tour- 
ists, including  the  increase  in  mountain  climbers, 
challenging  the  Canadian  and  Alaskan  peaks. 
In  the  three  seasons  of  1961,  1962  and  1963, 
114  climbers  attempted  the  ascent  of  Mt.  Mc- 
Kinley. Fourteen  per  cent  sustained  freezing 
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Fig.  2.  Case  A — 48  hours  post  thawing.  Despite  constant 
digital  exercise  the  blebs  are  intact.  Cotton  pledgetts 
between  the  digits  avoid  maceration.  The  patient,  although 
otherwise  in  good  health,  must  depend  upon  others  for 
all  needs,  since  hands  and  feet  are  equally  involved. 

injury,  deep  injury,  requiring  extended  medical 
care. 

two  types  of  injury 

What  is  cold  trauma?  As  with  the  manage- 
ment of  cold  injury,  the  pathogenesis  and  defini- 
tion is  controversial.  There  is,  however,  modest 
accord  in  this  much  definition. 

Frostbite  is  a freezing  injury,  resulting  from 
rapid  or  insidious  heat  loss,  or  tissue  cooling, 
to  the  point  of  ice  crystal  formation  in  the 
superficial  or  deep  structures. 

Trenclrfoot,  immersion  foot,  and  chilblain 
are  terms  that  apply  to  injury  resulting  from 
prolonged  exposure  at  lowered  temperatures  (40- 
60  F),  but  temperatures  above  the  freezing 
point,  with  neurovascular  changes  produced  that 
are  often  irreversible. 

A mixed  injury,  seldom  reported  or  discussed, 
is  not  unusual  in  the  Arctic  and  probably  very 
common  in  military  campaigns  tlrroughout  his- 
tory. This  insult,  usually  severe,  is  a result  of 
cold  exposure  at  low  temperatures,  above  freez- 
ing, (40-60  F),  for  a prolonged  period.  It  is 
followed  by  a superimposed  tissue  freezing.  The 
final  result,  by  any  method  of  therapy,  is  often 


Fig.  3.  Case  A — whirlpool  bath  is  given  twice  daily  in 
cleansing  solution,  at  temperature  range  90-98  F.  Whirl- 
pool permits  a program  of  painless  exercise,  atraumatic 
debridement  of  devitalized  tissues  and  gentle  tissue  and 
bacterial  dilution. 


Fig.  4.  Case  A — twelve  days  post  thawing.  Blebs  are  rup- 
tured or  receding.  The  eschar  is  hardening  and  con- 
tracting soon  to  form  a hard,  dry,  cast-like  cover. 

as  disastrous  as  the  not  uncommon  mountaineers' 
injury,  that  of  repeated  freezing.  Here  the  part 
or  parts,  usually  at  high  altitudes,  are  frozen, 
eiher  superficially  or  deep,  thawed  by  any 
means,  then  refrozen  prior  to  rescue.  In  either 
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Fig.  5.  Case  A — twenty-one  days  post  thawing.  Lateral, 
dorsal,  or  volar  incisions  in  this  cast-like  eschar  will 
permit  increased  range  of  motion  of  digital  joints.  Care 
must  be  taken  to  avoid  injury  (thus  risking  infection)  to 
the  fragile,  newly  epithelializing  tissues  below. 


event,  the  tissues  are  seldom  prepared  for  the 
second  insult.  Tissue  death  is  rapid. 

pathologic  process 

The  pathogenesis  of  frostbite,  still  is  poorly 
defined.  In  brief,  the  following  occurs.  The 
extremity  is  exposed  to  rapid  or  insidious  heat 
loss,  at  temperatures  below  freezing.  Vasocon- 
striction of  the  distal  vascular  tree  follows,  with 
eventually,  after  intermittent  arteriole-venule 
shunting,  freezing  of  the  part  distal  to  the  shunt 
level.  There  is  no  clinical  or  laboratory  evidence 
of  tissue  change  in  humans,  occurring  through 
the  freezing  state,  other  than  ice  crystal  forma- 
tion, the  latter  usually  in  extracellular  spaces.3 

There  is,  in  fact,  suspicion  that  the  tissue 
trauma  and  changes  occurring  during  thawing 
are  the  cause  of  organ  and  anatomical  loss.  Dur- 
ing and  after  thawing,  the  cellular  injury  results 
further  from  the  mechanical  changes  secondary 
to  the  formation  of  or  accretion  of  ice  crystals, 
tissue  dehydration  from  solute  transfer,  with 
resultant  biochemical  disturbance,  intra  and 
extracellular,  and  further  changes  resulting  from 
tissue  anoxia.  Eventually  corpuscular  aggrega- 
tion and  thrombosis  may  develop  in  the  vascular 
tree,  with  distal  gangrene  and  amputation. 


Fig.  6.  Case  A — the  whirlpool  will  complete  the  debride- 
ments of  the  devitalized  tissues.  The  hand  (or  foot)  exer- 
cise program  must  continue.  Here  sterile  fluffs  are  util- 
ized as  an  exercise  post  constantly  during  the  waking  day. 
Ultimate  hand  function  is  usually  determined  by  the 
third  week. 


appearance 

Appearance  of  the  frozen  extremity  varies 
greatly  with  age,  foot  or  hand  gear  and  the  state 
of  the  vascular  tree  at  the  time  of  freezing.  The 
part  involved  is  usually  cold  and  rigid,  the 
digital  joints  inflexible.  The  color  varies  from 
pale  yellow,  or  white,  to  mottled  blue.  Sensa- 
tion is  absent.  Deep  pain  is  rare. 

Considerable  controversy  exists  in  the  method 
of  treating  the  freezing  injury.  The  difference 
of  opinion  begins  first  with  the  injury  itself.  It  is 
difficult,  if  not  impossible,  to  determine  the 
depth  of  the  injury.  It  has  been  customary  in 
the  past  to  describe  the  injury  as  first,  second, 
third  or  fourth  degree  frostbite,  with  varied  signs 
indicative  of  the  degree,  dependent  on  the  depth 
of  penetration  of  injury. 

Actually,  even  the  most  experienced  clinician 
can  usually  do  no  better  than  describe  the  initial 
injury  as  superficial  or  deep.  Even  the  method 
of  thawing  changes  this  pattern,  for  a very  deep 
injury,  rapidly  thawed,  assumes  the  appearance 
of  superficial  injury,  and  a superficial  injury, 
thawed  slowly  in  ice  or  snow  bath,  may  appear 
as  a deep  injury. 

The  diversity  of  opinion  is  most  striking  in 
regard  to  the  method  of  thawing  the  frozen 
extremity,  and  the  method  of  management  in  the 
post  thaw  period. 


i 
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Fig.  7.  Case  A — five  weeks  post  thawing.  No  gross  ana- 
tomical loss,  but  even  with  this  result  the  function  is 
impaired,  in  the  form  of  volar  pad  hypesthesia,  increased 
sweating,  volar  fat  pad  loss  and  intrinsic  atrophy.  Few 
limbs,  if  carefully  examined,  will  fail  to  show  some 
residual  damage  from  moderate  or  deep  injury. 

methods  of  thawing 

Generally,  immediate  thawing  is  by  one  of 
three  methods:  (1)  rapid  rewarming  in  a warm 
water  bath,  at  100  to  112  F;  (2)  spontaneous 
rewarming  at  room  temperature;  (3)  slow  or 
delayed  thawing  in  ice,  snow,  or  cool  solutions. 
Occasionally  extremities  are  thawed  utilizing 
excessive  heat,  at  temperatures  greater  than  120 
and  often  at  temperatures  of  150  to  180  F.  Many 
variations  of  the  above  methods  exist,  including 
the  use  of  salves,  ointments,  friction  massage, 
cooling  fans,  and  a combination  of  all  of  the 
above. 

After  thawing,  the  treatment  varies  greatly. 
The  variation  includes  sympathetic  block,  im- 
mediate or  delayed  sympathectomy,  open  treat- 
ment, without  cover  of  any  kind,  occlusive 
dressings,  vasodilators,  anticoagulants  and  anti- 
biotics and  again  any  combination  of  this  group. 

Considerable  disagreement  exists  regarding 
the  advisability  of  early  or  late  debridement,  and 
amputation.  Surgical  interference  has  been  advo- 
cated by  some,  and  condemned  by  others,  quite 
freely  and  heatedly. 

Fortunately,  there  is  no  disagreement  regard- 
ing infection.  At  all  cost,  the  parts  must  be  kept 
clean,  and  infection  prevented.  After  the  second 


Fig.  8.  Case  A — five  and  one-half  weeks  post  thawing. 
Adequate  function,  but  demonstrates  volar  fat  pad  loss, 
intrinsic  atrophy,  desquamation  of  nails. 


or  third  day,  pathogens  may  be  cultured  from 
the  necrotic  separating  surfaces.  These  wounds 
must,  as  in  open  fractures,  be  considered  con- 
taminated. Once  infection  becomes  advanced, 
tissue  death  rapidly  follows,  and  results  in  tissue 
loss. 

treatment  based  on  experience 

In  Alaska,  an  arctic  and  sub-arctic  area,  we 
have  an  unusual  opportunity  to  study  the  prob- 
lem of  frostbite  or  true  freezing  injury. 

From  this  study,  a few  substantiated  facts 
appear.  Our  best  results  by  far  are  achieved  by 
conservative  care.  This  care  demands  daily 
physiotherapy  and  whirlpool  bath.  The  physio- 
therapy includes  digital  joint  exercise  through- 
out the  period  of  treatment,  and  the  whirlpool 
bath  is  given  twice  daily  throughout  therapy. 
The  bath  includes  hexachlorophene  or  providone- 
iodine,  (Betadine). 

Early  debridement  or  amputation  is  absolutely 
avoided,  except  in  the  presence  of  overwhelm- 
ing infection.  When  demanded,  amputation  is 
most  often  of  the  guillotine  type.  Whirlpool  bath 
is  reinstituted  after  amputation  or  debridement, 
within  two  or  tliree  days. 

The  very  worst  results  of  thawing  occur  with 
the  use  of  excessive  dry  heat.  Here  the  frozen 
part  is  subjected  to  cooking,  with  disastrous 
results.  Poor  results  also  follow  slow  thawing 
using  ice  or  snow,  or  very  cool  solutions.  Spon- 
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Fig.  9.  Case  B — Eskimo,  age  54.  bilateral  freezing  of  the 
feet.  He  was  trapped  in  a blizzard  when  a dog  team 
left  him.  Temperature  -20  F:  duration  of  exposure,  six 
days;  thawing  method,  ice  and  snow  and  water  (delayed 
thawing);  estimate  of  freezing  time,  48  to  60  hours.  Feet 
carefully  contained  in  fluff  dressing  for  transport  pro- 
tecting blebs. 


Fig.  10.  Case  B — four  days  post  thawing.  All  prognostic 
signs  are  ominous.  The  blebs  are  proximal,  extending 
only  to  the  webbs  and  M-P  joints,  the  digits  are  cyanotic, 
cool  and  insensitive.  Bleb  color  is  dark  or  sero-sanguin- 
eous  and  pain  is  absent. 


Fig.  11.  Case  B — 90  days  post  thawing.  Infection  controlled 
by  aseptic  technique  and  whirlpool  cleansing.  Antibiotics 
not  utilized.  This  method  of  care  can  be  provided  at  home 
with  proper  instruction  utilizing  Jacuzzi  type  whirlpool 
appartus  at  home  or  oscillating  blade  washing  machines. 


Fig.  12.  Case  B — guillotine  or  loose  primary  amputation 
and  closure  can  be  performed  at  this  stage  when  the 
tissues  are  at  maximum  demarcation,  and  retraction  and 
edema  has  subsided. 


taneous  thawing  at  room  temperature  is  variable 
in  effect  and  results  are  unpredictable. 

Rapid  rewarming  in  a water  bath,  has  given 
the  best  results,  when  accompanied  by  physio- 
therapy and  whirlpool.  The  part  thawed  is  im- 
mersed in  the  warm  water  until  flushing  of  the 
digital  pads  occurs.  Temperature  range  of  thaw- 
ing may  vary  from  98  to  112  F.  It  now  appears 
that  115  F and  any  level  above  that  is  much  too 
warm  and  temperatures  over  120  very  definitely 
harmful  and  in  the  scalding  range.  We  prefer 
107  to  112  F.  We  have  accumulated  no  evidence 


that  rapid  thawing,  at  proper  temperatures,  is 
harmful. 

Every  patient  treated  has  had  one  or  more  of 
three  pathogens  cultured  from  the  wound  sur- 
face. The  most  common  contaminant  was  Staph- 
ylococcus aureus  coagulase  positive,  with,  until 
one  year  ago,  an  occasional  streptococcus  culture 
returned.  In  the  past  two  years  almost  a third 
of  our  cases  have  given  cultures  of  Pseudomonas 
aeruginosa.  Antibiotics  are  used  only  if  indicated, 
with  evidence  of  clinical  infection,  and  then 
only  after  culture  and  sensitivities  are  performed. 
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With  the  whirlpool  bath,  twice  daily,  at  98  to 
100  F,  few  patients  have  required  supplemental 
antibiotics.  Whirlpool,  by  twice  daily  irrigating 
and  cleansing,  permits  a grossly  clean  skin  sur- 
face, and  provides  debridement  of  the  eschar 
when  it  is  physiologically  prepared  to  separate. 

Xo  benefit  has  been  demonstrated,  in  the 
acute  or  sub-acute  phase,  following  the  use  of 
vasodilators,  anticoagulants,  sympathetic  block 
or  sympathectomy.  These  adjuncts  have  been 
helpful  in  the  late  phase,  six  months  to  two 
years  or  more,  in  patients  thawed  other  than 
by  rapid  rewarming. 

In  the  past  year,  in  view  of  the  work  reported 
in  the  past  by  Shumacker,4  we  have  performed 
unilateral  lumbar  sympathectomies,  in  patients 
with  estimated  equal  bilateral  lower  extremity 
freezing  injury.  The  procedure  has  been  per- 
formed at  various  intervals  from  the  period  of 
thawing,  usually  within  twenty-four  to  forty- 
eight  hours  of  thawing.  The  results  appear  to 
demonstrate  that  on  the  side  of  the  sympathec- 
tomy the  edema  is  less  and  recedes  more  rapidly, 
pain  is  much  less,  or  eliminated  entirely,  bleb 
formation  recedes  more  rapidly  and  the  foot  re- 
mains dry.  Demarcation  is  earlier.  However,  the 
level  of  ultimate  loss  remained  similar  to,  or  as 
great  as,  the  opposite,  controlled  or  unoperated 
extremity. 

In  this  country  and  elsewhere,  interest  has 
been  demonstrated  in  the  use  of  low  molecular 


Fig.  14.  Case  D — bilateral  foot  injury,  resulting  in  gan- 
grenous change  on  the  left.  Premature  amputation  through 
edematous  tissue  usually  results  in  increased  tissue  retrac- 
tion and  loss.  Thawing  is  by  ice  and  snow  packs. 

weight  dextran  in  freezing  injury.  Mundt,  utiliz- 
ing LMDx  (average  molecular  weight  41,000) 
in  rabbits,  reports  it  effective  in  inhibiting  intra- 
vascular corpuscular  aggregation.  He  felt  capil- 
lary blood  flow  was  improved.5  To  date,  no 
control  use  of  this  drug  for  this  purpose  has  been 
reported  in  this  country. 

It  would  appear  conclusive  that  less  infection, 
greater  tissue  preservation,  and  better  functional 
results  accompany  also  the  open  method  of  treat- 
ment, as  opposed  to  occlusive,  mascerating 
dressings. 

Regardless  of  the  method  of  thawing,  all 
patients  can,  in  the  post  thaw  stage,  be  treated 
similarly.  Open  treatment,  protective  cradles, 
twice  daily  whirlpool,  with  avoidance  of  de- 
bridement and  prevention  of  infection,  and 
consistent  physiotherapy  offers  the  basic  funda- 
mental treatment.  From  this  beginning  many 
refinements  of  care  are  possible. 

742  K Street  (99501) 

abstracto 

Alaska,  como  region  sub-artica  y artica,  ofrece 
muchas  oportunidades  no  comunes  para  estudiar 
las  lesiones  por  el  frio.  Hay  desacuerdo  en  cnanto 
a los  metodos  de  descongelacion  pero  se  esta 
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Fig.  13.  Case  C — thawing  with  excessive  heat.  Both  feet 
frozen  at  -50  F;  exposure,  approximately  one  hour;  thaw- 
ing at  excessive  heat  175-180  F in  diesel  generator  exhaust 
stream  from  a power  plant.  These  tissues,  injured  pri- 
marily by  freezing,  have  been  further  insulted  by  cook- 
ing. 


Fig.  15.  Case  E — whirlpool  bath  gently  cleanses  and  atraumatically  debrides  the  tissues, 
removing  necrotic  tissues  when  they  are  physiologically  prepared  to  separtate.  This 
method  of  debridement  is  seldom  duplicated  by  instrumentation. 


Fig.  16.  Case  F — do  not  be  mislead  by  a dry,  black,  mummified  extremity  cover  or  be  hasty 
in  debridement  other  than  slits  to  permit  digital  motion.  Viable  tissues  may  be  just  below  the 
necrotic  epidermis  or  dermis. 


de  acuerdo  en  la  necesidad  de  control  de  la 
infeccion.  La  experiencia  indica  que  el  calenta- 
miento  rapid o en  bano  de  Maria  a 98  a 112  F 
(36.6  a 44.4  C)  es  el  mejor  metodo  desscongela- 
cion.  Este  debe  ser  seguido  de  un  programa  de 
fisioterapia  y banos  en  piscina  de  remolino.  La 
simpatectomia  puede  mejorar  las  lesiones  super- 
ficiales  pero  no  altera  la  linea  de  demarcacion 
eventual.  La  debridacion  y amputacion  pueden 
ser  evitadas.  El  control  de  la  infection  es  de 
importacia  primaria. 
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The  cpain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’" Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2Vt, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 


president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portla7id 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


Warkany  to  be  Visiting  Professor 


JOSEF  WARKANY,  M.D. 


The  fourth  annual  Joseph  B.  Bilderback  Visiting 
Professorship  will  be  held  in  the  Department  of 
Pediatrics  at  the  University  of  Oregon  Medical 
School  on  March  1st  and  2nd.  Josef  Warkany, 
Professor  of  Research  Pediatrics  of  the  Children’s 
Hospital  Foundation,  Cincinnati,  Ohio,  will  be  the 
Visiting  Professor.  A series  of  conferences  and  sem- 
inars will  be  presented  by  Dr.  Warkany  and  the 
Pediatric  Staff  in  the  conference  room  of  the  Doern- 
becher  Memorial  Hospital  for  Children  during  these 
two  days. 

Dr.  Warkany  will  also  deliver  the  Annual  Bilder- 
back Lecture  in  the  Medical  School  Auditorium  on 
Wednesday  evening  at  8:00  p.m.  All  interested 
physicians  are  invited  to  attend. 

Examiners  Board  Licenses  1 1 Doctors 

At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  for  the  State  of  Oregon 
held  January  13-15,  David  B.  Judd,  Secretary,  an- 
nounced that  11  doctors  qualified  for  licensure  to 
practice  medicine  and  surgery  or  osteopathy  and 


surgery  in  Oregon.  Those  who  received  licenses  to 
practice  medicine  and  surgery  are: 

Gary  Owen  Boyer,  Seattle,  Washington;  Paul 
Conterer,  Chicago,  Illinois;  Robert  A.  Cooper,  Jr., 
Lake  Oswego;  John  R.  Ellis,  Eugene,  Oregon;  Wil- 
liam B.  Evans,  Rochester,  Minnesota;  John  W.  Gils- 
dorf,  Milwaukie,  Oregon;  Richard  L.  Grant,  Port- 
land, Oregon;  Joseph  T.  Morgan,  Jr.,  Coos  Bay, 
Oregon;  James  S.  Reed,  Oklahoma  City,  Oklahoma; 
David  D.  Reeder,  Los  Angeles,  California. 

Licensed  to  practice  osteopathy  and  surgery  was: 
George  R.  Culp,  Middlebury,  Indiana. 

The  next  regular  meeting  of  the  Board  of  Medi- 
cal Examiners  is  set  for  April  15  and  16.  The  filing 
deadline  date  for  this  meeting  is  March  15. 

Lewis  to  Receive  Award 


HOWARD  P.  LEWIS,  M.D. 


Howard  P.  Lewis  of  Portland,  has  been 
selected  as  recipient  of  the  Alfred  Stengel  Memor- 
ial Award  for  outstanding  service  to  the  American 
College  of  Physicians.  The  honor  will  be  bestowed 
at  the  Annual  Meeting  of  the  ACP  in  April. 

Dr.  Lewis,  Professor  and  Chairman  of  the  De- 
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partment  of  Medicine  at  the  University  of  Oregon 
Medical  School,  was  designated  the  awardee  to 
honor  his  service  as  a former  Governor,  Regent, 
Third  Vice-President  and  President  of  the  Ameri- 
can College  of  Physicians.  He  was  President  of 
the  AGP  during  1959-60. 

OBITUARIES 

dr.  john  w.  s.  brady,  76-year-old  retired  physician 
in  Portland,  died  October  31.  Occlusive  coronary 
arteriosclerosis  teas  determined  the  cause  of  death. 
Harvard  Medical  School  awarded  Dr.  Brady  his  de- 
gree in  1917. 

dr.  morris  l.  bridgeman,  Portland,  died  October  29 
of  malignant  lymphoma  with  wide  dissemination. 
Dr.  Bridgeman  received  his  degree  from  the  Univer- 
sity of  Oregon  Medical  School  in  1924  and  was  li- 
censed that  same  year.  A pediatrician.  Dr.  Bridge- 
man  was  not  only  a member  of  the  American  Acad- 
emy of  Pediatrics  but  also  received  his  professional 
appointment  from  the  University  of  Oregon  Medical 
School.  Dr.  Bridgeman  was  69. 

dr.  otto  Herman  uhle,  retired  general  practitioner 
from  Portland,  died  October  30  of  myocardial  infarc- 
tion. Dr.  Uhle  was  born  in  Saxony,  Germany,  in 
1896.  He  was  a 1922  graduate  of  the  University  of 
Manitoba  Faculty  of  Medicine.  Dr.  Uhle  teas  licensed 
in  1928. 


DR.  WILLIAM  WILSON  PRATTT  HOLT,  89,  died 

November  4 in  Medford  of  arteriosclerotic  heart 
disease.  He  received  his  degree  from  the  University 
of  Oregon  Medical  School  in  1905.  Dr.  Holt  was 
named  “ Doctor  of  the  Year ” by  the  Oregon  Medical 
Association  in  1959  in  recognition  of  his  more  than 
50  years  in  the  medical  profession. 

DR.  CAROL  MEYERS,  57,  died  November  1 in 
Florence  of  uremia.  Dr.  Meyers  had  practiced  gen- 
eral surgery  in  the  Eugene-Springfield  and  Reeds- 
port-Coos  Bay  areas  before  joining  the  medical  staff 
of  the  U.S.  Veterans  Administration.  She  worked 
at  veterans  hospitals  in  Boise  and  Grand  Island, 
Nebraska,  before  being  transferred  to  Fort  Harrison 
at  Helena,  her  post  at  the  time  of  death.  The  Uni- 
versity of  Oregon  Medical  School  awarded  Dr. 
Meyers  her  degree  in  1934. 

dr.  mary  b.  purvine,  84-year-old  retired  physician 
in  Salem,  died  June  10.  Dr.  Purvine  was  awarded  her 
degree  at  Willamette  University,  Medical  Depart- 
ment in  1903  and  received  her  license  the  same 
year.  Cause  of  death  was  auricular  fibrillation. 

dr.  james  edward  fetherston,  aged  75,  died  J line 
22  of  infarction  of  the  myocardium.  Dr.  Fetherston,  a 
resident  of  Corvallis  for  the  past  13  years,  teas  not  in 
practice  at  the  time  of  death.  He  graduated  from  the 
University  of  Illinois  College  of  Medicine  in  1918. 

Oregon  News  Continued  on  Page  156 
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Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 
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6050  S.W.  Old  Scholls  Ferry  Road 
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We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 
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WASHINGTON 


Washington  State  Medical  Association  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


State  AMPAC  Rates  High  Nationally 

AMPAC,  State  of  Washington,  received  hearty 
congratulations  from  National  AMPAC  for  outstand- 
ing work  done  during  the  last  year  in  ceremonies 
before  the  AMA  House  of  Delegates  meeting  in 
Philadelphia. 

Washington  ranked  fourth  nationally  in  total  dol- 
lars collected,  fifth  in  per  capita  dollar  contribution 
and  fifth  in  AMPAC  membership  percentage  of 
state’s  physicians. 

The  state  organization  was  formed  by  the  Wash- 
ington State  Medical  Association  Board  of  Trustees 
in  1961  and  has  as  its  goals  the  encouragement  of 
physician  and  physician  wife  participation  in  the 
political  party  of  their  choice,  providing  material  and 
information  to  physicians  and  their  families  so  their 
political  activities  can  be  effective,  and  the  collec- 
tion of  funds  and  distribution  to  candidates  for 
state  and  national  elective  offices  who  support  the 
views  of  medicine. 

The  AMPAC  Board  of  Directors,  one  represent- 
ing each  Congressional  District  and  a woman  repre- 
senting the  Auxiliary  are  Thomas  H.  Skrinar,  Ta- 
coma, Chairman;  John  L.  McKay,  Seattle,  Vice- 
Chairman ; John  A.  Nelson,  Longview,  Secretary- 
Treasurer;  Bichard  M.  Hoag,  Mount  Vernon;  Orval 
W.  Patchett,  Kennewick;  William  A.  Dittman,  Spo- 
kane; Waldo  O.  Mills,  Seattle,  and  Mrs.  L.  E.  Fos- 
ter, Bremerton. 

VanArsdel  Appointed 

Paul  Parr  VanArsdel,  Jr.,  of  Seattle,  has  been 
named  a member  of  the  Medic  Alert  Foundation’s 
National  Medical  Advisory  Committee. 

The  charitable,  nonprofit  organization  provides  a 
medical  identification  system  for  140,000  members. 
Medic  Alert  members  wear  a small  metal  emblem 
on  a neck  or  wrist  chain  to  warn  emergency  per- 
sonnel that  a problem  exists,  tells  briefly  what  the 


problem  is,  such  as  “Allergic  to  Penicillin”  and  where 
to  call  for  information. 

King  to  Deliver  LeCocq  Lecture 

Donald  E.  King  of  San  Francisco  will  deliver 
the  second  John  LeCocq  Lecture  in  Orthopedic 
Surgery  at  the  University  of  Washington  on  Friday, 
February  25.  His  topic  will  be  “Thirty-Five  Years 
Experience  with  the  Hip  Problem.” 

The  lectureship  was  established  in  1960  to  honor 
the  late  John  LeCocq,  pioneer  orthopedic  surgeon  of 
the  Northwest.  Dr.  LeCocq  practiced  in  Seattle 
from  1928  until  his  retirement.  He  served  as  Chief 
of  Staff  for  Swedish  and  Children’s  Orthopedic  Hos- 
pitals, an  instructional-faculty  member  of  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons,  and  as  Clini- 
cal Professor  of  Orthopedics  at  the  University. 

Dr.  King  is  clinical  professor  of  orthopedic  surgery 
with  the  Stanford  University  School  of  Medicine  and 
the  University  of  California  School  of  Medicine.  He 
served  as  chief  of  orthopedic  services  at  Stanford 
from  1934  until  1960,  when  he  joined  the  staff  of 
Presbyterian  Medical  Center.  He  is  well  known  for 
his  contributions  to  surgery  of  the  hip,  especially 
techniques  for  surgically  fusing  joint  surfaces. 

The  lecture  will  be  at  8:30  p.m.  in  the  Health 
Sciences  Auditorium,  followed  by  a reception  in 
the  Health  Sciences  lobby. 

Tacoma  Internists  to  Meet 

“Medical  Emergencies”  will  be  the  topic  of  dis- 
cussion at  the  sixteenth  annual  meeting  of  the 
Tacoma  Academy  of  Internal  Medicine,  to  be  held 
at  Jackson  Hall  of  Tacoma  General  Hospital  on 
Saturday,  March  12,  starting  at  9:00  A.M.  Lucian 
Smith,  associate  Professor  of  Medicine  in  the  Mayo 
Foundation  will  be  the  main  speaker  and  will  be 
supported  by  two  other  prominent  internists:  Wil- 

continued  on  page  133 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  succe., 
pleasant-tasting  cremomycin  can  ansvr 
the  call  for  help.  It  can  be  counted  on: 
consolidate  fluid  stools,  soothe  intestinl 
inflammation,  inhibit  enteric  pathoge 
and  detoxify  putrefactive  materials  — u i- 
a lly  within  a few  hours. 

cremomycin  combines  the  bacteriostac 
agents,  succinylsulfathiazole  and  neor/- 
cin,  with  the  adsorbent  and  protective  ?- 
mulcents,  kaolin  and  pectin,  for  comp;- 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaci: 
Withhold  if  diverticulosis  is  present  or  suspecl 
Precautions:  Sulfonamide:  Continued  use  requJS 
supplementary  administration  of  thiamine  and  \S-i 
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your  for 
Cremomycin 
can  provide  relief 


n K.  Neomycin:  Patient  should  be  observed  for 
w infections  due  to  bacteria  or  fungi.  Side  Effects: 
iilfonamide:  Sensitivity  reactions  may  occur  (e.g., 
jin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
• tosis  with  a fatal  outcome  has  been  reported), 
iduction  of  thiamine  output  in  the  feces  and  of 
jamin  K synthesis  has  been  observed.  Neomycin: 
iusea,  loose  stools  possible. 

More  prescribing  or  administering,  read  product 
ccular  with  package  or  available  on  request. 


romptly  relieves  diarrheal  distress 

Oremomyciri 

NTIDIARRHEAL  ^ 

mposition:  Each  30  cc.  contains  neomycin  sulfate 
)0  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
xcinylsulfathiazole  3.0  Gm,  colloidal  kaolin  3.0 
. |n.,  pectin  0.27  Gm. 

BMERCK  SHARP  & DQHME  Division  of  Merck  & Co  . Inc.,  West  Point,  Pa. 

'tere  today’s  theory  is  tomorrow’s  therapy 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  'Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\aA C r anbury,  N.J.  cv-siei 
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continued  from  page  129 

liam  Kirby,  Professor  of  Medicine  at  the  University 
of  Washington  School  of  Medicine  and  Lenares 
Johnson  of  the  Emergency  Hospitals  of  the  City  and 
County  of  San  Francisco. 

The  meeting  will  consist  of  case  presentations  of 
a wide  variety'  of  medical  emergencies.  The  rapid 
run-down  of  differential  diagnosis,  the  emergency 
life-saving  treatment  to  be  instituted  and  the  long 
range  follow-up  treatment  will  then  be  discussed  by 
the  three  speakers.  In  addition.  Dr.  Smith  will  address 
the  group  during  the  noon  luncheon  at  the  Top  of 
The  Ocean  on  the  topic:  “Abdominal  Emergencies.’ 

1966  Washington  Physicians  and  Schools  Conference 

One  hundred  school  administrators  and  teachers 
will  meet  with  seventy  practicing  physicians,  school 
physicians  and  health  officers  during  the  1966 
Washington  Physicians  and  Schools  Conference 
at  the  Big  Bend  Community'  College,  March  11  and 
12  in  Moses  Lake.  State  PTA,  dentists  and  nurses 
will  also  be  represented. 

Darell  Larson,  Moses  Lake,  a member  of  the  WS- 
MA  School  Health  Committee  is  the  conference  co- 
chairman  with  Lucille  Trucano,  Supervisor  of  Health 
Education,  and  Howard  Schaub,  Supervisor  of 
Physical  Education  and  Becreation  for  the  Office 
of  the  Superintendent  of  Public  Instruction. 

The  first  conference  was  held  in  1964  and 
achieved  its  goal  of  opening  avenues  of  communi- 
cation between  physicians  and  school  personnel  at 
the  local  level.  This  y'ear  the  conference  topic  will 
be  the  “Health  Education  Curriculum  Guide”  being 
developed  by  the  Office  of  the  Superintendent  of 
Public  Instruction. 

A working  conference,  the  only  two  speakers  on 
the  program  will  be  Orvis  A.  Harrelson,  Tacoma 
school  physician  and  former  chairman  of  the  WSMA 
School  Health  Committee  and  Dean  George  B. 
Brain  of  the  Washington  State  University'  School  of 
Education.  The  remainder  of  the  conference  will 
be  spent  in  informal  discussion  sessions  where  physi- 
cians and  educators  will  review  the  subject  matter 
to  be  included  in  health  education  courses  through- 
out the  state.  Topics  to  be  covered  will  include 
safety,  mental  health,  nutrition,  consumer  health, 
alcohol,  tobacco  and  drugs. 

Physicians  interested  in  attending  should  contact 
the  WSMA  Central  Office,  1800  Terry  Avenue, 
Seattle,  Washington  98101. 

Rehabilitation  Symposium  Planned 

The  University'  of  Washington  School  of  Medicine 
has  planned  another  Continuing  Medical  Education 
course  entitled  “The  Handicapped”  for  March  24-25. 
This  symposium  will  review  recent  trends  in  reha- 


bilitation of  congenital  and  physical  handicap  and 
sensory  defect.  New  federal-state  legislation  for 
the  handicapped  will  also  be  discussed.  This  sympo- 
sium is  open  to  social  workers  and,  in  addition, 
those  interested  in  or  working  in  related  health 
fields. 

Spring  Meeting  Planned 

The  spring  meeting  of  the  North  Pacific  Society 
of  Neurology'  and  Psy'chiatry  will  be  held  in  Seattle 
at  the  Hotel  Benjamin  Franklin  March  31-April  2. 

Guest  speakers  include  Bichard  P.  Schmidt,  of  the 
University  of  Florida  and  the  president-elect  of  the 
American  Academy  of  Neurology';  Edward  Stain- 
brook,  professor  and  chairman  of  the  Department 
of  Psychiatry,  University'  of  Southern  California; 
George  Hayes,  the  Neurosurgeon-in-Chief  of  the 
United  States  Army  and  Chief  of  Neurosurgery  at 
Walter  Reed  Hospital;  John  Lille,  of  the  Communi- 
cation Research  Institute  of  Miami. 

This  year’s  Society'  officers  are:  President,  Wallace 
Lindahl,  Seattle;  President-elect,  Henry  Zeldowicz, 
Vancouver,  B.  C.;  Past  President,  Edward  K.  Kloos, 
Portland;  Secretary-treasurer,  William  W.  Thomp- 
son, Portland;  Executive  Committee,  Harry'  Sprang 
and  C.  Conrad  Carter,  Portland,  Glenn  Strand  and 
John  S.  Tvtus,  Seattle,  and  Gordon  Bruce  Thomp- 
son and  David  Jones,  Vancouver,  B.  C. 

Scientific  Exhibit  Applications  Available 


Richard  N.  Kleaveland,  Chairman  of  the  Scientific- 
Exhibit  Committee,  announced  that  applications 
are  available  for  scientific  exhibit  space  at  the  1966 
WSMA  Annual  Meeting,  September  18-21,  in  Spo- 
kane. Scientific  exhibits  accepted  will  be  displayed 
in  the  Elizabethan  Room  of  the  Davenport  Hotel 
adjacent  to  the  meeting  rooms  and  technical  exhibits 
on  the  mezzanine  level. 

Phy-sicians  desiring  an  application  should  send 
the  request  to  Dr.  Kleaveland  at  the  Washington 
State  Medical  Association  Office,  1800  Terry-  Ave- 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


nue,  Seattle,  Washington,  98101.  The  deadline  date 
for  returning  completed  applications  is  April  15, 
1966.  The  Scientific  Exhibit  Committee  will  meet 
shortly  after  this  date  to  select  the  exhibits  to  appear 
at  the  annual  meeting.  Exhibits  accepted  for  showing 
will  compete  for  the  coveted  Aesculapius  Award 
which  consists  of  a $200  cash  prize  and  a certificate 
inscribed  with  exhibit  title  and  author’s  name. 

Beside  Dr.  Kleaveland,  members  of  the  committee 
include  Max  Allen,  George  W.  Bagby,  Ottiwell  W. 
Jones,  Charles  G.  MacNeill  and  James  R.  Patterson. 
All  members  of  the  committee  are  from  the  Spo- 
kane area. 


Youth  Receives  Hutchinson  Award 


Mr.  Denis  M.  Makoutz  of  Seattle  is  the  first 
recipient  of  the  Fred  Hutchinson  Scholarship  Fund, 
a $1,000  grant  for  cancer  research. 

Mr.  Makoutz,  son  of  Mr.  and  Mrs.  L.  R.  Makoutz, 
Seattle,  was  selected  by  the  donating  major  league 
baseball  writers  and  broadcasters  committee  who 
studied  recommendations  from  all  sections  of  the 
country'. 

Mr.  Makoutz  will  enter  McGill  University  Faculty 
of  Medicine  this  fall. 

The  major  league  baseball  writers  and  broad- 
casters decided  to  offer  annually  a $1,000  medical 
grant  in  research  of  cancer,  the  disease  that  claimed 
the  life  of  baseball  great  Fred  Hutchinson. 

It  will  be  a living  memorial  to  the  revered  Hutch, 
one  of  the  most  popular  figures  ever  in  major  league 
baseball. 

The  writers’  committee  is  headed  by  Mr.  Ritter 
Collett,  Sports  Editor  of  the  Dayton  Journal  Herald, 
Dayton,  Ohio. 

Presenting  the  award  on  behalf  of  the  committee 
is  William  B.  Hutchinson,  brother  of  the  late  Fred 
Hutchinson. 

Dr.  Hutchinson  is  heavily  involved  in  the  work  of 
the  Fred  Hutchinson  Cancer  Center,  a medical 


research  institution  supported  by  citizens  of  the 
Pacific  Northwest. 

This  Cancer  Center,  sponsored  by  the  Pacific 
Northwest  Research  Foundation,  will  provide  cancer 
detection,  research,  and  treatment  center. 

The  fund  drive,  a two  million  dollar  project,  still 
is  underway  to  erect  the  seven  story  structure  adja- 
cent to  the  Swedish  Hospital. 

The  raising  of  one  million  dollars  will  qualify 
the  center  for  matching  federal  funds,  enough  to 
erect  the  building. 


W.  H.  J.  SUMMERSKILL,  M.D.  EDDY  PALMER,  M.D. 


In  our  January  issue  (page  52)  we  erroneously 
captioned  the  above  pictures.  Correction  is  as  above. 
Our  sincere  apologies  to  Dr.  Palmer  and  Dr.  Sum- 
merskill.  Ed. 

OBITUARIES 

dr.  edwin  c.  muir,  63,  internist  in  Tacoma,  died 
October  17.  Receiving  his  degree  from  the  University 
of  Minnesota  Medical  School  in  1926,  Dr.  Muir 
was  licensed  in  1930.  Death  resulted  from  cerebral 
thrombosis. 

dr.  frank  c.  wheaton  died  October  29  of  prog- 
ressive cerebral  anoxia.  He  was  90  years  old  and  a 
resident  of  Bellingham  for  the  past  60  years.  Dr. 
Wheaton  received  his  degree  from  the  Medical 
College  of  Indiana  in  1905  and  his  license  in  1906. 

dr.  leo  de  merchant,  74,  retired  general  practi- 
tioner in  Enumclaw,  died  October  17.  Dr.  de  Merch- 
ant was  granted  his  degree  at  the  Northwestern 
University  Medical  School  in  Chicago  in  1921  and 
was  licensed  that  same  year.  Dr.  dc  Merchant 
retired  in  Enumclaw  where  he  had  been  practicing 
for  the  past  36  years.  Mesenteric  thrombosis  caused 
his  death. 

More  Obituaries  on  page  139 
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Washington  State  Medical  Association 

1965-1966 

Officers.  Board  of  Trustees  and  Committees 


BOARD  OF  TRUSTEES 


President 

Carl  P.  Schlicke,  Spokane 

Term  Expires 
1966 

President-Elect 

Lucius  D.  Hill,  Seattle 

1966 

Past  President 

Roland  D.  Pinkham,  Seattle 

1966 

Vice  President 

Herbert  C.  Lynch,  Yakima 

1966 

Secretary-Treasurer 

Carl  E.  Mudge,  Seattle 

1966 

Ass’t.  Secy.-Treas. 

William  F.  Mead,  Seattle 

1966 

AMA  Delegate 

Peter  T.  Brooks,  Walla  Walla 

12-31-67 

AMA  Delegate 

E.  Harold  Laws,  Seattle 

12-31-67 

AMA  Delegate 

Robert  B.  Hunter,  Sedro  Woolley 

12-31-66 

AMA  Delegate 

Waldo  O.  Mills,  Seattle 

12-31-66 

Speaker  of  House 

Heyes  Peterson,  Vancouver 

1966 

Finance  Committee  (Ch.) 

Wilbur  E.  Watson,  Seattle 

1968 

Medical  Defense  (Ch.) 

Donald  T.  Hall,  Seattle 

1967 

Trustee 

Warren  Bergholz,  Bellingham 

1966 

Trustee 

Robert  C.  Coe,  Seattle 

1966 

Trustee 

Warren  J.  Kraft,  Wenatchee 

1966 

Trustee 

Chas.  D.  Muller,  Bremerton 

1966 

Trustee 

William  H.  Myers,  Everett 

1966 

Trustee 

John  A.  Nelson,  Longview 

1966 

Trustee 

Ralph  F.  Nuzum,  Yakima 

1966 

Trustee 

Robert  P.  Parker,  Spokane 

1966 

Trustee 

Ray  Rose,  Pasco 

1966 

Trustee 

J.  Walfred  Wallen,  Burlington 

1966 

Eastern  District: 

Trustee 

Peter  T.  Brooks,  Walla  Walla 

1966 

Trustee 

Louis  S.  Dewey,  Omak 

1967 

Trustee 

Harold  L.  Tracy,  Moses  Lake 

1967 

Trustee 

L.  S.  Highsmith,  Spokane 

1966 

Western  District: 

Trustee 

J.  W.  Bowen,  Tacoma 

1966 

Trustee 

H.  Paul  Dygert,  Vancouver 

1967 

Trustee 

Duncan  Robertson,  Seattle 

1966 

Trustee 

G.  Marshall  Whitacre,  Tacoma 

1967 

DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 


(Elected  by  the  House  of  Delegates  for  two-year  terms) 


Delegate 

Alternate 

Delegate 

Alternate 

Delegate 

Alternate 

Delegate 

Alternate 


Term  Expires 


Peter  T.  Brooks,  Walla  Walla  12-31-67 

Carl  P.  Schlicke,  Spokane  12-31-67 

Waldo  O.  Mills,  Seattle  12-31-66 

Carl  E.  Mudge,  Seattle  12-31-66 

Robert  B.  Hunter,  Sedro  Woolley  12-31-66 

Heyes  Peterson,  Vancouver  12-31-66 

E.  Harold  Laws,  Seattle  12-31-67 

Quin  B.  DeMarsh,  Seattle  12-31-67 


STANDING  COMMITTEES 


Executive 

Roland  D.  Pinkham,  Seattle,  Chairman, 
Past  President 

Carl  P.  Schlicke,  Spokane,  President 
Lucius  D.  Hill,  Seattle,  President-Elect 
Carl  E.  Mudge,  Seattle,  Secretary-Treasurer 
Mr.  Henry  E.  Kastner,  Legal  Counsel, 

1440  Washington  Building,  Seattle 


Phillip  N.  Hogue,  Seattle  1967 

George  R.  Kingston,  Wenatchee  1968 

Harry  H.  Kretzler,  Sr.,  Edmonds  1968 

Merritt  D.  Moon,  Longview  1968 

K.  M.  Morrison,  Port  Angeles  1966 

Glen  S.  Player,  Seattle  1967 

John  L.  Whitaker,  Bremerton  1967 

Staff:  Mr.  George  W.  Morford, 

WSMA  Office  Manager 


Civil  Disaster 

E.  Donald  Lynch,  Yakima,  Chairman  1967 


Walter  S.  Brown,  Seattle  1966 

Frank  H.  Clark,  Bellingham  1968 

A.  G.  Corrado,  Richland  1966 

H.  Dewey  Fritz,  Cathlamet  1968 

Milton  P.  Graham,  Aberdeen  1966 

D.  C.  Higgins,  Spokane  1966 


Finance 

Wilbur  E.  Watson,  Seattle,  Chairman 
Donald  T.  Hall,  Seattle 
Carl  E.  Mudge,  Seattle  (Secy-Treas.) 
Harold  T.  Pederson,  Spokane 
Staff:  Mr.  Richard  F.  Gorman, 
WSMA  Executive  Secretary 


1968 

1966 

1966 

1967 
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Graduate  Medical  Education 

John  N.  Lein,  Bellevue,  Chairman  1968 

Louis  S.  Dewey,  Omak  1966 

Thomas  F.  Sheehy,  Jr.,  Seattle  1967 

Staff:  Mr.  Harlan  R.  Knudson, 

WSMA  Public  Relations  Director 

Grievance 

John  R.  Hahn,  Arlington,  Chairman  1966 

Peter  T.  Brooks,  Walla  Walla  1966 

Earl  I.  L.  Cilley,  Bellingham  1967 

Robert  E.  Florer,  Seattle  1968 

H.  Dewey  Fritz,  Cathlamet  1966 

David  W.  Gaiser,  Spokane  1968 

Ross  M.  Galvin,  Centralia  1967 

Siegfried  F.  Herrmann,  Tacoma  1967 

Arthur  J.  Herstad,  Bremerton  1968 

Industrial  Insurance 

Edward  F.  Cadman,  Wenatchee,  Chairman 

1968 

Leonard  A.  Dwinnell,  Spokane  1968 

John  H.  Lindberg,  Seattle  1967 

James  Nelson,  Seattle  1966 

Duncan  Robertson,  Seattle  1966 

Don  G.  Willard,  Tacoma  1967 

Staff:  Mr.  Richard  F.  Gorman 


Medical  Defense 
District 

1 Donald  T.  Hall,  Seattle,  Chairman  1967 

4 Frederick  L.  Burrows,  Yakima  1967 

7 Richard  O.  Diefendorf,  Bremerton  1967 

3 William  H.  Hardy,  Aberdeen  1967 

2 Walter  C.  Moren,  Bellingham  1967 

5 Robert  P.  Parker,  Spokane  1967 

4 Morton  W.  Tompkins,  Walla  Walla  1967 

6 Stanley  Tuell,  Tacoma  1967 

Carl  E.  Mudge,  Seattle  (Secy-Treas.)  1966 

Staff:  Mr.  Richard  F.  Gorman 

Medical  Economics 

Paul  R.  Lauer,  Everett,  Chairman  1967 

J.  William  Bowen,  Jr.,  Tacoma  1966 

Charles  D.  Muller,  Bremerton  1968 

Staff:  Mr.  Richard  F.  Gorman 


Medical  School,  Teaching  and  Research  Hospital 
Robert  B.  Bright,  Bremerton,  Chairman 
Leeon  F.  Aller,  Jr.,  Snohomish 
Kirk  Anderson,  Seattle 
Chadwick  F.  Baxter,  Spokane 
Raymond  J.  Clark,  Seattle 
William  H.  Frazier,  Spokane 
Richard  C.  Greenleaf,  Seattle 
Donald  T.  Hall,  Seattle 
John  Lein,  Bellevue 
Frederic  C.  Moll,  Seattle 
Ralph  F.  Nuzum,  Yakima 
Robert  Petersdorf,  Seattle 
J.  Walfred  Wallen,  Burlington 
Wilbur  E.  Watson,  Seattle 
Staff:  Mr.  Richard  F.  Gorman 

Mental  Health 

Harry  Hunter,  Wenatchee,  Chairman  1966 


George  H.  Allison,  Seattle  1967 

Arthur  B.  Craig,  Spokane  1968 

Edward  A.  Hamacher,  Spokane  1968 

Roger  C.  Hendricks,  Seattle  1968 

Arthur  J.  Herstad,  Bremerton  1968 

Robert  B.  Hunter,  Sedro  Woolley 
(Special  Appointment) 

William  F.  Mead,  Seattle  1966 

Walter  E.  Puddy,  Spokane  1967 

Marcus  R.  Stuen,  Tacoma  1966 

G.  Charles  Sutch,  Richland  1968 

Hugo  Van  Dooren,  Tacoma  1967 

Robert  A.  Wetzler,  Spokane  1968 

Staff:  Mr.  Harlan  R.  Knudson 


Occupational  Health 

William  D.  Norwood,  Richland,  Chairman 


1968 

Warren  E.  Bergholz,  Bellingham  1967 

Aubrey  Carter,  Everett  1966 

Richard  C.  Miller,  Spokane  1967 

Sherman  S.  Pinto,  Tacoma  1968 

Sherman  M.  Williamson,  Seattle  1966 

Staff:  Mr.  Harlan  R.  Knudson 

Prepaid  Medical  Care 

Wayne  Zimmerman,  Tacoma,  Chairman  1966 
Albert  J.  Bowles,  Seattle  1966 

Charles  D.  Muller,  Bremerton  1966 

William  H.  Myers,  Everett  1967 

Gilman  S.  Sanford,  Spokane  1966 

Richard  A.  Stiles,  Yakima  1968 

Charles  C.  Strong,  Vancouver  1967 

Donald  C.  Tanner,  Bellevue  1968 

Harold  L.  Tracy,  Moses  Lake  1966 

Staff:  Mr.  Richard  F.  Gorman 


Professional  and  Hospital  Relations 

Specialty 

G.  Marshall  Whitacre,  Tacoma,  Chairman 

Int.  Med. 


David  Hellyer,  Tacoma  Pediatrics 

Richard  Kiltz,  Everett  Radiology 

Gordon  D.  La  Zerte,  Seattle  Pathology 

Ian  C.  Napier,  Spokane  Anesthesia 

Duncan  Robertson,  Seattle  G.P. 

H.  Harlow  Skinner,  Jr.,  Yakima  Surgery 

Staff:  Mr.  Richard  F.  Gorman 

Publication 

John  R.  Hahn,  Arlington,  Chairman  1967 

Charles  R.  Cavanagh,  Spokane  1968 

Robert  W.  Hoffman,  Seattle  1966 

Public  Laws 

Robert  B.  Hunter,  Sedro  Woolley,  Chairman 

1967 

Frank  C.  Henry,  Seattle  1968 

Frank  Rigos,  Tacoma  1966 

Carl  P.  Schlicke,  Spokane  1966 

Donal  R.  Sparkman,  Olympia  1968 

Staff:  Mr.  Harlan  R.  Knudson 

Public  Relations 

Frank  C.  Henry,  Seattle,  Chairman  1968 

R.  M.  Allman,  Port  Angeles  1967 

Robert  B.  Bright,  Bremerton  1966 

Joseph  Greenwell,  Pasco  1966 

Arnold  J.  Herrmann,  Tacoma  1967 

John  G.  Rotchford,  Spokane  1968 

J.  F.  Vaughan,  Vancouver  1967 

Harry  E.  Worley,  Mount  Vernon  1966 

W.  B.  Zook,  Wenatchee  1968 

Staff:  Mr.  Richard  F.  Gorman 

School  Health 

Clark  W.  Biedel,  Bremerton,  Chairman  1967 
Carl  A.  Brakel,  Spokane  1968 

Orvis  A.  Harrelson,  Tacoma  1966 

William  J.  Henry,  Twisp  1968 

Richard  B.  Jarvis,  Seattle  1966 

Daniel  L.  Lagozzino,  Everett  1966 

Darell  Larson,  Moses  Lake  1967 

Donald  L.  McGuinness,  Yakima  1967 

Jesse  Q.  Sewell,  Harrington  1968 

Robert  A.  Tidwell,  Seattle  1968 

Staff:  Mr.  Harlan  R.  Knudson 

Scientific  Work 

Carl  P.  Schlicke,  Spokane,  Chairman  1966 

John  L.  Bakke,  Seattle  1966 

Arthur  B.  Craig,  Jr.,  Spokane  1967 

Roland  D.  Pinkham,  Seattle  1966 

Alvin  J.  Thompson,  Seattle  1968 

Staff:  Mr.  Richard  F.  Gorman  and 
Mr.  George  W.  Morford 
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Scientific  Exhibit  (Subcommittee  of  Scientific  Work) 
Richard  N.  Kleaveland.  Spokane,  Chairman 
Max  J.  Allen.  Spokane 
George  W.  Bagbv,  Spokane 
Ottiwell  W.  Jones.  III.  Spokane 
Charles  G.  MacNeill.  Spokane 
James  R.  Patterson.  Spokane 
Staff:  Mr.  George  W.  Morford 

Scientific  Program  (Subcommittee  of  Scientific  Work) 
Edward  V.  Johnston.  Spokane.  Chairman 
Arthur  B.  Craig.  Jr..  Spokane 
Verne  Cressey.  Spokane 
Thomas  Gilpatrick.  Spokane 
George  Girvin.  Spokane 


LaRue  Highsmith.  Spokane 
John  Holloway.  Spokane 
Thomas  Jones,  Spokane 
Carroll  Nellermoe.  Spokane 
John  T.  Rulon,  Spokane 
Staff:  Mr.  George  W.  Morford 

State  Department  of  Health  (Advisory) 

C.  Wight  Reade,  Olympia,  Chairman 
William  Anderson,  Opportunity 
Harry  A.  Kettering.  Seattle 
Donovan  O.  Kraabel,  Seattle 
Herman  J.  Schroeder.  Seattle 
Asa  Seeds.  Vancouver 
Orliss  Wildermuth.  Seattle 
Staff:  Mr.  Richard  F.  Gorman 


SPECIAL  COMMITTEES 


Aging  Population 

B.  T.  Fitzmaurice.  Seattle,  Chairman 
Dexter  R.  Amend,  Spokane 
Leonard  Asmundson.  Enumclaw 
Mark  Campbell.  Pasco 
Robert  P.  Hall.  Olympia 
Sherburne  W.  Heath.  Jr..  Seattle 
Philip  O.  C.  Johnson.  Seattle 
Howard  Pyfer.  Seattle 
Frederick  J.  Schwind.  Tacoma 
Staff:  Mr.  George  W.  Morford 

Basic  Science 

Herman  S.  Judd.  Tacoma.  Chairman 
Alfred  O.  Adams.  Spokane 
Gordon  A.  Logan.  Seattle 
John  W.  Settle,  Jr.,  Olympia 
Staff:  Mr.  Richard  F.  Gorman 

Ad  Hoc  Committee  on  Bloodbanks 

Frederick  E.  Geisert.  Yakima.  Chairman 

Ian  Black.  Mount  Vernon 

Oscar  O.  Christianson.  Spokane 

Quin  B.  DeMarsh,  Seattle 

Robert  P.  Gibb.  Bellingham 

Staff:  Mi'.  Richard  F.  Gorman 

Communicable  Diseases 

John  M.  Shaw.  Tacoma.  Chairman 
F.  Richard  Dion.  Seattle 
Conrad  A.  DeLateur.  Yakima 
James  P.  Rotchford.  Spokane 
Staff:  Mr.  Harlan  R.  Knudson 

Community  Health  Services  Study  Group,  Ad  Hoc 
Willard  B.  Rew.  Yakima,  Chairman 
J.  E.  Fischnaller,  Omak 
LaRue  S Highsmith.  Spokane 
Quentin  Kintner.  Port  Angeles 
Donovan  O.  Kraabel.  Seattle 
Gilman  E.  Sanford,  Spokane 
Herman  J.  Schroeder,  Seattle 
Arnold  C.  Tait,  Sunnyside 
Staff:  Mr.  Richard  F.  Gorman 

Liaison  with  AMA  Council  on  National  Defense 
Reuben  A.  Benson.  Bremerton 

Education  Research  Foundation 

Richard  O.  Diefendorf,  Bremerton.  Chairman 
David  H.  Dillard.  Seattle 
Arnold  J.  Herrmann.  Tacoma 
Staff:  Mr.  Richard  F.  Gorman 

Ad  Hoc  Study  of  Grievance  Committee 

John  F.  Vaughan.  Vancouver.  Chairman 
Frederick  J.  Schwind.  Tacoma 
Lawrence  M.  Pennjr.  Seattle 
Joseph  H.  Delaney.  Spokane 
Staff:  Mr.  Richard  F.  Gorman 


Maternal  and  Child  Welfare 

Harry  A.  Kettering.  Seattle.  Chairman  1967 


Sheldon  M.  Biback,  Seattle  1969 

Keith  Cameron,  Olympia  1968 

Jack  M.  Docter.  Seattle  1966 

J.  Kirk  Douglass,  Seattle  1970 

Robert  G.  Heskett,  Spokane  1970 

Franklin  E.  Kells.  Wenatchee  1969 

W.  J.  Kennedy.  Jr..  Yakima  1968 

John  C.  Korvell.  Hoquiam  1968 

Daniel  A.  Lagozzino,  Everett  1969 

Frank  J.  LeCocq.  Jr.,  Yakima  1969 

Donald  Lewis,  Seattle  1969 

Donald  M.  McIntyre.  Seattle  1969 

H.  Eugene  Patterson,  Yakima  1969 

Paul  G.  Peterson,  Seattle  1967 

Donald  C.  Phillips,  Wenatchee  1969 

Robert  F.  L.  Polley,  Seattle  1969 

Boyd  C.  Quint,  Seattle  1966 

D.  W.  Robinson,  Spokane  1970 

Paul  W.  Sweet.  Centralia  1968 

Eugene  H.  Wyborney.  Medical  Lake  1968 
Staff:  Mr.  Harlan  R.  Knudson 


Medicine  and  Religion 

S.  Harvard  Kaufman.  Seattle,  Chairman 

Robert  H.  Barnes.  Seattle 

Charles  E.  Buck,  Longview 

Edwin  B.  Chase,  Everett 

Robert  F.  Dunlop.  Kennewick 

John  F.  Harrington.  Yakima 

Arch  H.  Logan.  Jr..  Spokane 

Thomas  B.  Smart,  Seattle 

Mack  G.  Woodward,  Mountlake  Terrace 

Staff:  Mr.  Harlan  R.  Knudson 

Neo  plastic 

James  W.  Devnev.  Ellensburg,  Chairman 

1968 

Thomas  Carlile.  Seattle  1967 

Robert  C.  Coe,  Seattle  1967 

David  Metheny.  Seattle  1967 

Staff:  Mr.  George  W.  Morford 

Quackery  and  Harmful  Acts 

Specialty 

Harry  E.  Worley.  Mount  Vernon.  Chairman 

G.P. 

John  L.  Carney.  Seattle  E.N.T. 

C.  I.  Hood.  Yakima  Psychiatry 

Ivan  K.  Loughlen.  Seattle  Orthopedics 

Matthew  S.  Pilling.  Seattle  Plastic  Surgery 
John  E.  Sonneland,  Spokane  Surgery 

Xeil  F.  Thorlakson.  Seattle  Ophthalmology 
Robert  E.  Waud.  Bellingham  Radiology 

Staff:  Mr.  Harlan  R.  Knudson 

Rehabilitation  Programs 

Specialty 

Sherburne  W.  Heath.  Seattle.  Chairman 

Physical  Med.  1966 
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Robert  W.  Florence,  Tacoma 

Orthopedics  1968 
George  Girvin,  Spokane  G.P.  1967 

Buell  C.  Kingsley,  Bellingham 

Psychiatry  1967 

Neal  R.  Kirkpatrick,  Longview 

Int.  Med.  1966 

George  R.  Kunz,  Tacoma  G.P.  1966 

W.  B.  Richardson,  Bremerton 

Pediatrics  1967 

Donal  R.  Sparkman,  Olympia 

DVR  Consultant 
Staff:  Mr.  Harlan  R.  Knudson 

Relative  Value  Fee  Study 

Robert  W.  Simpson,  Seattle,  Chairman 
Edward  F.  Cadman,  Wenatchee 
Lucius  D.  Hill,  Seattle 
Robert  A.  Tidwell,  Seattle 
Staff:  Mr.  Richard  F.  Gorman 

Revision  of  Constitution  and  By-Laws 

Vernon  W.  Spickard,  Seattle,  Chairman 
Homer  W.  Humiston,  Tacoma 
Heyes  Peterson,  Vancouver 
Staff:  Mr.  Richard  F.  Gorman 


Rural  Health 

Arnold  C.  Tait,  Sunnyside,  Chairman 

G.  Dean  Barth,  Garfield 

Donald  H.  Boettner,  Bellingham 

K.  P.  Conklin,  Moses  Lake 

Louis  S.  Dewey,  Omak 

Paul  H.  Lyons,  East  Wenatchee 

Staff:  Mr.  George  W.  Morford 

State  Department  of  Motor  Vehicle  ( Advisory ) 

A.  W.  Stevenson,  Yakima,  Chairman 
Herbert  L.  Hartley,  Seattle 
Philip  A.  Peter,  Seattle 
Staff:  Mr.  Harlan  R.  Knudson 

State  Department  of  Public  Assistance  (Advisory) 
Waldo  O.  Mills,  Seattle,  Chairman 
James  E.  Cantrell,  Seattle 
Jack  Gustafson,  Yakima 
Robert  P.  Hall,  Olympia 
Arnold  J.  Herrmann,  Tacoma 
Harold  T.  Pederson,  Spokane 
Robert  F.  L.  Polley,  Seattle 
Robert  Rood,  Bellingham 
Harold  L.  Tracy,  Moses  Lake 
Staff:  Mr.  Richard  F.  Gorman 


DELEGATES  AND  REPRESENTATIVES  OF  WSMA 
TO  ALLIED  ORGANIZATIONS 


Washington  State  Cancer  Coordinating  Committee 


WSMA  Members 

David  Metheny,  Seattle,  Chairman  1967 

Thomas  Carlile,  Seattle  1967 

Robert  C.  Coe,  Seattle  1966 

James  W.  Devney,  Ellensburg  1968 

Washington  State  Hospital  and  Medical  Facilities 
Advisory  Council  (Executive  Committee) 

Roland  D.  Pinkham,  Seattle  1967 

Physicians'  Eye  Advisory  Committee 
(Department  of  Public  Assistance) 

Robert  J.  Davis,  Spokane  12-31-66 

George  H.  Drumheller,  Everett  12-31-67 

John  H.  Hodge,  Bellingham  12-31-69 


Robert  W.  Mather,  Yakima  12-31-68 

R.  Hugh  Minor,  Everett  12-31-69 

Philip  A.  Peter,  Seattle  12-31-67 

Milton  G.  Radewan,  Wenatchee  12-31-68 

Neil  F.  Thorlakson,  Seattle  12-31-66 

Representative  to  State  Nursing  Home 
Advisory  Council 

Robert  P.  Parker,  Spokane  1965 

Representative  to  State  Hospital  Licensing  Council 

Charles  Reberger,  Tacoma  (July)  1966 

Washington  State  Advisory  Committee 
to  Selective  Service 

Emmett  L.  Calhoun,  Aberdeen,  Chairman 


OBITUARIES 

dr.  cecil  Rhodes  fargher,  Tacoma,  director  of 
the  Tacoma-Pierce  County  Health  Department,  died 
November  7.  He  was  63.  He  was  awarded  his  degree 
at  the  University  of  Oregon  Medical  School  in  1928. 
Dr.  Fargher  was  responsible  for  founding  mental 
health  and  retardation,  orthopedic,  child  guidance, 
hearing  and  alcoholism  clinics  in  Tacoma.  Coronary 
thrombosis  was  determined  as  cause  of  death. 

dr.  harry  c.  watkins,  sr.,  92,  retired  general 
practitioner  in  Hoquiam,  died  October  31.  Cardiac 
failure  was  determined  the  cause  of  death.  Dr. 
Watkins  was  granted  his  degree  at  the  University 
of  Michigan  Medical  School  in  1897. 

dr.  Fannie  d.  h.  wiederanders  died  November 
8 of  coronary  occlusion.  A resident  of  Longview, 


Dr.  Wiederanders  was  not  in  practice  at  the  time 
of  death.  She  teas  awarded  her  degree  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1902. 
Dr.  Wiederanders  was  88. 

dr.  Herbert  y.  bell,  a Centralia  physician  for 
almost  50  years,  died  October  20  of  coronary  oc- 
clusion. Northwestern  University  Medical  School 
awarded  Dr.  Bell  his  degree  in  1911.  Dr.  Bell  served 
as  a medical  officer  in  World  War  I.  Dr.  Bell  was  83. 

dr.  mary  kay  connolly,  a resident  of  the  Seattle 
area  for  the  past  25  years,  died  October  24.  Cause 
of  death  teas  listed  as  cerebral  infarction  with  multi- 
ple hemorrhages.  A 1940  graduate  of  the  State 
University  of  Iowa  College  of  Medicine,  Dr.  Con- 
nolly received  her  license  in  1941  to  practice  ob- 
stetrics, gynecology,  and  general  surgery.  Dr.  Con- 
nolly was  49. 
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or  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all 


ley  can't  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
aking  the  patient  comfortable  and  the  cold  bearable. 

ie  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
ovahistine  LP. 

Dvahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity — physi- 
Dgic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
II  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
enjoy  normal  and  free  breathing. 

se  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
itients  who  operate  machinery  or  motor  vehicles 
at  drowsiness  may  result, 
ich  Novahistine  LP  tablet  contains:  phenyle- 
irine  hydrochloride,  25  mg.,  and  chlorpheniramine 
aleate,  4 mg. 

TMAN-MOORE 

rision  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A.  ^ 

For  relief  of  nasal  congestion. 
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Symposium  on  Trauma 

The  Committee  on  Injuries  of  the  American  Academy  of  Orthopaedic  Surgeons 
in  conjunction  with  the  University  of  Washington  School  of  Medicine  will  present  a 
Comprehensive  Post-Graduate  Course  in  the  Treatment  of  Injuries,  April  4-7,  in  Seattle 
at  the  Olympic  Hotel.  The  program  has  been  arranged  by  a committee  under  the 
chairmanship  of  Kirk  J.  Anderson.  The  faculty  will  consist  of  lecturers  from  medical 
centers  and  twenty-four  specialists  from  the  Pacific  Northwest  Area. 

The  course  is  open  to  all  physicians.  Registration  fee  is  S75.00.  For  further  infor- 
mation, write  Kirk  J.  Anderson,  M.D.,  1011  Summit  Avenue,  Seattle,  Washington  98104. 


Program 

Complications  Following  Impacted  Femoral  Neck  Fractures  Treated  by  Internal  Fixation 

Otto  E.  Aufranc 

Trauma  to  the  Heart  and  Chest 
Trauma  to  the  Hip  in  Childhood 
Fractures  of  the  Os  Calcis 

Nerve  Trauma  Associated  with  Injury  of  the  Upper  Extremity 


K.  Alvin  Merendino 
Sherman  S.  Coleman 
William  R.  Duncan 
James  E.  Bateman 


Late  Complications  of  Femoral  Neck  Fractures  and  Fracture-Dislocation  of  the 


Acetabulum 

Acute  Ligamentous  Injury  of  the  Knee 
Peripheral  Vascular  Injuries 
Fatigue  Fractures 

Elbow  Fractures  in  Children  and  Adults 

Management  of  Compound  Fractures 

Fractures  of  the  Femoral  Shaft 

Fractures  of  the  Pelvis  and  Complications 

Fractures  and  Ligamentous  Injuries  of  the  Ankle 

Cineradiographic  Analysis  of  Wrist  Injuries 

Nerve  Trauma  Associated  with  Injury  to  the  Lower  Extremity 

Fractures  and  Dislocations  of  the  Foot 

Closed  Head  Injuries 

Muscle  and  Tendon  Injuries 

Internal  Derangement  of  the  Knee 

Injuries  to  the  Genito-Urinary  Tract 

Primary  Care  of  Tendon  and  Nerve  Injuries  of  the  Hand 

Pathological  Fractures 

Complications  with  the  Use  of  Plaster  and  Traction 
The  Pitfalls  of  the  Overlooked  Fracture 
Fractures  of  the  Tibial  Shaft 
Fractures  and  Cuff  Injuries  of  the  Shoulder 
Principles  in  the  Care  of  Hand  Fractures 
Prosthetic  Replacement  for  Injuries  of  the  Hip 
Intertrochanteric  Fractures  of  the  Hip 
Modern  Trends  in  Amputation  and  Prosthetics 


Otto  E.  Aufranc 
Jack  C.  Hughston 
Allan  W.  Lobb 
Robert  A.  Murray 
J.  Irving  Tuell 
D.  Kay  Clawson 
Harry  E.  Emmel 
Frank  P.  Patterson 
Kirk  J.  Anderson 
Wayne  H.  Akeson 
James  E.  Bateman 
Eldon  G.  Chuinard 
Arthur  A.  Ward,  Jr. 
Robert  A.  Murray 
Jack  C.  Hughston 
Julian  S.  Ansell 
Adrian  E.  Flatt 
Clinton  L.  Compere 
J.  Garth  Mooney 
Sherman  S.  Coleman 
Ernest  M.  Burgess 
Park  W.  Gloyd 
Adrian  E.  Flatt 
David  W.  Anderson 
William  E.  Snell 
Robert  L.  Romano 


Care  of  the  Critically  III  Patient— Symposium 

Pulmonary  Care  Edward  W.  Crawford 

Blood  Volume  and  Renal  Failure  Belding  H.  Scribner 

Use  and  Abuse  of  Antibiotics  Robert  G.  Petersdorf 

Care  of  the  Patient  Francis  C.  Wood,  Jr. 


Hyperextension  I n j uries 
Fracture-Dislocations 
Impaction  Injuries 


Cervical  Spine  Injuries— Symposium 

Thomas  K.  Taylor,  Ph.D. 
Lowell  E.  White,  Jr. 
Donald  B.  Slocum 
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OTTO  E.  AUFRANC,  M.D. 


JAMES  E.  BATEMAN,  M.D. 


SHERMAN  S.  COLEMAN,  M.D. 


CLINTON  L.  COMPERE,  M.D. 


JACK  C.  HUGHSTON,  M.D. 


ROBERT  A.  MURRAY,  M.D. 


Otto  E.  Aufranc 


James  E.  Bateman 


Sherman  S.  Coleman 


Clinton  L.  Compere 


Adrian  E.  Flatt 


Jack  C.  Hughston 


Robert  A.  Murray 


Guest  Faculty 

Chief  of  Fracture  Service,  Masschusetts  General  Hospital; 
Assistant  Professor  of  Orthopaedic  Surgery,  Harvard  Med- 
ical School;  Visiting  Orthopaedic  Surgeon,  Massachusetts 
General  Hospital,  Boston,  Massachusetts 

Chief,  Orthopaedic  Service,  Scarborough  General  Hospital; 
Consultant,  Sunmjbrook  Hospital,  Department  of  Veterans’ 
Affairs,  Toronto,  Ontario,  Canada 

Chief  Surgeon,  Shriners’  Hospital  for  Crippled  Children ; 
Associate  Clinical  Professor  of  Orthopaedic  Surgery,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake  City,  Utah 

Professor  of  Orthopaedic  Surgery,  Northwestern  Univer- 
sity Medical  School,  Chicago,  Illinois 

Associate  Professor  of  Surgery,  State  University  of  Iowa 
Medical  School,  Iowa  City,  Iowa 

Orthopaedic  Consultant,  Ft.  Benning  General  Hospital, 
Columbus,  Georgia ; Auburn  University  Athletic  Depart- 
ment, Auburn,  Alabama 

Chief,  Department  of  Orthopaedic  Surgery,  Scott  and 
White  Clinic,  Scott  and  White  Memorial  Hospital,  Temple, 
Texas;  Consultant  in  Orthopaedic  Surgery,  Santa  Fe  Hos- 
pital; Veterans  Administration  Hospital;  Wilford  Hall 
USAF  Hospital,  San  Antonio,  Texas ; Fort  Hood  Army 
Hospital,  Fort  Hood,  Texas 
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CARL  P.  SCHLICKE,  M.D. 


M edicare  to  many  people,  physicians  and  laymen 
alike,  means  free  hospitalization  for  the  aged.  Ac- 
tually, the  Social  Security  Amendments  of  1965 
are  embodied  in  a long  and  complex  piece  of  legis- 
lation, Public  Law  89-97  of  which  the  basic  hospital 
insurance  plan  is  only  Part  A of  Title  XVIII.  Part 
B,  the  voluntary  supplementary  health  insurance 
plan,  is  familiar  to  some  physicians.  Surprisingly, 
less  than  half  of  the  persons  eligible  have  as  yet 
signed  up  to  take  advantage  of  this  portion  of  the 
program.  Doubtless  this  is  due  in  some  measure 
to  a lack  of  understanding  concerning  it.  Hopefully, 
the  intensive  educational  efforts  to  be  made  in  the 
few  months  remaining  before  the  registration  dead- 
line will  result  in  improvement  over  this  disap- 
pointing response. 

The  mention  of  Title  XIX  is  apt  to  be  met  with 
nothing  but  blank  stares.  Now  this  is  most  unfor- 
tunate, for  several  very  important  reasons.  One, 
Title  XIX  is  basically  a state  plan,  in  contrast  to 
Parts  A and  B of  Title  XVIII  which  are  federal.  Two, 
new  or  revised  legislation  will  be  needed  in  many 
states  to  implement  Title  XIX  and  it  behooves 
physicians  to  help  shape  this  legislation.  Three,  its 
provisions  vitally  affect  physicians.  While  doctors 
have  worried  about  the  method  of  determining  fees 
under  Part  B,  Title  XVIII,  and  the  AMA  has  been 
furnishing  task  forces  to  the  Department  of  Health, 
Education  and  Welfare  to  help  develop  regulations 
for  Parts  A and  B,  most  of  us  haven’t  given  much 
thought  to  Title  XIX.  Meanwhile,  a diligent  group  of 
social  workers  under  Ellen  Winston,  Ph.D.,  Com- 
missioner of  Welfare,  and  Mr.  Fred  Steininger, 
Director  of  the  Bureau  of  Family  Services,  has  been 
quietly  toiling  away  on  its  own,  laying  down  the 
ground  rules  for  Title  XIX. 

Just  what  is  Title  XIX  all  about?  A congressional 
committee  report  has  referred  to  it  as  “improve- 
ment and  extension  of  the  Kerr-Mills  Medical  Assist- 


ance Program.”  Its  aim  is  to  provide  a more  effective 
program  of  medical  care  for  needy  persons.  Not 
only  the  needy  aged,  but  also  people  receiving 
assistance  under  programs  of  aid  to  families  with 
dependent  children,  the  blind,  the  permanently  and 
totally  disabled,  and  to  “people  who  would  qualify 
under  these  programs  if  their  needs  were  sufficiently 
great.”  The  inclusion  of  aged  persons  not  on  cash 
assistance  roles  or  without  adequate  income  to  meet 
medical  care  costs,  is  optional  for  the  states.  If  they 
are  included,  other  medically  indigent  persons  must 
also  be  included.  It  is  clearly  the  intent  of  Title 
XIX  that  all  of  these  individuals  ultimately  should 
be  covered  by  the  program.  All  categories  will  be 
entitled  to  an  equal  scope  of  high-quality  medical 
service.  By  July,  1975,  all  groups  must  be  cov- 
ered, and  the  medically  needy  of  all  ages  are  to  have 
comprehensive  care  and  services  available  through 
this  program. 

The  responsibility  for  developing  standards  and 
methods  is  left  to  the  states,  but  the  law  requires 
that  they  must  be  of  high  quality.  This  has  always 
been  implied,  but  this  is  the  the  first  time  that  such 
a provision  has  taken  the  form  of  a statutory  re- 
quirement. Exactly  what  constitutes  high  quality 
comprehensive  care,  etc.,  has  not  yet  been  defined. 

The  federal  share  of  the  cost  will  range  from 
50  to  83  per  cent  with  the  highest  matching  funds 
going  to  the  lowest  income  states.  There  is  no  ceiling 
on  matching  federal  funds.  In  order  to  continue  to 
receive  federal  funds  the  states  must  show  progress 
toward  increasingly  comprehensive  care  to  all  the 
needy.  Implementation  of  Title  XVIII  will  relieve 
some  of  the  state  burden  for  Title  XIX,  but  the  funds 
saved  can  only  be  kept  if  applied  to  the  welfare  pro- 
gram (not  just  for  medical  care,  but  for  more  gener- 
ous disbursements  and  liberalization  of  eligibility  re- 

continued  on  page  149 
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Doctor, 


Here  is  the  Abbott  anorectic 
program  designed  to  meet 
the  individual  needs  of  your 
averweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN"  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can't  take  plain  amphetamine, 

put  her  on  DESBUTAL:  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)tocalm  the  patientand 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal"  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 

That's  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  « 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


a a s 

5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

€ <1 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

Ai  r»  tiiMKtx  ■>  tmfMt  af 
eftes*v  aao  to  cMcteraci  doreno-v 

DcsAatat  s csMta^caM  » pi 
ht«ti  !iknt  I mnoas'4  MMor  Ntnwas 

c*  ticrsstrt  se-datoc  pm  ocustonaft?  beta  ofcierwd 
oftoa  8»«e  ettectt  ail  :sipp«ii  ifto*  a <rm  im  Use 
•ttt  cit!c>  m patients  •**  tiyptrtmm  cjrdovaabf 
is** » fc,p*ft!«yre«Sa»  or  w*a  trt  saraatna  to  ITW« 
•jKtr.rz -**x  crags  CareU*  s-per»!sjc"  o rtvtu&e  *itk 
auMlisM  mdwiUaalS. 

A siafto  Go4»»et  UNet  * •**  »»«*| 
;fcr*}«  aH-Uar  »w  * central 

Desfretai  10  csatMB  10  »j  sf  otvs 
—pfcgtan**  a-->i  60  »|  c#  pe-'tofcvtwtaf 

wj  .T  Oofec**  IScaeUm  '.5»f  of 
ftr^scJPtoroe  a«l  9C  a*  al  pe*tofcarVrtal  sadwa  la 
bottWs  «f  100  a»d  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sacarrl— Afcfcett  braatf 

of  to*  aoaotarc  w»l»m 


rr«s  act  tablets  ?'«•  M*o  %4t  io>«o  764  1X31 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form.  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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quirements).  Durational  residence  requirements  are 
eliminated.  Ultimately,  any  individual,  however  great 
his  income,  could  be  eligible  if  his  medical  costs 
were  great  enough.  Title  XIX  funds  may  also  be 
used  to  assist  individuals  in  paying  health  insurance 
premiums. 

The  program  goes  into  effect  this  summer,  at  least 
insofar  as  states  start  changing  over  from  the  cur- 
rent diversified  programs  to  Title  XIX.  By  July, 
1967,  all  cash  grant  recipients  must  receive  inpa- 
tient hospital  services  (with  the  program  paying 
“reasonable  cost”),  outpatient  hospital  services, 
other  laboratory  and  x-ray  services,  skilled  nursing 
home  services  for  persons  over  age  21,  and  physi- 
cian’s services  (with  who  paying  what??).  By  July, 
1975,  comprehensive  care  and  services  must  be 
provided  to  all  the  medically  indigent,  regardless  of 
age,  race,  creed,  color,  sex  or  financial  status.  Also 
included  will  be  dental  care,  drugs,  physiotherapy, 
glasses,  prosthetic  devices,  diagnostic  screening,  and 
preventative,  curative,  rehabilitative,  and  home 
health  services.  By  1970  the  switch  from  Ken-Mills 
to  Title  XIX  must  be  complete  in  each  state  or  fed- 
eral funds  will  no  longer  be  available.  The  aim  is 
for  optimum  health  maintenance.  If  the  quality  of 
the  service  is  not  deemed  satisfactory,  or  if  the 
states  are  not  moving  fast  enough  toward  the  ob- 
jectives and  aims  of  the  program,  federal  funds  can 
be  cut  off.  For  some  individuals  over  65,  the  state 
may  use  Title  XIX  funds  to  pay  the  premiums  for 
voluntary  supplementary  health  insurance.  The  pro- 
gram must  pay  for  deductions  on  the  federal  hospital 
insurance  programs  for  all  medical  assistance  recipi- 
ents. It  appears  that  it  will  become  the  responsibility 
of  the  states  to  meet  deductibles  and  co-insurance 
payments  for  the  indigent  aged. 

A very  important  part  of  the  program  is  con- 
cerned with  upgrading  the  care  of  children.  A 
variety  of  agencies  are  charged  with  this  responsi- 
bility. By  1975,  all  children  are  to  receive  compre- 
hensive care.  How  much  of  this  will  be  administered 
by  private  practitioners  and  how  much  by  govern- 
ment clinics  is  not  clear.  Maternal  and  child  care  will 
be  available  from  multiple  competing  agencies  with 
overlapping  responsibilities  and  a great  deal  of  dup- 
lication of  effort. 

The  scope  and  aims  of  this  legislation  are  im- 
mense. It  will  affect  twice  as  many  people  as  Title 
XVIII.  The  cost  will  be  enormous  to  both  the  states 
and  the  federal  government.  In  Illinois  alone  it  has 
been  estimated  that  it  will  entail  a monthly  increase 


of  expenditures  exceeding  a million  dollars.  Any 
attempt  at  economy  will  result  in  curtailment  of  fed- 
eral grants.  Each  year  the  states  are  expected  to 
increase  their  spending.  The  money  from  the  federal 
government  is  designed  to  improve  programs  and 
not  to  replace  state  funds.  There  is,  however,  one 
economy  which  it  would  appear  may  be  practiced: 
physicians  will  be  permitted  to  help  subsidize  the 
program  by  accepting  substandard  payments.  Hos- 
pitals are  assured  of  reasonable  remuneration,  but 
there  is  nothing  more  than  vague  hope  expressed 
that  physician’s  fees  will  be  the  same  under  Titles 

XVIII  and  XIX.  Since  physician’s  fees  under  Title 

XIX  will  be  left  to  the  discretion  of  the  states,  al- 
ready groaning  under  their  new  and  heavy  financial 
burdens,  and  particularly  since  there  is  no  statutory 
requirement  that  fees  under  Titles  XVIII  and  XIX 
bear  any  resemblance  to  each  other,  it  hardly  seems 
likely  that  they  will  be  comparable. 

This  presents  an  interesting  paradox  that  was  well 
presented  in  the  October  18,  1965,  issue  of  Medical 
Economics.  Businessmen  are  not  accustomed  to  los- 
ing money  on  defense  contracts.  No  one  sells  “shoes, 
ships  or  sealing  wax”  to  the  federal  or  local  gov- 
ernments without  taking  his  profit.  Yet  it  has  been 
traditional  for  physicians  to  give  a discount  when 
dealing  with  welfare  patients.  This  probably  stems 
from  the  old  practice  of  adjusting  fees  to  income, 
when  the  wealthy  patients  “paid  the  freight”  and 
the  poor  “rode  free.”  But  there  is  a notable  differ- 
ence, for  here  we  are  not  extending  charity  to  the 
patient,  but  to  the  government,  hardly  a “fit  object 
for  charity.”  How  this  situation  can  be  corrected 
under  Title  XIX  is  difficult  to  see.  Since  the  states 
are  footing  approximately  half  the  bill,  it  will  mean 
a considerable  revision  of  the  state’s  tax  program, 
since  states,  like  private  enterprise  and  unlike  the 
federal  government,  are  not  supposed  to  indulge 
in  deficit  financing.  But  then  we  are  told  that  it  is 
not  seemly  for  physicians  to  think  about  payments, 
lest  they  be  regarded  as  self-interested  and  greedy. 
One  of  our  own  medical  journals  stated  “while  we 
doctors  are  entitled  to  express  our  political  and 
economic  philosophy  ...  let  us  not  aggravate  the 
people  further  with  talk  of  money.  It  is  unbecoming, 
makes  our  friends  cringe,  gives  comfort  to  our  critics 
and  it  treads  on  the  prerogatives  of  those  we  serve.” 
The  Honorable  Wilbur  Cohen  himself  might  have 
been  speaking. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B i 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months'  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

1 8693-4 
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Idaho  State  Medical  Association— m sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Fierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


Societies  Elect  1966  Officers 

New  officers  of  the  Upper  Snake  River  Medical 
Society  for  1966  will  be: 

President:  A.  C.  Truxal,  Rexburg 
Vice-President:  Kitchener  E.  Head,  Driggs 
Secretary:  Rex  G.  Mabey,  Rexburg 
Treasurer:  Robert  R.  Klamt,  St.  Anthony 
Delegates:  Lester  J.  Petersen,  Rexburg  and  Asael 
Tall,  Rigby. 

Alternate  Delegates:  Blaine  H.  Passey,  Rexburg 
and  E.  L.  Soule,  St.  Anthony. 

New  officers  of  the  Southwestern  Idaho  District 
Medical  Society  for  1966  will  be: 

President:  Joseph  B.  Marcusen,  Nampa 
President-Elect:  Oaks  H.  Hoover,  Caldwell 
Secretary:  Robert  A.  Blome,  Nampa 
Treasurer:  Donald  D.  Price,  Caldwell 
Council  Member:  R.  George  Wolff,  Homedale 
Delegates:  F.  W.  Cottrell,  Robert  K.  Borron, 
Kenneth  E.  Droulard  and  W.  B.  Ross,  all  of  Nampa; 
Charles  E.  Krause  and  Gerald  C.  Bauman,  Caldwell; 
and  William  B.  Jewell,  Emmett. 

New  officers  of  the  North  Idaho  District  Medical 
Society  for  1966  will  be: 

President:  George  C.  Walter,  Lewiston 
Vice-President:  John  Rockwell,  Grangeville 
Secretary-Treasurer:  C.  Stamey  English,  Lewiston 
Delegates  and  Alternates  will  be  elected  in  1966. 

Winter  Clinic  Set  at  McCall 

Winter  Clinic  of  the  Ada  County  Medical  Society, 
Southwestern  Idaho  District  Medical  Society  and 
the  Idaho  Chapter  of  the  American  Academy  of 
General  Practice  will  be  held  March  4-6,  1966,  at 
Shore  Lodge  in  McCall. 

An  excellent  program  has  been  arranged  and 
speakers  include  George  Austin,  Portland,  Pro- 
fessor and  Head  of  the  Department  of  Neuro- 


surgery, University  of  Oregon  Medical  School;  John 
M.  Shaw,  Tacoma,  Clinical  Associate  in  Derma- 
tology, University  of  Oregon  Medical  School;  F. 
Henry  Ellis,  Jr.,  Head,  Surgery  Section,  Mayo  Clinic, 
Rochester,  Minnesota,  and  G.  E.  Cartwright,  Hema- 
tology Division  University  of  Utah  College  of  Medi- 
cine, Salt  Lake  City.  Each  speaker  will  present 
three  lectures. 

Dr.  Austin  will  discuss  Cerebral  Edema,  Cause 
and  Treatment;  Management  of  Acute  Head  Injury, 
and  Physiologic  Aspects  of  Stupor  and  Coma. 

Dr.  Shaw  will  discuss  Damages  of  Sunlight;  Pre- 
Malignant  and  Malignant  Changes  in  Sun  Damaged 
Skin,  and  Key  Diagnostic  Points  in  Office  Derma- 
tology. 

Dr.  Ellis  will  discuss  Surgical  Treatment  of  Ac- 
quired Mitral  Valve  Disease;  Surgical  Treatment  of 
Mobility  Disturbances  of  Esophagus,  and  Hiatal 
Hernia  and  Esophagitis. 

Dr.  Cartwright  will  discuss  Infectious  Mononu- 
cleosis—The  Great  Imitator;  Doctors,  Drugs  and 
Patients,  and  Leukemia  and  Lymphomas— The  Op- 
timistic Side. 

Also,  M.  J.  Pearson,  University  of  Michigan 
Medical  School,  Ann  Arbor,  will  speak  on  Psychi- 
atric Problems  Arising  in  General  Practice. 

Medical  Service  Board  Convenes 

The  Board  of  Directors  of  the  South  Idaho  Medi- 
cal Service  Bureau,  Inc.,  recently  met  in  Boise  to 
discuss  Public  Law  89-97  (Medicare)  and  other 
important  items.  The  board,  under  Russell  Tigert,  Jr., 
Soda  Springs,  President,  passed  a resolution  en- 
dorsing the  application  of  the  North  Idaho  District 
Medical  Service  Bureau,  Inc.,  to  act  as  fiscal  agent 
under  part  “B”  of  the  new  law. 

The  resolution  also  called  for  an  agreement  be- 
tween the  two  medical  service  bureaus  and  the 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 


For  use  in  glucose 
tolerance  tests 
In  preference  to  the 
postprandial  test  meal 


i 


Glucola' 

HMD 

PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 


/\l\/l 
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A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose  " for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails"— only  a 
bottle  opener  is  needed.  753  (R2 ,6a 

The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm  loading  dose 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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Idaho  State  Medical  Association  in  utilizing  a co- 
ordinating committee  in  the  administration  of  the 
program  in  event  the  North  Idaho  Bureau  is  desig- 
nated as  the  fiscal  agent.  Each  organization  would 
be  represented  by  two  officials  on  the  coordinating 
committee. 

Attending  the  meeting  in  addition  to  Dr.  Tigert 
were  F.  Wayne  Schow,  Twin  Falls,  Vice-President; 
William  D.  Forney,  Boise,  Secretary-Treasurer;  Ken- 
neth E.  Droulard,  Nampa;  P.  Blair  Ellsworth,  Idaho 
Falls;  David  C.  Miller,  Pocatello;  Asael  Tall,  Rigby; 
Ralph  G.  Goates,  Blackfoot;  Wallace  H.  Pierce, 
Lewiston,  and  William  R.  Tregoning,  Boise.  Unable 
to  attend  were  Maurice  E.  Scheel,  Wendell;  Glenn 
E.  Talboy  and  Richard  O.  Vycital,  both  of  Boise. 
Representing  the  North  Idaho  District  Medical  Serv- 
ice Bureau,  Inc.,  at  the  meeting  were  Donald  K. 
Worden  and  Rex  G.  Layton,  both  of  Lewiston,  and 
Mr.  John  Goplerud,  Executive  Director.  Mr.  Leon- 
ard O.  Thompson,  Boise,  Executive  Director  of  the 
South  Idaho  Medical  Service  Bureau,  Inc.,  was  also 
present. 

Board  of  Health  Advisors  Meet 

James  R.  Kircher,  Chairman,  and  members  of 
the  association’s  Board  of  Health  Advisory  Commit- 
tee met  recently  with  Terrell  O.  Carver,  Adminis- 
trator, and  representatives  of  the  Department  of 
Health  to  consider  a large  number  of  matters  in- 
volving the  department.  Among  items  discussed 
were  immunization  programs,  Public  Law  89-239— 
Heart  Disease,  Cancer  and  Stroke,  Medicare,  PKU 
testing,  a new  coroner’s  law  and  many  others. 

Attending  in  addition  to  Dr.  Kircher  were  J.  Gor- 
don Daines,  Boise;  Wilbur  C.  Hayden,  Sandpoint; 
Francis  H.  Fox,  Twin  Falls;  Emory  L.  Soule,  St. 
Anthony,  and  R.  George  Wolff,  Homedale. 

"Sanctity  of  Life"  Symposium  Charted 

A conference  at  Reed  College,  Portland,  March 
11-12,  1966,  will  deal  with  the  sanctity  of  life. 

A panel  of  outstanding  speakers  will  discuss  con- 
temporary developments  that  relate  to  historic 
concepts  of  the  value  of  human  life.  Among  the 
speakers  will  be  Henry  K.  Beecher,  Boston,  Pro- 
fessor of  Research  in  Anesthesia  at  Harvard  Medical 
School,  and  Peter  B.  Medawar,  London,  Nobel 
laureate  in  medicine  and  physiology  and  director 
of  the  National  Institute  for  Medical  Research  in 
England.  Advance  registration  is  requested  and 
there  is  no  fee. 

Cystic  Fibrosis  Services  Told 

New  services  have  been  initiated  by  the  Crippled 
Children’s  Service  of  the  Idaho  Department  of 
Health,  J.  E.  Wyatt,  Director,  Child  Health  Divi- 
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sion,  announced.  The  services  now  include:  L— Pay- 
ment or  assistance  with  payment  for  medication  from 
home  care  of  the  child  accepted  for  service.  2.— As- 
sistance with  cost  of  equipment  to  accomplish  home 
care.  3.— In  selected  cases,  at  request  of  the  attend- 
ing physician,  arranging  for  or  assuming  the  cost 
of  diagnostic  admissions  to  medical  centers  equipped 
to  provide  special  diagnostic  studies,  or  both. 

Applications  for  services  should  be  made  through 
the  local  Health  Department  Representative  or  the 
Crippled  Children’s  Service,  Child  Health  Division, 
Boise,  and  should  be  accompanied  by  a summary 
of  diagnostic  findings,  and  past  and  current  treat- 
ment. Frank  L.  Fletcher,  Boise,  is  Clinical  Director 
for  the  program. 

Advisors  Weigh  Physician  Draft 

An  Armed  Forces  Advisory  Committee  established 
to  assist  the  Selective  Service  in  determining  the 
essentiality  or  availability  of  Idaho  physicians  sub- 
ject to  draft,  recently  met  in  Boise,  with  Loy  T. 
Swinehart,  Boise,  as  Chairman.  Between  January  1 
and  May  1,  1966,  1,529  physicians  will  be  ordered 
to  active  duty.  Physicians  who  are  26  but  not  yet 
35  will  be  vulnerable,  and  deferrment  will  not  be 
granted  on  the  basis  of  marriage  or  fatherhood.  It 
was  noted  that  an  order  to  report  for  physical 
examination  does  not  necessarily  mean  a physician 
will  be  called  for  induction. 

The  following  Guide  Lines  prepared  by  the 
National  Advisory  Committee  to  Selective  Service 
System,  were  adopted  and  will  be  utilized,  when- 
ever possible,  in  the  orderly  determination  of 
essentiality  or  availability  of  physicians,  dentists  and 
veterinarians  for  military  duty: 

1. — Residents,  first  year 

2. — (Just)  completed  residency 

3. — (Just)  completed  training  (any  method) 

4. — Partnership  (Clinic  or  Assoc.  1st  and  2nd 

year) 

5. — Previous  deferment  since  M.D 

6. — Research,  first  year 

7. — Fellowship,  first  year 

8. — Research,  second  year 

9. — Resident,  second  year 

10.— Resident,  third  year 

1 L— Resident,  4th  year  & over 

12. — Fellowship,  second  year 

13. — Fellowship,  third  year 

14. — Research,  third  year 

15. — Gen.  Prac.  3rd  year  or  more 

16. — Instructor  or  less 

17. — Assistant  Professor 

18. — Associate  Professor 

19. — Professor 

20. — Graduate  student 

21. — Peace  Corps,  etc. 

22. — Practice,  1st  year 

23. — Practice,  2nd  year 

Meeting  with  Dr.  Swinhart  were  J.  B.  Marcusen, 
Nampa;  Glenn  A.  Hoss,  Twin  Falls;  W.  R.  Hearne, 
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Obestal 

helps. 


These  are  photographs  borrowed  from  the  files  of  a M 
souri  physician.  The  grossly’overweight  patient  pictured 
August  1962  succeeded  in  shedding  110  pounds  in  the  follov 
ing  ten  months  by  adhering  to  a diet  program  under  the  supe 
vision  and  encouragement  of  her  physician.  To  help  contrc 
her  desire  for  food  and  also  "burn  off"  additional  calories, tf 
physician  recommended  Obestat,  one  tablet  a day.  Doctor  ar 
patient  admit  that  Obestat  fortified  her  determination  to  Stic 
to  the  diet  during  the  difficult  weeks  of  adjustment. 

Obestat  can  help  your  overweight  patient  break  the  ec 
ing  habits  that  cause  obesity. 

Obestat  suppresses  appetite. 

Obestat  boosts  metabolism. 

Obestat  offsets  emotional  symptoms. 

Each  OBESTAT  TY-MED*  tablet  or  capsule  contain: 
Methamphetamine  hydrochloride  10  mg./Amobarbital  (Wcr 
ing,  may  be  habit  forming)  60  mg. /Thyroid  150  mg. 

*Lemmon  brand  of  timed-release  medication. 

Dosage:  One  Obestat  Ty-Med  tablet  or  capsule  dail. 
taken  before  breakfast,  is  satisfactory  for  most  patients.  Oco 
sionally,  2 tablets  or  capsules  may  be  required. 

Side  Effects:  Side  effects  such  as  headache,  dizzines: 
nervousness,  excitability,  insomnia,  dyspnea,  palpitation  or  gc: 
trointestinal  distress  are  infrequent  and  usually  mild. 

Precautions.-  An  increase  in  blood  pressure  or  basal  mete 
bolic  rate  should  be  observed  carefully. 

Contraindications:  Myocardial  or  coronary  disease, die 
betes,  marked  hypertension,  hyperthyroidism  or  idiosyncrasy tc 
the  ingredients. 

Supplied:  Bottles  of  30, 1 00  and  1 000  tablets  or  capsules. 
Caution:  Federal  law  prohibits  dispensing  without  prescripts 

References:  Ort,  F.:  Adjuvant  treatment  of  obesity  with  a 
anorectic-calorigenic  agent,  Clin  Med  70:1999  (Nov)  1963 
Isenberg,  C.  L.:  Treatment  of  the  overweight  patient  in  generc 
practice,  Clin  Med  72:663  (Apr)  1965.  ©1966  HAACK  1-66  MAOEINU.S.A 

HAACK  LABORATORIES,  INC. 
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Pocatello.  Unable  to  attend  was  Wallace  S.  Douglas, 
Lewiston.  Also  present  were  Gerald  M.  Craig, 
D.D.S.,  Boise,  representing  the  Idaho  State  Dental 
Association  and  A.  P.  Schneider,  D.V.M.,  Boise,  rep- 
resenting the  Idaho  State  Veterinary  Medicine  Asso- 
ciation. 

State  Board  of  Medicine  Section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine for  the  purpose  of  conducting  licensure  and 
other  business  was  held  in  Boise,  January  10-12, 
1966. 

Members  of  the  Board  are:  John  E.  Comstock, 
Pocatello,  Chairman;  Charles  A.  Terhune,  Burley, 
Vice-Chairman;  Charles  E.  Kerrick,  Caldwell;  James 
S.  Newton,  Lewiston;  Robert  E.  Lloyd,  Boise,  and 
Orland  B.  Scott,  Kellogg. 

Meeting  with  the  board  were  the  Physical  Therapy 
Advisory  Committee  of  which  Mr.  J.  Perry  Silver, 
Boise,  is  Chairman.  Other  members  are  Mr.  Douglas 
S.  Raymond,  Idaho  Falls,  and  Mrs.  Maiy  G.  Yost, 
Twin  Falls. 

A temporary  license  was  recently  issued  to  Robert 
W.  Loehning,  Pocatello,  graduate  Western  Reserve 
University  School  of  Medicine,  Cleveland,  Ohio, 
June  17,  1954.  Internship,  Colorado  General  Hos- 
pital, Denver,  1954  to  1955.  Anesthesiology  Resi- 
dency, University  of  Cleveland  Hospitals,  Cleve- 
land, 1955  to  1957.  Associate  Professor,  Anesthesi- 
ology, University  of  Utah,  College  of  Medicine, 
Salt  Lake  City.  Granted  TL-358,  December  16, 
1965.  Anesthesiology. 


dr.  guy  e.  owens,  76,  Moscow,  died  November 
28,  1965. 

Born  April  15,  1889,  at  Norton,  Kansas,  he  re- 
ceived his  elementary  and  secondary  education  in 
Hastings,  Nebraska,  and  graduated  from  Kansas 
University,  in  1919. 

He  received  his  medical  degree  in  1922  from 
the  University  of  Kansas  School  of  Medicine  and 
completed  his  internship  at  the  Trinity  Lutheran 
Hospital,  Kansas  City.  He  took  a residency  at  St. 
Agnes  Hospital,  Baltimore,  in  1927,  and  a residency 
in  surgery  at  Harvard  Medical  School  in  1939. 

Dr.  Owens  entered  private  practice  in  1923  in 
Kansas  City,  where  he  remained  until  1949.  He 
received  License  No.  M-2003  to  practice  medicine 
and  surgery  in  Idaho,  November  19,  1949,  and  be- 
came associated  with  the  Student  Health  Service 


at  the  University  of  Idaho.  He  retired  as  Associate 
Physician  at  the  University  August  15,  1954,  and 
returned  to  private  practice  in  Moscow. 

dr.  helen  Frances  craig,  82,  Boise,  died  De- 
cember 7,  1965. 

Born  June  14,  1883,  at  Viroqua,  Wisconsin,  she 
attended  schools  in  the  south.  She  was  a student  at 
Asheville  College  for  Women  at  Asheville,  North 
Carolina,  and  Alabama  Polytechnical  School.  She 
received  her  M.D.  degree  in  1913  from  the  Univer- 
sity of  Chicago  and  Bush  Medical  College.  She 
worked  in  the  Pathology  Department  at  the  Univer- 
sity of  Chicago  for  two  years  and  took  her  intern- 
ship training  at  Denver  General  Hospital,  and  served 
as  pathologist  for  three  Denver  hospitals,  the  Denver 
General  Hospital,  St.  Joseph’s,  Mercy  Hospital  and 
St.  Anthony’s. 

She  married  James  J.  Sullivan  in  Denver  in  1923 
and  gave  up  her  professional  career.  He  died  in 
1934,  and  she  was  appointed  pathologist  at  St. 
Luke’s  Hospital  in  Boise  in  1935,  at  which  time 
she  resumed  her  professional  name.  She  was  also 
appointed  pathologist  at  St.  Alphonsus  Hospita1  in 
1937.  In  1946  she  established  a private  practice  and 
worked  at  the  Boise  Clinical  Laboratory. 

dr.  Newell  h.  battles,  58,  Idaho  Falls,  died  De- 
cember 30,  1965. 

He  was  born  September  12,  1907,  at  Central  City, 
Nebraska.  He  attended  schools  at  Genoa,  Nebraska, 
and  was  graduated  from  Northwestern  University 
Medical  School  in  1933.  He  interned  and  did  post- 
graduate work  at  St.  Louis  City  Hospital. 

He  joined  the  Budge  Clinic  at  Logan,  Utah,  in 
1936,  and  established  his  practice  in  ophthalmology 
and  otolaryngology  in  Idaho  Falls  in  1941.  He  was 
granted  License  No.  M-1642  to  practice  medicine 
and  surgery  in  Idaho  on  October  21,  1940. 

He  entered  the  Army  Medical  Corps  in  1942 
and  served  until  July,  1946. 

He  was  on  the  staff  of  both  hospitals  in  Idaho 
Falls.  He  belonged  to  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  was  a Fellow 
of  the  American  College  of  Surgeons,  a member  of 
the  American  Society  of  Facial  Plastic  Surgery  and 
the  Centurion  Club. 

He  was  a member  of  the  Presbyterian  Church  of 
Idaho  Falls,  the  Idaho  Falls  Rotary  Club,  Benevo- 
lent and  Protective  Order  of  Elks,  Masonic  Lodge 
and  Shrine.  He  was  a reserve  officer  in  the  U.S. 
Army  Medical  Corps. 
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Proceedings  of  the  Meeting  of 
Board  of  Trustees 
Saturday , January  8,  1966 

The  monthly  meeting  of  the  Board  of  Trustees  of 
the  Oregon  Medical  Association  was  held  on  Sat- 
urday, January  8,  1966,  in  the  conference  room  at 
the  Association  headquarters  office  in  Portland. 
The  following  members  of  the  Board  were  in  at- 
tendance: Ernest  T.  Livingstone,  James  H.  Seacat, 
John  E.  Tysell,  William  C.  Scott,  Alfred  C.  Hutchin- 
son, Clinton  S.  McGill,  Max  H.  Parrott,  Norman  A. 
David,  G.  Prentiss  Lee,  James  V.  Woodworth,  C.  H. 
Hagmeier  (Alternate— First  District),  Forrest  E. 
Bieke  (Alternate— First  District),  William  O.  Steele, 
Merle  Pennington,  Irvin  J.  Schneider  (Alternate- 
Fourth  District),  Stanley  K.  Davis,  Kenneth  B. 
Haevemiek  (Alternate— Sixth  District),  Glenn  M. 
Gordon,  H.  Lee  Harris,  Melvin  E.  Johnson,  Paul 
W.  Sharp,  E.  Albert  Moody,  W.  T.  Edmundson, 
and  Dean  M.  Macy. 

The  following  members  of  the  Board  were  absent: 
Blair  J.  Henningsgaard,  Raymond  M.  McKeown, 
J.  Scott  Gardner,  G.  Donald  Beardsley,  John  R.  Boe 
and  Robert  W.  Pollock. 

Other  members  of  the  Association  present 
were:  J.  Richard  Raines,  President,  Multnomah 
County  Medical  Society;  Daniel  K.  Billmeyer, 
Alternate  Delegate  to  the  American  Medical  Associ- 
ation; Allyn  M.  Price,  Alternate  Trustee,  Second 
District;  Donald  F.  Kelley,  Chairman,  Committee 
on  Public  Policy;  Herman  A.  Dickel,  Chairman, 
Committee  on  Medical  Education;  and  Russel  L. 
Baker,  Chairman,  Board  of  Trustees,  Oregon  Physi- 
cians’ Service. 

Others  in  attendance  at  the  meeting  were:  Mrs. 
Howard  C.  Emmerson,  and  Mrs.  William  V.  Zart- 
man,  President  and  President-Elect  of  the  Woman’s 
Auxiliary;  Mr.  John  J.  Coughlin,  legal  counsel;  Mr. 
Joe  Mitchell,  Professional  Relations  Director,  Ore- 
gon Physicians’  Sendee;  Mr.  Jerry  Gould,  Field 
Representative,  American  Medical  Association;  Mr. 
Roscoe  K.  Miller,  Executive  Secretary;  Mr.  Robert 
O.  Bissell,  Associate  Executive  Secretary  and  Mr. 
Robert  H.  Eisner,  Executive  Secretary,  Multnomah 
County'  Medical  Society. 

Report  and  Recommendations  of  Executive  Committee 

President  Ernest  T.  Livingstone,  Chairman  of  the 
Executive  Committee,  presented  the  following  rec- 
ommendations of  that  Committee  to  the  Board  of 
Trustees  which  were  adopted: 

L— That  the  Association  take  no  position  with 
respect  to  the  1-1/2  per  cent  property  tax  limitation 
initiative  sponsored  by  the  Oregon  Home  Owners 
Association  which  will  be  placed  before  the  voters  at 
the  1966  General  Election  but  that  each  individual 


member  of  the  Association  be  encouraged  to  fulfill 
his  citizenship  responsibility  by  becoming  well  in- 
formed regarding  this  initiative  proposal. 

2. — That  the  application  of  C.  H.  Manlove  of 
Portland  for  Life  membership  be  approved. 

3. — That  since  communications  have  been  received 
from  only  four  component  societies  regarding  then- 
views  with  respect  to  the  “prevailing  fee”  principle 
it  be  considered  premature  for  the  Board  of  Trustees 
to  take  action  on  this  subject  at  this  time  and  that 
such  action  be  deferred  until  the  pilot  study  now 
in  progress  has  been  completed. 

4. — That  the  following  members  of  the  Association 
be  submitted  to  Representative  Edith  Green  to  re- 
ceive invitations  to  attend  the  three  day  conference 
to  review  current  federal  laws  in  the  areas  of  mental 
health,  mental  retardation,  vocational  rehabilitation 
and  special  education  passed  by  the  89th  Congress 
and  to  be  held  at  Portland  State  College  March  21- 
23,  1966: 

Members  of  Board  of  Trustees 

Members  of  Committee  on  Medical  Edu- 
cation 

Members  of  Committee  on  Public  Policy 

Members  of  Committee  on  Public  Rela- 
tions 

Members  of  Committee  on  Mental 
Health 

Members  of  Committee  on  Rehabilitation 

Members  of  Board  of  Directors  of 
OMPAC 

OMA  Mid-year  Meeting  Set  for  April  22-23,  1966 

5. — That  the  1966  Midyear  Meeting  of  the  House 
of  Delegates  be  held  on  Friday  and  Saturday,  April 
22-23  at  the  Benson  Hotel  immediately  following 
the  1966  annual  meeting  of  the  University  of  Oregon 
Medical  School  Alumni  Association  and  the  1966 
Spring  Sommer  Memorial  Lectures. 

6. — That  the  recommendation  of  the  Committee 
on  Medical  Education  to  hold  the  annual  senior 
medical  school  dinner  on  Friday,  February  4,  1966, 
be  approved  and  that  all  members  of  the  Board  of 
Trustees  be  strongly  urged  to  attend. 

7. — That  because  of  his  special  interest  in  medical 
ethics,  Herman  A.  Dickel  be  authorized  to  attend  the 
National  Congress  on  Medical  Ethics  and  Profes- 
sionalism sponsored  by  the  American  Medical  As- 
sociation and  to  be  held  in  Chicago,  March  5-6, 
1966,  at  Association  expense. 

8. — That  members  who  have  failed  to  pay  the 
1965  special  assessment  as  of  December  31,  1965, 
be  informed  that  their  membership  in  the  Associ- 
ation is  terminated  as  of  that  date  and  of  the  pro- 
cedures they  will  need  to  follow  for  reinstatement. 
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"Physical  Examination  of  the  Knee”  is  "THE  OREGON 
MEDICAL  REVIEW”  telecast  featuring  Donald  B.  Slocum, 
Eugene,  Thursday,  Feb.  17,  10:35  p.m.,  Channels  10  and  7. 
Program  scheduled  for  February  24  is  “The  Family  Inter- 
view” directed  by  George  Saslow,  Portland.  Other  Thurs- 
day night  telecasts  to  be  scheduled  will  be  directed 
by:  David  W.  Macfarlane,  Salem;  Bernard  Pirofsky,  Matth- 
ew McKirdie,  Leroy  O.  Carlson,  Robert  D.  Koler,  George 
M.  Robins,  all  of  Portland,  and  W.  Richey  Miller,  Eugene. 


Appointment  to  Board  of  Medical  Examiners 

President  Livingstone  reminded  the  members  of 
the  Board  that  in  accordance  with  the  Medical 
Practice  Act  it  became  necessary  for  the  Oregon 
Medical  Association  to  submit  the  names  of  three 
physicians  to  Governor  Mark  O.  Hatfield  for  his 
consideration  in  making  an  appointment  to  the  Board 
for  a five-year  term  beginning  February  28,  1966. 
He  explained  further  that  the  appointment  is  for 
the  position  now  held  by  Allan  L.  Ferrin  of  Salem 
who  according  to  Association  policy  was  eligible 
to  be  nominated  for  a second  five-year  term.  Presi- 
dent Livingstone  then  reported  that  the  Executive 
Committee  submitted  the  names  of  the  following 
members  of  the  Association  for  consideration  of  the 
Board  in  making  such  nominations  to  the  Governor: 

L— Allan  L.  Ferrin,  Salem  (incumbent) 

2. — Peter  P.  Rowell,  Salem 

3. — Stanley  K.  Davis,  Salem 

President  Livingstone  then  called  for  any  further 

nominations  from  other  members  of  the  Board  of 
Trustees. 

There  being  no  further  nominations,  it  was  unani- 
mously voted  that  the  names  of  Allan  L.  Ferrin, 
Peter  P.  Rowell  and  Stanley  K.  Davis  be  submitted 
to  Governor  Mark  O.  Hatfield  for  his  consideration 
in  making  an  appointment  to  the  Oregon  State  Board 
of  Medical  Examiners. 

OMA  Approves  1966  Budget 

Alfred  C.  Hutchinson,  Secretary-Treasurer,  had 


distributed  to  the  members  of  the  Board  of  Trustees 
a copy  of  the  budget  for  1966  as  prepared  and 
recommended  by  the  Executive  Committee.  Dr. 
Hutchinson  reviewed  each  general  budget  classifi- 
cation independently  emphasizing  “line  items”  of 
special  significance. 

After  a period  of  discussion,  the  budget  for  1966 
as  recommended  by  the  Executive  Committee  was 
unanimously  adopted. 

President  Livingstone  called  the  attention  of  the 
members  of  the  Board  to  the  fact  that  in  recent 
years  the  unallocated  balance  in  the  Association’s 
annual  budget  had  been  steadily  decreasing.  This 
fact  he  emphasized  makes  it  impossible  for  the 
Association  to  establish  a sufficient  contingency  re- 
serve. He  therefore  recommended  that  the  Executive 
Committee  be  authorized  to  reactivate  the  special 
ad  hoc  committee  to  study  the  Association’s  dues 
structure  which  had  been  dissolved  following  the 
presentation  of  its  report  to  the  1964  midyear  meet- 
ing of  the  House  of  Delegates. 

It  was  voted  that  the  Executive  Committee  be 
authorized  to  reactivate  the  ad  hoc  committee  to 
study  the  Association’s  dues  structure. 

Report  of  Committee  on  Medical  Education 

Herman  A.  Dickel,  Chairman  of  the  Committee 
on  Medical  Education,  advised  the  Board  of  Trust- 
ees that  the  Committee  had  met  with  the  Liaison 

continued  on  page  161 
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continued  from  page  86 

two  months,  before  it  was  removed  from  clinical 
dispensing.  I believe  the  solution  was  of  the  70 
per  cent  strength.  According  to  the  newspaper 
report,  the  solution  used  on  the  laboratory  animals 
was  much  stronger.  We  could  discover  no  untoward 
effects  of  any  kind. 

In  fact,  as  you  realize,  the  elimination  of  the 
narcotics  was  very  beneficial.  We  would  be  more 
than  happy  if  we  can  in  any  way  expedite  the 
return  of  DM  SO  to  the  clinical  use  with  patients. 
I had  considered  writing  to  Dr.  Sadusk,  or  contact- 
ing our  Senators  to  see  if  an  inquiry  could  not  be 
made  into  the  withdrawal  of  seemingly  beneficial 
medicines. 

Please  be  so  good  as  to  reply,  if  you  can  use 
our  assistance. 

Sincerely, 

MR.  AND  MRS.  J.  H.  RICHTER 

7900  S.W.  Hwy.  £ 217 
Beaverton,  Oregon  97005 

More  correspondence  on  page  165 


continued  from  page  111 

abstracto 

Las  pruebas  electrodiagnosticas  pueden  ser 
utiles  en  la  evaluacion  de  los  probables  sindromes 
de  las  raices  nerviosas  proporcionado  evidencia 
objetiva  de  dano  de  la  neurona  motora  inferior. 
La  localization  del  nivel  de  la  raiz  afectada 
puede  ser  posible,  si  varios  musculos  son  los 
afectados.  La  prediccion  exacta  de  nivel  del 
disco  afectado  es  menor  certera,  especialmente 
en  la  area  lumbosacra.  No  rara  vez,  otra  causa 
de  la  sintomatologia  puede  ser  identificada 
ademas  del  dano  a las  raices  nerviosas.  Es 
importante  reconocer,  sin  embargo,  que  el 
electrodiagnostico  no  puede  determinar  la  etio- 
logia  exacta  de  los  problemas  de  las  raices 
nerviosas.  For  lo  tanto,  la  correlacion  cuidadosa 
de  los  hallazgos  y la  evaluacion  clinica  es  nece- 
saria  como  con  cualquier  prueba  de  laboratoria. 


Tuberculosis  Conference  Scheduled 

The  National  Tuberculosis  Association  has  sched- 
uled an  AMA  conference  entitled  “Mobilizing 
Against  Air  Pollution  and  Respiratory  Disease”  to 
be  held  at  the  Ambassador  Hotel  in  Los  Angeles 
March  2-4.  The  American  Thoracic  Society  is  one 
of  the  co-sponsors  of  this  meeting. 
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DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 

CO-5726 
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meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

A LOGICAL  FIRST  CHOICE 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-fasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  V5  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


W/nfhrop 
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continued  from  page  157 

Committee  of  the  University  of  Oregon  Medical 
School  faculty  to  consider  the  appointment  of  a 
“Regional  Advisory  Group”  required  under  Public 
Law  89-239,  the  appointment  of  which  was  ap- 
proved by  the  Board  at  its  meeting  on  December  11, 
1965.  He  reported  that  the  members  of  both  com- 
mittees viewed  favorably  the  creating  of  such  an 
advisory  group  but  that  certain  guidelines  need  to 
be  established  for  the  functioning  of  such  a group 
prior  to  its  appointment.  To  accomplish  this  objec- 
tive, Dr.  Dickel  announced  a special  study  committee 
was  created  to  be  appointed  by  the  Chairman  of  the 
Committee  on  Medical  Education,  the  President  of 
the  Association  and  the  Dean  of  the  Medical  School 
in  consultation.  He  informed  the  Board  that  the 
study  committee  had  been  appointed  and  would 
meet  promptly. 

In  addition  to  the  manuscript  report  on  progress 
relative  to  implementing  Public  Law  89-239,  Dr. 
Dickel  verbally  discussed  the  continuing  medical 
education  program  “Oregon  Medical  Review”  being 
presented  over  the  facilities  of  KOAC-TV  and 
KOAP-TV  operated  by  the  State  System  of  Higher 
Education  and  distributed  a special  announcement 
leaflet  listing  the  weekly  programs  during  January 
and  February.  He  also  announced  the  appointment 
of  local  “critique”  committees  which  included  the 
naming  of  members  of  the  Board  of  Trustees  as 
chairmen  in  their  respective  medical  communities. 

Committee  on  Public  Policy  Is  at  Work 

Donald  F.  Kelly,  Chairman  of  the  Committee  on 
Public  Policy,  reported  that  the  Committee  was  in 
the  process  of  preparing  for  the  1967  Legislative 
session  and  that  a meeting  on  Friday,  December  17, 
1965,  had  given  preliminary  review  to  a number  of 
anticipated  legislative  proposals  which  it  was  antici- 
pated would  be  introduced  and  had  appointed  sub- 
committees to  consider  specific  areas  in  depth. 
Among  the  State  Legislative  proposals  under  con- 
sideration by  the  Committee  were:  (1)  employment 
of  school  social  workers;  (2)  amendments  to  Basic 
Science  Act  to  provide  for  acceptance  of  Part  I of 
the  examination  of  the  National  Board  of  Medical 
Examiners;  (3)  limitation  on  the  availability  and 
use  of  BB  guns;  (4)  regulation  of  medical  labora- 
tories; (5)  Title  XIX  of  Public  Law  89-97;  (6)  good 
Samaritan  legislation;  (7)  ambulance  standards; 
(8)  revision  of  dangerous  drug  laws;  (9)  revision 
of  commitment  law;  and  (10)  composition  of  Oregon 
State  Board  of  Health. 

The  following  recommendations  were  adopted  as 
follows  by  the  Board  of  Trustees: 

L— That  the  Board  of  Trustees  request  the  Com- 
mittee on  Rehabilitation  to  use  their  influence  with 


Edwin  W.  Brown  Jr.,  (seated  far  left)  Associate  Medical 
Director  of  Project  HOPE  and  Project  Director  of  Project 
Viet-Nam,  points  out  positions  of  locations  on  a map  to 
the  latest  group  of  American  doctors  to  volunteer  two- 
months'  service  in  South  Viet-Nam.  The  doctors  (left  to 
right,  seated)  Dr.  Brown;  H.  Robert  Davis  Jr.,  Boiling 
Springs,  Pa.:  Robert  A.  McKinley,  White  Plains,  N.Y.; 
Richard  Norman  Sherwin,  Prineville.  Oregon;  (standing) 
Robert  E.  Lane,  Tacoma,  Wash.;  Leo  L.  Wenke,  Healds- 
burg,  Cal.;  Donald  C.  Sauer,  St.  Louis,  Mo.;  Thomas  P. 
Comer,  Rochester,  Minn.;  and  Bernard  W.  Casselman,  Los 
Angeles,  Cal.  The  eight  doctors  flew  to  Saigon  January  4. 


the  Division  of  Vocational  Rehabilitation  of  Oregon 
to  resolve  the  matter  of  the  unnecessary  paper  work, 
and  that  the  Board  of  Trustees  reaffirm  the  Associ- 
ation’s policy  that  its  members  do  not  discriminate 
in  serving  the  citizens  of  Oregon  and  that  a govern- 
mental agency  can  assume  compliance  with  the 
Civil  Rights  Act,  1964,  for  such  physicians’  services 
unless  evidence  to  the  contrary  develops. 

2. — That  the  Board  of  Trustees  refer  the  subject 
of  “Consolidation  of  Circuit  Court  Services  to  Fami- 
lies and  Children”  to  the  Committee  on  Mental 
Health  and  that  this  Committee  report  back  their 
findings,  suggestions  and  recommendations  to  the 
committee  on  Public  Policy  for  evaluation. 

3. — That  the  Board  of  Trustees  request  that  the 
Committee  on  Hospitals  and  Related  Institutions 
study  areawide  hospital  councils. 

4. — That  the  Board  of  Trustees  refer  a proposal 
of  classification  of  motor  vehicle  operators  licenses 
to  the  Committee  on  Traffic  Safety  for  its  further 
consideration  and  to  report  its  suggestions  and 
recommendations  to  this  Committee. 

Workmen's  Compensation  Insurance  for  Physicians 

Mr.  Roscoe  K.  Miller,  Executive  Secretary,  re- 
viewed briefly  the  difficulties  which  the  Association 

continued  on  page  168 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

— — 'y — “ — 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  -1962  88.6% 

5,440 1963 88.0% 

10,384  % 1964  88.5% 


y^-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. .. Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /j-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being® 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  |udgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References  1.  Isenberg,  Henry  D._  Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  0.:  Health  Laboratory  Science 
1T85-256  (July-Aug.)  1964. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Troeinate' 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Troeinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Troeinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Troeinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 
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Taking  an  ECG  ? 


Complete  the  clinical  picture 

with  a heart  sound  recording 


. . . made  on  your  500  VISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias.  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50.  100.  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG.  PCG.  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope). 
Model  1506A  is  S450  f.o.b.  Waltham.  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division. 
Hewlett-Packard  Company.  Waltham.  Mass.  02154.  In  Europe.  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias.  Geneva. 

• or  almost  any  other  ECG  with  a 50  mm  sec  chart  speed. 


2R1 

□ Send  detailed  specifications  on  Sanborn  1506A  Heart  Sound  Amplifier. 

□ Have  HP  Sanborn  Field  Office  call  me  for  an  appointment. 


( address) 

(phone) 

(city) 

(state) 

(zip  code) 

HEWLETT 
PACKARD  ^ 


SANBORN 

DIVISION 


Bellevi'e  Hewlett-Packard,  Neely  Sales  Decision.  11656  N.  E.  8th  Street.  (206)  454-3977 

Bellevue.  W ashington  9S004 

Por  i land  Hcu-lett-Packard,  Neely  Sales  Division,  2737  S.  \N  . Corbett  Ave.,  (503)  228-5107 

Portland,  Oregon  97201 
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continued  from  page  158 

Dr.  Sadusk  Explains 

EDITOR,  NORTHWEST  MEDICINE: 

This  letter  is  written  in  reply  to  your  editorial 
and  addendum  on  the  subject  of  withdrawal  of 
DM  SO  from  investigational  use  in  the  human,  pub- 
lished on  pages  27  and  47  of  the  January  issue  of 

NORTHWEST  MEDICINE. 

First,  I received  your  telegram  upon  my  return 
to  the  office  on  December  13,  not  on  December 
8 as  you  have  implied.  My  reply  to  you  was  made 
on  December  21,  1965,  a date  which  is  justified  by 
the  press  of  many  pressing  and  urgent  matters  re- 
quiring my  immediate  attention  since  I had  been 
away  from  the  office  on  duty  with  a Scientific  Group 
of  the  World  Health  Organization  in  Geneva.  At  no 
time  did  you  make  an  attempt  to  reach  me  by 
further  written  or  telephonic  means  of  communica- 
tion to  clarify  the  reasons  for  not  receiving  a reply. 

Second,  your  facts  concerning  the  notification  of 
investigators  are  incorrect.  Investigators  were  not 
ignored;  indeed,  they  were  all  immediately  notified 
by  the  pharmaceutical  firm  from  whom  they  were 
properly  receiving  their  DSMO  supply  under  their 
investigational  drug  exemption.  These  investigators 
received  the  first  notification  by  telegram.  Some  of 
the  firms  dispatched  these  telegrams  the  night  of 
the  day  the  FDA  decision  was  made,  other  firms 
sent  the  telegrams  on  the  following  day.  In  addition, 
each  firm  then  followed  up  immediately  with  a de- 
tailed letter  to  each  investigator  giving  the  toxi- 
cological findings  in  animals  and  other  details  which 
led  to  the  FDA  decision.  Consequently,  I am  at  a 
loss  to  explain  the  “anguish  of  the  frustrated  investi- 
gator” who  had  to  write  for  information  to  the  Re- 
search Director  of  a sponsoring  firm.  Incidentally, 
the  letter  noted  above  was  prepared  as  a joint  and 
identical  effect  by  DM  SO  sponsoring  firms  in  col- 
laboration with  my  staff. 

You  should  also  know  that  the  decision  to  re- 
move DM  SO  from  experimental  use  until  the  issue 
of  refractive  changes  in  the  lenses  of  animals  is  clari- 
fied was  arrived  at  by  my  staff  around  a conference 
table  with  pharmaceutical  firms  sponsoring  the  drug 
and  a full  report  was  sent  to  the  Commissioner  of 
FDA  for  his  approval.  There  was  no  dissent  from 
these  industry  representatives  as  to  this  action,  thus 
indicating  that  FDA  action  was  neither  arbitrary 
nor  capricious.  While  our  decision  was  made  on  the 
basis  of  animal  data,  there  was  and  still  is  no  sub- 
stantial evidence  of  safety  in  the  human  based  on 
ophthalmological  observations. 

Finally,  you  should  understand  the  extent  of 
authority  which  FDA  has  for  releasing  or  publishing 
experimental  data  submitted  to  us  under  an  investi- 
gational drug  exemption  or  new  drug  application. 


The  law  does  not  permit  us  to  release  or  publish 
these  investigations  since  they  are  submitted  to  us 
in  confidence,  and  publication  rights  remain  the 
property  of  the  investigator.  Consequently,  the  in- 
vestigator has  the  sole  authority  and  responsibility 
for  determining  whether  or  not  his  experimental  data 
are  to  be  released  or  published  in  the  medical  litera- 
ture; the  FDA  cannot  require  him  to  do  so. 

However,  mindful  of  our  responsibility  to  the 
practicing  physician,  it  is  now  the  policy  of  the 
Bureau  of  Medicine  to  publish  in  the  Journal  of  the 
American  Medical  Association— the  official  organ  of 
all  physicians— timely  articles  on  the  scientific  as- 
pects of  our  decisions  on  drugs  which  are  on  the 
market  and  available  to  physicians.  While  DMSO 
is  an  experimental  drug  and  does  not  fall  in  the  cate- 
gory' of  marketed  drugs,  we  are  nevertheless  attempt- 
ing to  prepare  an  article  which  will  be  informative 
to  physicians  and  yet  not  violate  the  confidence  of 
the  investigator  nor  prejudice  his  prior  rights  of  pub- 
lication. 

Cordially  yours, 

JOSEPH  F.  SADUSK,  JR.  M.D. 

Medical  Director 
Food  and  Drug  Administration 

Return  to  the  Horse 

EDITOR,  NORTHWEST  MEDICINE: 

This  is  a Letter  to  the  Editor  to  express  my 
discontent  with  the  appearance  of  a “special”  article 
proposing  that  physicians  should  work  for  the  enact- 
ment of  the  Liberty  Ammendment  and  abolition  of 
the  federal  income  tax  to  facilitate  the  withering 
away  of  the  Federal  Government.  The  most  special 
aspect  of  this  article  is  that  it  appeared  against  the 
judgment  of  all  medical  advisory'  board  members 
reviewing  it. 

It  is  my  belief  and  it  was  that  of  the  members 
of  the  Editorial  Advisory  Board  who  reviewed  this 
manuscript  that  such  articles  are  not  appropriate  for 
northwest  medicine.  To  me  it  is  in  a class  with 
Orphan  Annie’s  return  to  the  horse  as  a solution  to 
the  agricultural  problem. 

Sincerely  yours, 

ARTHUR  J.  SEAMAN,  M.D. 

Chairman,  Editorial  Advisory  Board 

Publication  Approved 

EDITOR,  NORTHWEST  MEDICINE: 

I have  just  read  Gordon  Leitch,  Jr.’s  article 
on  America’s  Social  Cancer,  and  have  dispatched 
my  copy  to  Readers  Digest  editors  , hoping  that  they 
will  find  it  worth  printing.  I want  several  more 
copies  and  request  that  they  be  sent  me  C.O.D. 
A half-dozen  will  do  for  a starter. 

I think  it  was  fine  of  you  and  the  editorial  board 
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to  print  this  and  commend  you  for  it. 

I miss  seeing  you  personally  on  your  visits  to 
Portland,  but  I always  enjoy  your  editorials,  and  like 
northwest  medicine  as  much  as  I ever  did. 

With  sincerest  personal  regard.  I am 

Very  truly  yours, 

W.  H.  THAYER,  M.D. 

6200  S.E.  Milwaukie  Ave. 

Portland , Oregon  9 7202 
Decision  to  publish  the  Leitch  article  was  ours 
alone.  Rejection  was  recommended  by  every  member 
of  the  Editorial  Advisory  Board  who  read  the  manu- 
script. See  letter  from  the  Chairman  of  the  EAB. 
Editorial  prerogative  was  exercised  because  of  the 
informative  value  of  the  article,  not  because  universal 
approval  was  anticipated.  Ed. 


Colorado  to  be  Site  of  Rural  Health  Conference 

The  nineteenth  National  Conference  on  Rural 
Health  sponsored  by  the  AMA  Council  on  Rural 
Health  will  be  held  at  the  International  Center  of 
the  Broadmoor  Hotel,  Colorado  Springs,  Colorado, 
March  18-19,  1966. 

The  objectives  of  the  conference  are:  1.— To 

improve  methods  of  communication  in  health  edu- 
cation for  rural  people.  2.— To  more  fully  understand 
and  be  able  to  utilize  more  efficiently  health  man- 
power resources  in  a community.  3.— To  assess  the 
effect  of  environmental  factors  on  the  health,  safety', 
and  well-being  of  people  living  in  rural  areas. 
4.— To  discover  and  be  able  to  implement  the  util- 
ization of  community  health  resources. 


STAINS  THAT  FADE 

The  pessimist  views  the  current  vandalism,  racial  strife,  political  chicanery7, 
moral  looseness,  disrespect  for  the  rights  of  others  as  he  would  cigarette  bums  on  a 
tablecloth— irreparable  blemishes;  the  optimist  thinks  of  these  depredations  as  only 
stains  that  fade  in  the  presence  of  light.  The  pessimist  and  the  optimist  may  agree  that 
a blight  exists,  but  they  differ  in  their  reactions  to  it:  the  former  concedes  defeat; 
the  latter  sees  a challenge. 

Notes  from  The  Foundation  for  Economic  Education,  Inc.,  January,  1966 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  % 


things  go 

better,! 

^with 

Coke 


11:47  pm  11:53  pm  12:06  am 
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"Ah,  My  BeIovecJ,  fill  tIh e Cup  tIiat  cIears 
TODAY  of  pAST  Reqrets  ancJ  fuTURE  Fears..." 


OMAR  KHAYYAM  was  a tentmaker,  astronomer, 
and  wine  lover,  not  a physician.  But  as  you  per- 
ceive, Doctor,  he  had  a pretty  good  notion  of  the 
value  of  wine  in  geriatrics,  in  anxiety,  and  in  solv- 
ing many  of  the  problems  that  beset  you  and 
your  patients  daily. 

So,  why  not  let  us  help  you  partake  of  the  900- 
year-old  wisdom  of  Omar  the  tentmaker?  And  of 
modern  medical  research?  Drop  us  a note  on 
your  professional  letterhead  and  we'll  send  you, 
free,  “USES  OF  WINE  IN  MEDICAL  PRACTICE." 

It's  the  new,  revised  summary  of  a quarter  cen- 
tury of  research  by  leading  universities  and  gov- 
ernmental agencies  both  here  and  abroad.  It 
highlights  the  latest  findings  on  wine  as  a thera- 
peutic aid  in  your  practice,  and  as  an  adjunct  to 
the  diets  of  your  patients  in  hospitals  and  nursing 
homes. 

By  the  way.  Doctor:  In  your  spare  time  (if  any), 
are  you  a gourmet  cook?  Or  do  you  insist  that 
your  wife  be?  If  so  (or  if  you  just  enjoy  good 
food),  our  new  cookbook,  “ADVENTURES  IN 
WINE  COOKERY  BY  CALIFORNIA  WINEMAK- 
ERS,” is  an  absolute  must  in  your  kitchen  library. 

We  done  it  and  we're  proud  of  it.  Our  wives 
helped.  It  gives  you  more  than  400  irresistible 
easy  recipes,  just  send  us  $2  per  copy  postpaid 
(we'd  love  to  give  it  to  you  but  it's  too  expen- 
sive). Makes  a wonderful  thank-you-ma'am”  or 
thoughtful  gift.  Makes  doctors  and  their  wives 
happy.  Makes  us  and  our  wives  happy.  Thank 
you,  Doctor,  for  listening. 

Wine  Advisory  Board,  Dept.  102D,  717  Market  Street,  San  Francisco,  California  94103 
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continued  from  page  161 

had  encountered  in  its  attempt  to  establish  a Work- 
men’s Compensation  insurance  plan  for  members  of 
the  Association.  He  emphasized  that  the  situation 
would  become  stabilized  since  the  Workmen’s  Com- 
pensation Board  established  by  the  1965  Workmen’s 
Compensation  Act  assumed  its  full  legal  responsibil- 
ities officially  on  January  1,  1966,  and  the  Work- 
men’s Compensation  Rating  Bureau  established 
under  the  Act  by  the  private  carriers  also  became 
officially  recognized  on  that  date. 

Report  of  AMA  Field  Representative 

Mr.  Jerry  Gould,  AMA  Field  representative  for 
Oregon,  commented  briefly  upon  the  federal  legisla- 
tive scene  and  suggested  that  the  Association  give 
attention  to  other  legislation  passed  by  the  89th 
Congress  affecting  medicine  and  the  public  health 
and  not  limit  its  concern  to  Public  Laws  89-97  and 
89-239.  He  stressed  also  that  the  American  Medical 
Association  is  deeply  concerned  regarding  the  bills 
relating  to  the  use  of  experimental  animals  which 
are  now  pending  in  Congress  and  which  are  being 
vigorously  promoted  by  their  sponsors. 


Report  of  Woman's  Auxiliary 

Mrs.  Howard  C.  Emmerson,  President  of  the 
Woman’s  Auxiliary,  reported  on  the  reception  which 
the  officers  of  the  Woman’s  Auxiliary  were  receiving 
at  the  time  of  their  visit  to  the  component  Woman’s 
Auxiliary  and  emphasized  the  interest  and  increased 
contribution  of  Woman’s  Auxiliary  members  to  the 
American  Medical  Association  Education  and  Re- 
search Foundation.  She  mentioned  certain  specific 
projects  which  were  being  undertaken  by  local 
auxiliaries  to  raise  funds  for  this  purpose  and  empha- 
sized the  enthusiasm  with  which  this  program  was 
being  approached.  Mrs.  Emmerson  also  stated  that 
the  first  Med-Aux  Park  was  about  to  be  “launched.” 

Oregon  Physicians'  Service  Affairs 

Russel  L.  Baker  and  Mr.  Joe  Mitchell  reviewed 
the  progress  which  has  been  made  in  conducting 
a pilot  study  project  on  the  “prevailing  fee”  principle 
in  the  Marion-Polk  County7  area  which  currently 
is  devoted  to  the  establishment  of  a “profile”  for 
each  physician.  They  reported  also  that  a number 
of  other  component  societies  have  expressed  interest 
in  having  a study  conducted  in  their  areas  of 
jurisdiction. 
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RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Physical  examination  of  the  joints.  By  William  P.  Beetham. 
Jr.,  M.D..  Former  Fellow7  in  Medicine.  Mayo  Graduate 
School  of  Medicine,  University  of  Minnesota;  Howard  F. 
Polley,  M.D.,  M.S.  in  medicine.  F.A  C.P..  Head  of  a Section 
of  Medicine  (Rheumatic  Diseases),  Mayo  Clinic,  Professor 
of  Medicine.  Mayo  Graduate  School  of  Medicine,  Univer- 
sity of  Minnesota;  Charles  H.  Slocumb.  MX)..  MS.  in 
Pathology.  Senior  Consultant  in  a Section  of  Medicine 
i Rheumatic  Diseases),  Mayo  Clinic,  Professor  of  Medicine, 
Mayo  Graduate  School  of  Medicine,  Uni%7ersity  of  Min- 
nesota: and  Walt  F.  Weaver.  M.D.,  M.S.  in  Medicine, 
Former  Fellow  in  Medicine.  Mayo  Graduate  School  of 
Medicine.  University  of  Minnesota,  Rochester.  Minnesota. 
198  pp.  Illustrated.  Price  $7.50.  W.  B.  Saunders  Company, 
Philadelphia,  Pa..  1965. 

Refraction,  a programmed  text.  By  Robert  D.  Reinecke, 
M.D..  Howe  Laboratory  of  Ophthalmology.  Harvard  Medi- 
cal School.  Massachusetts  Eve  and  Ear  Infirmary7  and 
Robert  J.  Herm.  M.D..  Harvard  Medical  School.  Massa- 
chusetts Eye  and  Ear  Infirmary.  336  pp.  Illustrated.  Price 
$12.50.  Appleton-Century7-Crofts,  New  York,  1965. 

Textbook  of  parasitology,  third  edition.  By  David  L.  Beld- 
ing.  M.D.,  Professor  of  Bacteriology  and  Experimental 
Pathology.  Emeritus.  Boston  University  School  of  Medi- 
cine 1374  pp.  Illustrated.  Price  $17.95.  Appleton-Century- 
Crofts,  New  York,  1965. 

Accident  surgery,  volume  3.  Edited  by  H.  Fred  Moseley. 
M.A..  D.M..  M.  Ch.  (Oxon.),  F.R.C.S.  (Eng.  and  Canad.) 
F.A.C.S.  Director  of  Accident  Service  and  Surgeon,  Royal 
Victoria  Hospital;  Associate  Professor  of  Surgery,  McGill 
University.  Montreal;  Hunterian  Professor,  Royal  College 
of  Surgeons  of  England.  362  pp.  Illustrated.  Price  $12.00. 
Appleton-Century-Crofts,  New7  York,  1965. 

The  nails  in  disease.  By  Peter  D.  Samman,  M.A.,  M.D. 
iCamb.),  F.R.C.P.  (Lond.),  Phy'sician  for  Diseases  of  the 
Skin,  Westminster  Hospital:  Physician  to  St.  John's  Hos- 
pital for  Diseases  of  the  Skin  and  Consultant,  Dermatolo- 
gist. Orpington  and  Sevenoaks  Hospitals.  130  pp.  Illustrated. 
Price  $8.50.  William  Heinemann  Medical  Books  Ltd.,  Lon- 
don. 1965. 


A history  of  pathology.  By7  Esmond  R.  Long,  Ph  D..  M.D., 
Emeritus  Professor  of  Pathology,  Henry  Phipps  Institute. 
University  of  Pennsylvania  and  Formerly  Professor  of 
Pathology,  University7  of  Chicago.  199  pp  Illustrated. 
Price  $2.00.  Dover  Publications,  Inc.,  New  York,  1965. 

Textbook  of  obstetrics.  By  John  C.  Ullery,  M.D.,  Chair- 
man and  Professor  of  Obstetrics  and  Gynecology7.  The  Ohio 
State  University  College  of  Medicine,  Columbus.  Ohio; 
Zeph  J.  R.  Hollenbeck,  M.D.,  Professor  of  Obstetrics  and 
Gynecology,  The  Ohio  State  University  College  of  Medi- 
cine, Columbus,  Ohio,  and  thirty-one  contributors.  752  pp. 
Illustrated.  Price  $17.50.  C.  V.  Mosby  Company,  St.  Louis, 
Mo.,  1965. 

The  doctorate.  A handbook.  By  George  K.  Schweitzer. 
Ph.D..  Sc.D..  Professor  of  Chemistry,  The  University  of 
Tennessee.  Knoxville,  Tennessee.  106  pp.  Illustrated.  Price 
$4.75.  Charles  C Thomas,  Springfield,  111.,  1965. 

Surgery7  of  the  parotid  gland.  By  Robin  Anderson,  M.D  . 
F.A.C.S..  Head,  Department  of  Plastic  Surgery7,  Cleveland 
Clinic  Foundation,  Cleveland.  Ohio;  and  Louis  T.  Byars, 
M.D.,  F.A.C.S..  Associate  Professor  of  Clinical  Surgery, 
Department  of  Plastic  Surgery7,  Washington  University- 
School  of  Medicine,  St.  Louis,  Missouri.  177  pp.  Illustrated. 
Price  $12.75.  C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1965. 

The  primer  of  cardiac  catheterization.  By  Ross  C.  Kory, 
M.D..  F.A.C.P..  F.C.C.P.,  Professor  of  Clinical  Research, 
Marquette  University  School  of  Medicine;  Chief.  Cardio- 
pulmonary- Laboratory,  Wood  Veterans  Administration 
Hospital.  Milwaukee,  Wisconsin:  Theofilos  J.  Tsagaris. 

M.D..  Assistant  Professor  of  Medicine  Marquette  Univer- 
sity School  of  Medicine;  Chief.  Cardiovascular  Section. 
Wood  Veterans  Administration  Hospital,  Milwaukee.  Wis- 
consin: and  Rodrigo  A.  Bustamante.  M.D.,  M.R.C.P.  lEdin.i, 
F.A.C.S..  Assistant  Professor  of  Medicine,  Marquette  Uni- 
versity School  of  Medicine;  Cardiologist,  Wood  Veterans 
Administration  Hospital.  Milwaukee.  Wisconsin.  114  pp. 
Illustrated.  Price  $7.50.  Charles  C Thomas,  Springfield,  111., 
1965. 


A primer  of  water,  electrolyte  and  acid-base  syndromes, 
third  edition.  By  Emanuel  Goldberger,  M.D.,  F.A.C.P.. 
Attending  Physician.  Montefiore  Hospital  and  Medical 
Center.  Consulting  Cardiologist,  Lincoln  and  Misericordia 
Hosptals,  New7  York,  New  York.  410  pp.  Illustrated.  Price 
$6.50.  Lea  and  Febiger,  Philadelphia,  Pa.,  1965. 

The  early  signs  of  illness.  Observations  in  general  practice. 
By  Ian  R.  McWhinney.  M.D.,  M.R.C.P.  189  pp.  Illustrated. 
Price  6.50.  Charles  C Thomas,  Springfield,  111.,  1964. 


168 

Northwest  Medicine,  February  1966 


American  Medical  Directory,  twenty-third  edition.  Parts 
1-3.  Price  $50.00.  Published  by  the  American  Medical 
Association,  Chicago,  111.,  1965. 

The  laser.  By  S.  Baez,  W.  R.  Bennett,  Jr.,  M.  Bessis,  et  al. 
Edited  by  Harold  E.  Whipple,  pp.  571-834.  Illustrated. 

Price  $7.00.  New  York  Academy  of  Sciences,  N.Y.,  1965. 

Autoimmunity — experimental  and  clinical  aspects,  part  1. 
By  A.  Abadie,  J.  L.  Abruzzo,  M.  M.  Adner,  et  al.  Edited 
by  Harold  E.  Whipple,  pp.  1-411.  Illustrated.  New  York 
Academy  of  Sciences,  N.Y.,  1965. 

Autoimmunity — experimental  and  clinical  aspects,  part  2. 
By  J.  R.  Anderson,  M.  Baldini,  E.  V.  Barnett,  et  al. 
Edited  by  Harold  E.  Whipple,  pp.  413-890.  Illustrated. 

New  York  Academy  of  Sciences,  N.Y.,  1965. 

Complement.  Edited  by  G.E.W.  Wolstenholme,  O.B.E., 

F. R.C.P.,  F.I.  Biol,  and  Julie  Knight,  B A.  388  pp.  Illus- 
trated. Price  $12.50.  Little,  Brown  and  Company,  Boston, 
1965. 

Essentials  of  gynecology,  3rd  edition.  By  E.  Stewart  Taylor, 

M. D.,  Professor  and  Chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology,  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  603  pp.  Illustrated.  Price  $15.00. 
Lea  & Febiger,  Philadelphia,  Pa.,  1965. 

Hysteria.  The  history  of  a disease.  By  Ilza  Veith.  301  pp. 
Illustrated.  Price  $7.95.  The  University  of  Chicago  Press, 
Chicago.  1965. 

Hashish:  its  chemistry  and  pharmacology.  Edited  by 

G. E.W. , Wolstenholme,  O.B.E.,  F.R.C.P..  F.I.  Biol,  and 
Julie  Knight.  B.A.  96  pp.  Illustrated.  Price  $2.95.  Little, 
Brown  and  Company,  Boston,  1965. 

Functions  of  the  Corpus  Callosum.  Edited  by  A.V.S.  de 
Reuck,  M.Sc.,  D.I.C.  and  Ruth  Porter,  M.R.C.P.  156  pp.  Il- 
lustrated. Price  $3.75.  Little,  Brown  and  Company,  Bos- 
ton, 1965. 

Consultation  with  your  doctor  for  personal  understand- 
ing of  marriage.  By  Jean  J.  Rutherford,  B.A.,  Family 
Counselor  and  Robert  N.  Rutherford,  M.D.,  Assist.  Clinical 
Prof.  Obstetrics  and  Gynecology,  University  of  Washing- 
ton School  of  Medicine;  Chairman,  Dept,  of  Obstetrics  and 
Gynecology,  Virginia  Mason  Hospital;  Exec.  Editor,  West- 
ern Journal  of  Surgery,  Obstetrics  and  Gynecology;  Asoc. 
Editor,  Psychosomatics,  Past  Pres.,  American  Academy 
Psychohomatic  Medicine;  Diplomate,  American  Board  of 
Obstetrics  and  Gynecology;  Fellow,  American  College  of 
Obstetrics  and  Gynecology.  92  pp.  Illustrated.  Price  $1.50. 
Budlong  Press  Company,  Chicago,  111.,  1964. 

In  vivo  and  in  vitro  behavior  of  clotting  factors  in  blood 
and  tissues.  By  F.  Nour-Eldin.  Edited  by  Harold  E. 
Whipple,  pp.  983-1004.  Illustrated.  Price  $2.00.  New  York 
Academy  of  Sciences,  New  York,  1964. 

Further  approximations  to  the  blasius  function.  By  Ernest 

D.  Kennedy.  Edited  by  Harold  E.  Whipple,  pp.  575-584. 
Illustrated.  Price  $1.50.  New  York  Academy  of  Sciences, 
New  York,  1965. 

Chemistry  and  metabolism  of  L-  and  D-  Lactic  acids.  By 

N.  R.  Alpert,  P.  Arese,  J.  McD.  Armstrong,  et  al.  Edited 
by  Harold  E.  Whipple,  pp.  851-1165.  Illustrated.  Price 
$6.00.  New  York  Academy  of  Sciences,  New  York,  1965. 

Home  medication  and  the  public  welfare.  By  T.  H.  Alphin, 
W.  C.  Alvarez,  J.  Backman,  et  al.  Edited  by  Harold  E. 
Whipple,  pp  807-1024.  Illustrated.  Price  $6.00.  New  York 
Academy  of  Sciences,  New  York,  1965. 

Viral  diseases  of  poikiiothermic  vertebrates.  By  M.  H. 
Attleberger,  M.  Balls,  S.H.  Barch,  et  al.  Edited  by  Harold 

E.  Whipple,  pp.  l:-680.  Illustrated.  Price  $12.00.  New 
York  Academy  of  Sciences,  New  York,  1965. 

Computation  for  cardiovascular  research.  By  D.  P.  Asnes, 
C.O.  T.  Ball,  J J.  Baruch,  et  al.  Edited  by  Harold  E. 
Whipple,  pp.  681-940.  Illustrated.  Price  $8.00.  New  York 
Academy  of  Sciences,  New  York,  1965. 

The  staphylococci:  ecologic  perspectives.  By  A.  C.  Baird- 
Parker,  A.  W.Bernheimer,  et  al.  Edited  by  Harold  E. 
Whipple,  pp.  1-456.  Illustrated.  Price  $8.00.  New  York 
Academy  of  Sciences,  New  York,  1965. 

Skin  diseases  in  general  practice,  2nd  edition.  By  F.  Ray 
Bettley.  T.D.,  M.D.,  F.R.C.P.  309  pp.  Illustrated.  Price 
$8.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

The  ‘Chesty’  child.  Report  of  a meeting  for  doctors,  nurses, 
health  visitors,  social  workers,  voluntary  care  committee 
members  and  parents  held  at  the  Guildhall,  London,  2nd 
June,  1965.  Chairman:  Alec  Hay,  Esq.,  MA,  D es  L,  Member 
of  Council,  The  Chest  and  Heart  Association.  48  pp.  Price 
$1.50.  Tavistock  House  North,  Tavistock  Square,  London, 
W.C.l,  1965. 

Caries-resistant  teeth.  Edited  by  G.E.W.  Wolstenholme, 

O. B.E.,  F.R.C.P.,  F.I  Biol  and  Maeve  O’Connor.  B.A.  338  pp. 
Illustrated.  Price  $12.50.  Little,  Brown  and  Company. 
Boston,  1965. 


Principles  of  chest  roetngenology.  A programmed  text.  By 
Benjamin  Felson,  M.D.,  Aaron  S.  Weinstein,  M.D  and 
Harold  B.  Spitz.  M.D.,  Department  of  Radiology.  Univer- 
sity of  Cincinnati  College  of  Medicine,  Cincinnati,  Ohio.  221 
pp.  Illustrated.  Price  $6.00.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.,  1965. 

Foundations  of  anesthesiology.  2 vols.  By  Albert  Faulconer. 
Jr.,  M.D.,  M.S.  in  Anesthesiology.  Head,  Section  of  Anes- 
thesiology, Mayo  Clinic,  Professor  of  Anesthesiology,  Mayo 
Graduate  School  of  Medicine,  University  of  Minnesota, 
Rochester,  Minnesota  and  Thomas  E.  Keys,  A.B.,  M.A.,  Li- 
brarian, Mayo  Clinic;  Associate  Professor  of  the  History  of 
Medicine,  Mayo  Graduate  School  of  Medicine  University 
of  Minnesota,  Rochester,  Minnesota.  745  pp.  Illustrated. 
Price  $38.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

Luschka’s  joint.  By  Michael  C.  Hall,  Ph.D.,  F.R.C.S.-C-, 

F.A.C.S..  Associate  Professor,  Department  of  Anatomy, 
University  of  Toronto,  Toronto,  Ontario,  Canada;  Ortho- 
paedic Surgeon,  Cho  Ray  Hospital,  Saigon,  Republic  of 
Vietnam.  141  pp.  Illustrated.  Price  $8.50.  Charles  C 
Thomas,  Springfield,  111.,  1965. 

Twins:  Twice  the  trouble,  twice  the  fun.  By  Betsy  Hol- 
land Gehman.  224  pp.  Illustrated.  Price  $4.95.  J.  B.  Lippin- 
cott  Company,  Philadelphia,  Pa.,  1965. 

Knox,  the  anatomist.  By  Isobel  Rae.  164  pp  Illustrated. 
Price  $6.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

Sexual  behavior  in  the  human  female.  By  the  Staff  of  the 
Institute  for  Sex  Research,  Indiana  University:  Alfred  C. 
Kinsey,  Clyde  E.  Martin,  Wardell  B.  Pomeroy  and  Paul  H. 
Gebhard.  863  pp.  Illustrated.  Price  $1.65.  Pocket  Books, 
Inc.  Printed  1953,  reprinted  1965. 

Treatment  of  the  aging  skin  and  dermal  defects.  By  Perry 
A.  Sperber,  M.D.,  Dermatologist;  Member,  Active  Medical 
Staff,  Halifax  District  Hospital,  Daytona  Beach,  Florida; 
American  Academy  of  Dermatology  and  Syphilology;  So- 
ciety for  Investigative  Dermatology,  Dermatology  Com- 
mittee, American  College  of  Allergists.  105  pp.  Illustrated. 
Price  $5.75.  Charles  C Thomas,  Springfield,  111.,  1965. 

Death  in  the  operating  room.  By  Antonio  Boba,  M.D., 
Associate  Professor  of  Anesthesiology,  Albany  Medical 
College  of  Union  University;  Attending  Anesthesiologist. 
Maternity  Hospital,  Albany,  New  York  105  pp  Illustrated. 
Price  $5.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

Anticoagulant  prophylaxis  and  treatment.  By  G.I.C.  In- 
gram, M.D.,  M.R.C.P.,  Senior  Lecturer.  Department  of 
Haematology,  St.  Thomas’s  Hospital  Medical  School.  Lon- 
don, England  and  Sir  John  Richardson,  Bart.,  M.V.O., 
M.D.,  F.R.C.P.  Physician,  Department  of  Medicine,  St. 
Thomas's  Hospital,  London,  England.  247  pp.  Illustrated. 
Price  $8.75.  Charles  C Thomas,  Springfield,  111.,  1965. 

Management  of  the  patient  with  cancer.  Edited  by  Thomas 
F.  Nealon,  Jr.,  M.D.,  Professor  of  Surgery.  Jefferson  Med- 
ical College.  1067  pp.  Illustrated.  Price  $27.50.  W.  B.  Saun- 
ders Company,  Philadelphia,  Pa.,  1965. 

Doctors  by  themselves.  An  anthology,  2nd  printing.  By 
Edward  F.  Griffith,  M.R.C.S.,  L.R.C.P.  614  pp.  Illustrated. 
Price  $9.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

Transactions  of  the  Pacific  Coast  Oto-Ophthalmological 
Society,  forty-ninth  annual  meeting.  1965. 

Gastroenterology,  v.3,  2nd  edition.  By  Henry  L.  Bockus, 
M.D.,  Emeritus  Professor  of  Medicine.  University  of  Penn- 
sylvania Graduate  School  of  Medicine  and  Present  and 
Former  Colleagues  at  the  University  of  Pennsylvania  Grad- 
uate School  of  Medicine  and  School  of  Medicine.  1352  pp. 
Illustrated.  Price  $30.00.  W.  B.  Saunders  Company,  Phila- 
delphia, Pa.,  1965. 

Comparative  cardiology.  By  A M.  Albino,  A.F.  Alexander, 
J.W.  Buchann,  et  al.  Edited  by  Harold  E.  Whipple,  pp. 
1-875.  Illustrated.  New  York  Academy  of  Sciences,  New 
York,  1965. 

A catalogue  of  eye  signs  in  systemic  disorders.  By  Mau- 
rice D.  Pearlman.  M.D..  Clinical  Associate  Professor.  De- 
partment of  Ophthalmology,  University  of  Illinois  College 
of  Medicine,  Chicago,  Illinois.  195  pp.  Illustrated.  Price 
$7.75.  Charles  C Thomas,  Springfield,  111.,  1965. 

Application  of  electrokinetic  phenomena  in  civil  engineer- 
ing and  petroleum  engineering.  By  S.  A.  Anbah,  C.  M. 
Beeson,  G.  V.  Chilingar.  Edited  by  Harold  E.  Whipple,  pp. 
585-602.  Illustrated.  Price  $1.50.  New  York  Academy  of 
Sciences,  New  York,  1965. 

Give  and  take.  The  biology  of  tissue  transplantation.  By 
Francis  D.  Moore,  M.D.,  216  pp.  Illustrated.  Price  $1.25. 
Anchor  Books,  Doubleday  & Co.,  Garden  City,  New  York, 
1965. 


Surgery  in  World  War  II.  Thoracic  Surgery,  V.II.  Edited  by 
Colonel  Arnold  Lorentz  Ahnfeldt,  MC,  USA.  615  pp.  Illus- 
trated. Price  $7.25.  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  Washington,  D.C.,  1965. 
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View  of  one  of  two  ample  parking  spaces  for  visitor  convenience  at  the  new 
Shadel  Hospital.  The  hospital,  designed  specifically  for  the  treatment  of  alcoholism, 
is  now  located  at  12001  Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  combines  the  quiet  surroundings  and  peaceful 
atmosphere  of  a secluded  district.  The  design  is  both  modern  and  functional 
and  will  maintain  the  personal  and  homelike  atmosphere  which  has  been  synony- 
mous with  Shadel  Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER-WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


PHYSICIAN  FOR  GENERAL  PRACTICE-With  a small  group 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped 
26-bed  general  hospital,  licensed  and  accredited.  Com- 
munity located  20  miles  north  of  Spokane.  Generous  bene- 
fits. Wonderful  year  round  recreational  area.  Write  S. 
Hiemstra,  M.D.,  Tri-County  Hospital  Association,  Box  547, 
Deer  Park,  Wash.  99006. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital.  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


EXCELLENT  OPPORTUNITY— For  private  practice  in  associa- 
tion with  37-year-old  GP.  Suburban  Tacoma.  Unsurpassed 
facilities.  D.  W.  Houtz,  M.D.,  5702  N.  26th  St.,  Tacoma, 
Wash.  98407. 


THE  WALLA  WALLA  CLINIC— A multi-specialty  group  is 
searching  for  a young  internist  anxious  to  practice  good 
medicine  in  a small  town  setting.  We  will  consider  any- 
one who  is  Board  eligible  and  especially  would  like  a 
person  with  a special  interest  in  hematology,  but  this  is 
not  necessary.  Please  send  complete  curriculum  vitae  on 
first  inquiry.  Arrangements  for  interview  will  be  made 
following  this.  Write  Manager,  Walla  Walla  Clinic,  55  W. 
Tietan  St.,  Walla  Walla,  Wash.  99362. 


OPPORTUNITY,  SOUTH  OF  SEATTLE  AREA— Great  need  for 
GP  or  pediatrician  in  rapidly  expanding  Des  Moines,  Wash. 
Located  20  minutes  from  downtown  Seattle  and  10  min- 
utes from  Kent  industrial  area.  Air-conditioned  medical 
suite — 850  sq.  ft.  with  built  in  cabinets  throughout  and 
business  desk.  Parking.  New  Marine  Drive  Medical  Dental 
Bldg.,  with  view  of  Sound.  Contact  Victor  Menashe,  D.M.D., 
TR  8-2673. 


GP  WANTED-To  join  3-man  South  Seattle  Clinic.  Guaran- 
tee $1,000  per  month  to  start  with  early  partnership.  Write 
Box  28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


SOUTHEASTERN  IDAHO  DESIRABLE  PRACTICE— For  sale  or 
lease  in  small  town.  Excellent  recreational  area.  Town 
prosperous.  No  other  physician  within  15  miles.  Write 
Box  29-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH.-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


WANTED  GENERAL  PRACTITIONER— T°  practice  in  associa- 
tion with  five  other  physicians.  Attractive  salary  and 
retirement  system  with  excellent  sick  and  annual  leave 
benefits.  Well-staffed  medical  program.  Office-type  prac- 
tice with  varied  pathology.  Furnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  A growing 
medical  center,  in  heart  of  beautiful  Rogue  River  Basin, 
near  Medford,  Oregon.  Unlimited  outdoor  recreational 
opportunities.  Nondiscrimination  in  employment.  For  ad- 
ditional information  write  to  Director,  VA  Domiciliary, 
White  City,  Oregon  97542. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


GENERAL  PRACTITIONER'S  FULLY  EQUIPPED  OFFICE-And 

3-bedroom  home  adjoining  for  sale  in  Battle  Mountain,  Ne- 
vada. Community  of  2,500  with  new  and  growing  long 
term  industry.  Former  physician  deceased,  and  nearest 
M.D.  is  in  Winnemucca  (50  miles  away).  An  ideal  GP  op- 
portunity. Contact  Mrs.  Charles  C.  Hyde,  Box  356,  Battle 
Mountain,  Nevada,  89820,  phone  635-2525. 


EQUIPMENT 


FOR  SALE— Used  examining  tables,  EKG,  BMR  machine, 
Castle  Sterilizer.  Good  condition.  LA  3-0797,  Seattle,  or 
write  Box  30-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


FOR  SALE— 10  milliamp  portable  x-ray  machine  and  tank, 
$100.  Phone  EM  3-7272,  Seattle. 
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Meetings  of 


MEDICAL  SOCIETIES 


AJIA  Annual — Chicago,  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966.  Houston,  1967;  Miami  Beach. 
1968. 

Idaho  State  Medical  Association — July 
6-9.  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society — Spring 
Meeting  March  4-6,  1966,  Hilton 
Hotel,  Portland,  Oregon. 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 
North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  2,  1966. 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  27-Oet.  1,  1966,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 
West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres..  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Joseph  H.  Treleaven.  Salem 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel,  Portland 
Sec.,  J.  W.  Fergus,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary.  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres..  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon.  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres..  David  W.  Rabak.  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr„  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro.  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 
Seattle  Surg.  Soc.— 4th  Mon.  (Sept.- 
June)  Annual — Olympic  Hotel 
Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney.  Seattle. 
Spokane  Society  of  Internal  Medicine — 
Quarterly  Annual — March  5,  1966, 
Ridpath  Motor  Inn 
Pres.,  Arch  Logan,  Jr.,  Spokane 
Sec.,  Roy  T.  Pearson.  Spokane 
Spokane  Surgical  Society — Quarterly 
Quarterly  Annual — March  5,  1966, 
Ridpath  Motor  Inn 
June)  Annual — Olympic  Hotel 
Pres..  Melvin  H.  Querna,  Spokane 
Guest  Speaker. 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 
Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 
Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec..  John  E.  Nelson.  Seattle 
Washington  Academy  of  General  Prac- 
tice-May 12-14,  1966,  Ridpath  Mo- 
tor Inn.  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 
Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin.  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 
Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel.  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'Dexamyl/  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  1V2  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 


3;;;; 


Shock 

warns 

before 

it 

strikes 


How 
do  you 
reverse  it 
more 
safely? 


When  a rapid  fall  in  blood  pressure  signals  impending  shock, 
you  have  a choice  of  therapy  to  reverse  the  threat.  You  could 
call  for  a “synthetic  expander,”  whole  plasma  or  whole  blood. 
But  what  are  the  chances  of  introducing  other  risks? 

With  Plasmanate,  Plasma  Protein  Fraction  (Human)  5 % Solution, 
there  are  no  reported  allergic  reactions,  coagulation  defects, 
instances  of  viral  hepatitis,  no  danger  of  human  typing  or 
crossmatching  errors.  You  initiate  twin  benefits:  1)  shock 
therapy  with  a plasma  protein  fraction;  2)  restoration  of  volume 
with  greatly  reduced  possibility  of  untoward  reactions  during 
and  following  surgery. 

Wouldn’t  it  be  logical  to  specify  Plasmanate  for  your  next  case 
requiring  a volume  expander?  Truly,  no  other  transfusion 
preparation  offers  a comparable  ratio  of  safety  to  benefits. 


Plasmanate9  PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION 

A 5 % solution  of  selected  human  plasma  protein  with  stabilizers  in  0.67  % saline  solution.  Contains 
88  % serum  albumin,  7 % alpha  globulin,  5 % beta  globulin.  The  first  heat-treated  plasma  fraction 
licensed  by  the  Division  of  Biologic  Standards  of  the  National  Institutes  of  Health. 

Heat-treated  at  60°  C.  for  10  hours  against  the  possibility  of  transmitting  the  hepatitis  virus.  Since. there 
is  no  known  method  of  proving  presence  or  absence  of  hepatitis-producing  viral  agents,  no  absolute 
statement  can  be  made  concerning  their  presence  or  absence  from  blood  plasma  preparations. 

□ Administration:  Plasmanate,  Plasma  Protein  Fraction  (Human)  5%  Solution,  should  be  administered 
by  intravenous  route  only.  For  full  details,  please  examine  literature.  □ Precautions:  Should  be 
administered  cautiously  in  patients  with  normal  or  increased  blood  volume.  □ In  250  and  500  cc.  bottles 
complete  with  ready-to-use  administration  set. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


£ndo 


CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


hojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
ns  ever  compounded  to  treat  peptic  ulcer  and  gastric 
racidity. 

i mixture  of  two  types  of  alumina  gel — one  reactive, 
non-reactive.  The  antacid  gel  reduces  gastric  acid  to 
corrosive  levels,  and  the  demulcent  gel  prolongs  the 
protective  effect.  Thus  pain  is  relieved  and  healing 
toted. 

pletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


tMPHOJEE 

MINUM  HYDROXIDE  GEL,  WYETH 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


fyeth  Laboratories 


I hmmon  cold!  I thought  everything 

i igh  he'd  prefer  a more  exotic  name  for  it,  you  know 
uttering  from  an  ordinary,  old  common  cold.  And, 

. ungested.  He'll  breathe  easier  when  you  prescribe 
i istine  LP. 

png-acting  tablets  in  the  morning  and  two  in  the 
jig  will  provide  around-the-clock  relief  by  helping 
p congested  air  passages  clear,  thus  enabling 

I:old  patient  to  enjoy  normal  and  free  breathing, 
ction  of  long-acting  Novahistine  LP  helps  restore 
I mucus  secretion  and  ciliary  activity— physiologic 
;es  against  infection  of  the  respiratory  tract, 
autiously  in  individuals  with  severe  hypertension, 


tv  as  a <<virus>>  these  days. 

diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 

MOTIO 

For  relief  of  nasal  congestion. 
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Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B?  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B i 2 Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N Y. 


Doctor, 


fere  is  the  Abbott  anorectic 
program  designed  to  meet 
he  individual  needs  of  your 
overweight  patients. 


mood  elevation 


Abbot 

Anorectii 

Progran 


DESOXYN'  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAU  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a singh 
tablet.  One  section  contains  Desoxyn  to  curb  th< 
appetite  and  lift  the  mood;  the  other  contain' 
Nembutal®  (pentobarbital)tocalmthe  patientanc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag* 
ratio  throughout  the  day. 
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controlled  release 


Abbott 

Anorectic 

Program 


Jot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 

I 


he  release  action  is  purely  physical  and  relies  on 
)nly  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
ratings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
:entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
Jrug  release  ...  or  to  erratic  release  from  patient 
o patient  ...  or  to  erratic  release  in  the  same 
)atient  from  day  to  day. 


That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths 


Abbot 

Anorectii 

Prograrr 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


a a a 

5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

€ (1 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

^ J 

Front  Side 


samples  available 
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Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

Aj  an  anorectic  n treatment  of 
obesrty  also  to  counteract  anxiety  and  mild  depression 
Desbutal  s contraindicated  in  pa 
timts  tafcinf  a mowamme  oxidase  mOiMor  Nervousness 
or  excessive  sedahon  have  occasionally  Seen  observed 
often  these  effects  will  disappear  after  a few  days.  Use 
with  caution  tn  patients  with  hypertenson  cardevascuLar 
disease  hyper'hyroidism  or  who  are  sensitive  to  sympa- 
thomimetic drugs  Careful  supervision  a advisable  with 
malad  i us  ted  individuals 

A single  Gradumet  tablet  10  the  morning 
provides  all-day  appelite  control 

Desbutal  10  contains  10  mg  of  metis 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  15  con  Urns  15mg  of  methamphetamine 
hydrochloride  and  90  mg  ot  pentobarbital  sodium  In 
bottles  of  100  and  500 


Slicaryl  Sweeteners 

Brand  s 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  "watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

of  low  and  noa-catorc  sweeteners 


Press  out  tablets  from  thrs  s>de 


714  1J31 


Dr 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


601060 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue —the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  ( diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psvchoneu- 
rotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  S to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  con- 
venience and  economy  in  prescribing. 


VallUnT(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


When 
tetracycline 
is  indicated  in 

these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
-nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  mondial  infections. 
Who  are  these  “candidates  for  Candida”? 
/.diabetic  patients 

2. nonpregnant  women  with  a history  of 
recent  or  recurrent  mondial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C . albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline* 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
mondial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

learnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HC1  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-mi.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Drug  Abuse  Control 

EDITOR,  NORTHWEST  MEDICINE: 

The  Drug  Abuse  Control  Amendment  Act  of 
1965  (HR-2),  affecting  the  distribution  of  depres- 
sant and  stimulant  drugs,  (Barbiturates,  Ampheta- 
mines and  Hallucinogenic  drugs),  became  effective 
February  1,  1966. 

This  means: 

Rx  for  depressant  or  stimulant  drugs  may  not 
be  refilled  more  than  five  times,  nor  for  longer 
than  a Six  Months  period,  except  by  the  physician’s 
authorization— either  a new  Rx  or  by  oral  order. 

Rx  for  ANY  legend  drug  may  not  be  refilled 
except  by  physician’s  authorization— on  the  face 
of  the  original  prescription,  a new  Rx,  or  by  oral 
order. 

Dispensing  physicians  are  required  to  maintain 
detailed  records  of  the  receipt  and  disposition  of 
all  depressant  and  stimulant  drugs;  make  a com- 
plete inventory  of  all  depressant  and  stimulant 
drugs  on  hand  February  1,  1966;  arid  permit  FDA 
inspectors  to  have  access  to  depressant  and  stimulant 
drug  records  and  to  copy  them. 

Valuable  time  of  both  physician  and  pharmacist 
will  be  saved  by  eliminating  unnecessary  telephone 
calls,  if  physicians  will  specify  refill  directions  with 
each  oral  and  written  prescription. 

HR-2  was  passed  overwhelmingly  by  both 
Houses  of  Congress,  and  is  designed  to  stop  the 
illegal,  non-medical  use,  and  the  abuse  of  de- 
pressant and  stimulant  drugs.  It  is  not  intended 
to  restrict  the  legitimate  medical  use  of  these  drugs. 

Cordially, 

REED  BEMENT 

Executive  Secretary 
Washington  State 
Pharmaceutical  Association 

Over-utilizotion 

EDITOR,  NORTHWEST  MEDICINE: 

The  special  article,  “Medical  Service  Bureau 
vs.  Closed-Panel  Health  Insurance”  in  the  January, 
1966,  issue  of  northwest  medicine  dares  to  com- 
pare hospital  admissions  by  age  between  Spokane 
and  Northern  California  where  “.  . . the  latter  plan’s 


coverage  is  somewhat  different  in  the  nature  and 
provisions  of  care.”  No  mention  is  made  of  the 
fact  that  there  is  a 10  degree  latitude  difference 
in  these  regions  and  all  the  weather  changes  that 
we  associate  with  it.  The  kinds  of  hospital  admis- 
sions are  not  discussed.  How  do  we  know  that 
the  high  admission  rate  is  Spokane  is  not  primarily 
on  the  basis  of  respiratory  diseases  due  to  the 
“smog”  created  by  the  industry  discussed.  Further- 
more, there  is  no  comparison  of  the  Kaiser  Plant 
with  others  in  Oakland,  California,  to  prove  that 
their  hospital  is  not  under- utilized. 

Certainly  hospital  utilization  must  be  discussed 
seriously  by  all  of  us— but  let  us  make  our  analyses 
on  an  honest  and  fair  basis  and  not  on  the  type  of 
trash  delivered  in  this  article. 

Sincerely  yours, 

RAY  E.  MOORE,  M.D. 

S.W.  Boones  Ferry  Rd. 

Lake  Grove,  Oregon 

We  Shall  Attack  Many  Problems 

EDITOR,  NORTHWEST  MEDICINE: 

Having  just  returned  from  the  planning  confer- 
ence for  the  19th,  20th,  and  21st  Annual  Rural 
AM  A Health  Conferences  (the  19th  to  be  held  at 
Colorado  Springs,  March  18th  and  19th),  I thought 
I should  report  to  you,  our  thinking  in  planning 
these  conferences.  First  of  all,  it  has  been  repeated 
by  our  President  and  many  of  our  state  and  national 
legislators,  that  rural  medicine  and  rural  medical 
care  are  not  meeting  the  challenge  of  modem  medi- 
cine. These  accusations  and  their  implications  have 
been  repeated  so  often  that  people  are  beginning 
to  believe  them  even  though  they  are  not  true.  We 
know  that  in  rural  America  there  are  fewer  doctors, 
but  with  modem  communication  and  transportation, 
the  doctor-patient  ratio  and  mileage  factor  are  much 
less  important.  Therefore,  we  feel  these  confer- 
ences will  help  provide  medicine  with  a two-way 
communications  system  to  national  farm  organiza- 
tions membership  (there  are  over  2 million  farm 
families),  co-operative  extension  service  staff  and 
clientele  (this  reaches  8 to  10  million  rural  and 
urban  families),  and  a number  of  other  organiza- 
tions concerned  with  rural-urban  development  such 
as  the  Farm  Foundation,  American  Veterinary  Medi- 
cal Association,  plus  agricultural  news  media  and 
others. 

We  also  feel  these  conferences  serve  as  the 
representative  of  medicine  in  helping  to  evaluate 
and  attack  problems  which  are  of  particular  con- 
cern to  mral-urban  sections  of  the  country  such  as 
zoonoses,  health  of  the  migrant  farm  workers,  health 
insurance  problems  for  many  rural  people  without 
group  coverage,  and  rural  safety. 

continued  on  page  253 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 


'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN 


r 

brand 


Polymyxin  B-  Neomycin  -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  . . 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  '/i  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


- 
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in  diarrhea 

, associated  with 
Gastroenteritis 
Spastic  bowel 

Influenza-like 

Infections 


Antibiotic 

administration 


normal  activity ... 


...promptly 


with 


In  children  with  diarrhea  prompt  sympto- 
matic control  is  usually  urgently  indicated  to 
relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through 
the  intestines  and  controls  diarrhea  with 
notable  promptness,  safety  and  effectiveness. 

Experimental  evidence1  has  shown  that 
Lomotil  is  more  efficient  in  this  regard  than 
morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study2  Lomotil 
slowed  gastrointestinal  propulsion  within  two 
hours. 

At  the  same  time,  by  diminishing  over- 
stimulation  of  the  intestines,  Lomotil  relieves 
the  abdominal  cramps  and  discomfort  so  dis- 
tressing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and 
back  to  normal  diets  and  normal  activity  with 
gratifying  celerity. 

Dosage:  For  full  therapeutic  effect— Rx  full  therapeutic 
dosage.  The  recommended  initial  daily  dosages,  given  in 
divided  doses,  until  diarrhea  is  controlled,  are: 


LOMOTIL 


liquid 

tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Children: 

3 to  6 months— 3 mg.  (Vi  tsp*  t.i.d.) 

6 to  12  months— 4 mg.  ( Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  ( 1 tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times 
daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one  fourth  the 
therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  an  exempt  narcotic 
preparation  of  very  low  addictive  potential.  Recom- 
mended dosages  should  not  be  exceeded.  Lomotil  should 
be  used  with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  barbit- 
urates. The  subtherapeutic  amount  of  atropine  is  added 
to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but 
among  those  reported  are  gastrointestinal  irritation,  seda- 
tion, dizziness,  cutaneous  manifestations,  restlessness  and 
insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series  of 
Potent  Analgesics:  Dextro  2:2-Diphenyl-3-Methyl-4-Mor- 
pholinobutyrylpyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological  Activity, 
J.  Pharm.  Pharmacol.  9:381-400  (June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit 
gastro-intestinal,  Acta  Gastroent.  Belg.  2J:674-680  (Sept.- 
Oct.)  1958. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


Quackery 


Control  of  quackery  is  not  the  responsibility 
of  the  medical  profession.  Control  is  exercised 
by  enforcement  of  law.  This  does  not  mean  that 
physicians  can  ignore  quackery  or  the  damage  it 
does.  To  the  contrary,  it  is  very  much  a medical 
responsibility  to  expose  quackery  for  what  it  is 
and  to  warn  of  the  dangers  to  individuals  who 
are  victimized  by  fraudulent  health  schemes. 

Professional  concern  was  manifest  in  the 
conferences  sponsored  by  the  American  Medical 
Association  in  1961  and  1963.  Concern  will 
be  expressed  in  the  Northwest  this  year  when 
the  Washington  State  Medical  Association  holds 
its  Conference  on  Health  Frauds  and  Quackery, 
in  Seattle,  May  7.  An  extensive  exhibit  will  be 
part  of  the  conference  and  it  will  be  opened 
to  the  public  for  two  weeks  following  the  Con- 
ference. 

Similar  conferences  have  been  held  in  a 
number  of  other  states.  Results  have  been  gratify- 
ing. The  conferences  have  been  informative  to 
professional  and  lay  groups  alike  and  they  have 
produced  a bonus  in  improved  communication 
and  cooperation  with  governmental  agencies, 
voluntary  health  organizations,  educators,  and 
Better  Business  Bureaus.  Activities  of  the  Better 
Business  Bureaus  and  the  enforcement  agencies 
have  been  particularly  important  in  control. 

Modern  quackery  is  no  wagon-tailgate  medicine 
show.  The  sales  pitch  of  one  persuasive  huckster 
can  be  seen  and  heard  simultaneously  in  millions 
of  homes  as  part  of  a medicine  show  created 
by  the  best  of  Madison  Avenue  talent.  The 
cultist  in  a well  furnished  office  can  demonstrate 
flashing  lights  and  indicator  dials  in  an  impres- 
sive array  of  gadgets  for  which  he  can  claim 
almost  any  diagnostic  miracle.  The  door-to-door 
salesman  can  reap  a handsome  harvest  selling 
vitamin  pills  or  food  additives  by  conjuring  up 
visions  of  increased  beauty,  prevention  of  colds 
and  other  miseries,  restoration  of  youthful  vigor, 
elimination  of  that  tired  feeling,  or  anything 
else  he  thinks  will  separate  the  ignorant  and 
their  money.  Who  is  to  tell  the  difference? 

The  only  ones  who  can  tell  the  difference 


are  physicians  and  those  who  have  obtained 
accurate  information  from  physicians.  It  is, 
therefore,  the  responsibility  of  physicians  to 
expose  the  false  basis  of  the  gadgetry,  the  dis- 
honest claims,  and  the  misleading  advertise- 
ments. The  responsibility  is  greater  today  than  it 
was  in  the  days  of  snake  oil  and  the  impressarios 
who  conducted  the  travelling  shows. 

Gullibility  of  the  ignorant  (read  those  who 
have  not  yet  been  informed)  is,  oddly  enough, 
one  of  the  results  of  the  progress  of  science 
itself.  The  electronic  gadget  in  the  office  of 
the  cultist  can  look  just  as  impressive  as  the 
most  sophisticated  scintillation  scanner.  The 
worthless  pill  can  be  described  as  a new  miracle 
drug,  and  it  is  still  possible  for  the  unscrupulous 
to  profit  by  claiming  conspiracy  of  the  medical 
profession  to  suppress  treatment  methods  pro- 
moted by  the  cult. 

The  newspaper  reader  has  lost  his  capacity 
for  skepticism.  He  reads  about  a new  scientific 
marvel  in  almost  every  issue,  and  he  has  no 
doubt  of  its  feasibility.  He  is  ready  to  believe 
almost  anything.  The  feats  of  Buck  Rogers  are 
no  longer  just  for  the  comic  strip;  we’re  already 
feeding  the  computers  in  preparation  for  send 
ing  men  to  Mars.  How,  then,  can  the  uninformed 
be  expected  to  question  the  claims  of  the  cultist, 
the  huckster  on  the  television  screen,  or  the 
pill  peddler  who  claims  another  “scientific” 
marvel? 

Citizens  have  been  so  brainwashed  by  the 
achievements  of  science  that  they  are  ready  to 
believe  anything  called  scientific.  It  would  be 
difficult  to  devise  a better  way  to  prepare  the 
field  for  the  disseminators  of  deceit. 

Where  there  is  opportunity  to  defraud  there 
are  always  avaricious  individuals  ready  to  grasp 
it.  Control  is  the  responsibility  of  enforcement 
agencies  but  in  trying  to  control  quackery  they 
cannot  be  expected  to  act  until  quackery  has 
been  exposed  by  those  who  recognize  it  for  what 
it  is.  Physicians,  and  those  trained  by  physicians 
know  what  it  is.  It  is  their  responsibility  to 
expose  and  report.  ■ H.  L.  H. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dystunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company,  Azt££y 

Indianapolis,  Indiana.  501280  
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The  Pharmacology  of  the  Psychoactive  Drugs 

SIDNEY  COHEN,  M.D.,  Los  Angeles,  California 

Psychopharmaceuticals  exert  a differential  effect  on  emotion,  thought  and 
sensory  perception.  They  are  the  antidepressants,  the  tranquilizers  and  the 
hallucinogens.  Their  effects  are  extremely  complicated  because  of  the  multi- 
plicity of  actions  on  biogenic  amines  and  other  neurohormones.  Amine  oxidase 
inhibitors  block  degradation  of  catechol  amines  and  potentiate  a number  of 
other  drugs.  Tricyclic  compounds  have  characteristics  similar  to  those  of 
the  phenothiazines.  They  may  sensitize  synaptic  receptors  to  normal  amounts 
of  adrenergic  compounds.  Members  of  the  rauwolfia  group  release  bound,  and 
impair  rebinding,  of  biogenic  amines  from  neuronal  storage  sites,  permitting 
degradation  by  monoamine  oxidase.  The  phenothiazines  are  electron  donors. 
They  may  tranquilize  the  manic  and  alert  the  regressed  catatonic  by  priming 
the  Na-K  pump.  The  minor  tranquilizers  include  skeletal  muscle  relaxants, 
antiarrhythmics  and  antispasmodics.  Some  are  potentiators  of  sedatives  and 
hypnotics.  Of  the  hallucinogens,  d-lysergic  acid  diethylamide  (LSD)  is  a strong 
serotonin  antagonist  but  this  does  not  explain  all  of  its  effects.  Physiologic 
manifestations  are  minimal  in  comparison  with  the  profound  mental  alterations, 
which  are  induced  by  extremely  small  doses. 


Our  knowledge  of  the  way  the  various  tranquil- 
izers, antidepressants  and  hallucinogens  act  is 
incomplete,  but  an  effort  will  be  made  to  present 
what  is  known  or  presumed  about  the  pharma- 
cology of  these  substances. 

The  brain  is  certainly  involved  in  carbohydrate, 
protein  and  lipid  metabolism  but,  important  as 
these  activities  are,  it  appears  that  specific  amines 
and  their  enzymes  dominate  the  picture  of 
psychoactive  pharmacology.  Chemistry  of  the 
cerebral  neurone  varies  markedly  in  various 
brain  sites.  A variety  of  amines  are  present,  in 
varying  concentrations,  in  specific  areas  of  the 
cortex,  cerebellum,  hypothalamus,  limbic  sys- 
tem, etc. 

It  is  these  biogenic  amines  that  act  as  synaptic 
transmitters,  the  chemical  carriers  of  electrical 
impulses  from  one  neurone  to  another.  It  is  at 
or  near  the  synapse  that  the  psychopharma- 
ceuticals exert  a differential  effect  upon  emotion, 
thinking,  and  sensing  the  environment. 

The  neurohumoral  transmitters  are  predom- 
inantly amines  although  this  is  not  invariably 
true.  They  may  be  subdivided  into  catechol 
amines  like  dopamine  ( dihydroxyphenylethyl- 

Presented  at  a course  “Pharmacotherapy  for  the  Psychi- 
atric Patient,”  July  24,  1965,  University  of  Washington 
School  of  Medicine,  Seattle, 

Dr.  Cohen  is  Chief,  Psychiatry  Service,  Wadsworth 
V.  A.  Hospital,  Los  Angeles. 


amine),  norepinephrine  and  epinephrine.  The 
synthesis  and  breakdown  of  these  substances 
are  shown  in  Figure  1. 

The  indole  amine  of  greatest  interest  for  us  is 
serotonin  ( 5-hydroxytryptamine ) . Its  major  path- 
way of  synthesis  and  destruction  is  shown  in 
Figure  2.  Finally,  there  are  a number  of  other 
amines  occurring  in  the  brain  like  gammaamino- 
butyric  acid  (GABA),  glutamic  acid  and  hista- 
mine. In  adidtion,  acetylcholine  is  a well  proven 
CNS  transmitter.  It  does  not  contain  an  amine 
structure.  No  doubt,  other  chemicals  are  involved 
in  the  conduction  of  the  nerve  impulse  either 
as  transmitters,  inhibitors,  or  modulators  of  this 
crucial  process. 

Biogenic  amines  exist  in  three  states  of  bind- 
ing: 1 ) Stable,  apparently  in  a protein  complex 
at  the  mitochondria  of  the  neurone;  2)  Mobile, 
still  intracellular  but  located  close  to  the  receptor 
plate  of  the  synapse.  These  microdepots  can  be 
deactivated  by  monoamine  oxidase  (MAO), 
(Figures  1 and  2);  and  3)  Free,  in  the  extra- 
cellular space  at  the  synapse.  In  the  free  state 
biogenic  amines  can  be  acted  upon  by  catechol- 
O-methyl  transferase. 

The  effects  of  our  available  psychoactive  drugs 
are  extremely  complicated  because  a multiplicity 
of  actions  upon  the  biogenic  amines  and  other 
neurohumors  occur.  Although  I shall  attempt 
to  present  a simple  mode  of  action  for  these 
drugs,  it  is  prudent  to  point  out  that  combina- 
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tions  of  actions  take  place  including  the  follow- 
ing: 


1. — Changes  in  the  measurable  levels  of  vari- 
ous synaptic  transmitters. 

2. — The  movements  of  certain  biogenic  amines 
(e.g.,  from  bound  to  free  states). 

3. — Changes  in  their  localization  within  the 
nerve  cell. 

4. — Alterations  in  the  rate  of  metabolic  turn- 
over. 

5. — Alterations  in  the  rate  of  synthesis  or 
destruction  of  the  enzymes  affecting  the  amines. 

6. — Blockade  or  enhancement  of  enzyme  act- 
ivity. 

7. — Changes  in  nerve  cell  membrane  proper- 
ties (e.g.,  due  to  ion  flux). 


DECARBOXYLASE 


THE  ANTIDEPRESSANTS 
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the  amine  oxidase  inhibitors  (AO/) 

The  amine  oxidase  inhibitors  block  mono- 
amine oxidase  (MAO)  and  prevent  the  degrad- 
ation of  mobile  norepinephrine,  dopamine  and 
serotonin,  (Figures  1,  2).  These  amines  accumu- 
late in  the  central  nervous  system  and  produce 
increased  psvchomotor  activity.  It  now  appears, 
contrary  to  earlier  emphasis  on  elevated  serotonin 
levels,  that  buildup  of  norepinephrine  is  closely 
related  to  the  antidepressant  effect. 

Two  types  of  AOI’s  are  available  to  the  clini- 
can,  the  hydrazines,  which  contain  a CNN  group 
and  the  non-hydrazines.  They  are  listed  in  Table 
1.  The  AO  I interference  with  MAO  is  irrevers- 
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TABLE  1 


Class 

1.  Hydrazines 


2.  Non- 

Hydrazines 

7.  Parnate  tranylcypromine  Yes,  with  Paroxysmal 

restrictions  hypertension 

8.  Eutonyl  pargyline  Yes  


TABLE  2 

THE  TRICYCLIC  ANTIDEPRESSANTS 

Difference 

Class  Trade  Name  Generic  Name  from  Promazine 

I.  Iminodibenzyls:  1.  Tofranil  imipramine  Contains  CH2CH2 

linkage  instead 
of  S in  ring. 

2.  Pertofrane  desipramine  As  above,  plus  one 
Norpramin  CH3  group  on  side 

chain  N. 

II.  Dibenzocyclo-  3.  Elavil  amitriptyline  As  in  Tofranil, 

heptadines:  plus  ring  N is 

replaced  by  a C. 

4.  Aventyl  nortriptyline  As  Elavil,  plus 

one  CH3  group 
on  side  chain  N. 


THE  AMINE  OXIDASE  INHIBITORS 


Commercially 


Trade  Name 

Generic  Name 

Available 

Reason 

1.  Marsalid  iproniazid 

No 

Hepatotoxicity 

2.  Catron 

pheniprazine 

No 

Hepatotoxicity 
Toxic  amblyopia 

3.  Niamid 

nialamid 

Yes 

4.  Marplan 

isocarboxazid 

Yes 

5.  Nardil 

phenylzine 

Yes 

6.  Monase 

etryptamine 

No 

Agranulocytosis 

ible.  For  that  reason  its  effects  last  long  after 
the  dose  has  been  taken.  New  MAO  must  be 
formed.  In  addition,  AOI’s  potentiate  the  action 
of  the  sympathomimetic  amines  and  some,  like 
tranylcypromine  (Parnate),  also  have  a direct 
stimulatory  effect  upon  the  CNS  similar  to  that 
of  amphetamine  (Benzedrine). 

All  AOI’s  are  capable  of  producing  varying 
degrees  of  orthostatic  hypotension,  and  one,  par- 
gyline (Eutonyl),  does  this  so  consistently  that 
it  is  marketed  as  an  antihypertensive  agent.  The 
enzyme  does  not  metabolize  certain  exogenous 
amines  like  ephedrine,  amphetamine  (Benze- 
drine) and  methamphetamine  (Desoxyn,  Methe- 
drine ) . 

It  is  the  potentiating  effect  of  AOI’s  on  many 
classes  of  drugs  which  occasionally  cause  clini- 
cal problems.  This  possibility  of  intensifying  the 
action  of  other  compounds  must  be  recognized, 
otherwise  serious  difficulties  can  occur.  They 
potentiate  the  following  classes  of  pharmaceuti- 
cals: 

1 .— Phenothiazines : Increased  tendency 

to  induce  hypotension  or  the  extrapyramidal 
syndrome.  This  is  rare. 


2. — Sedatives:  Fatigue,  hypotension  and  syn- 
cope have  been  reported. 

3. — Narcotics:  Coma  has  been  described  from 
average  doses  of  morphine  and  meperidine 
(Demerol)  plus  and  AOI. 

4. — The  tricyclic  antidepressants:  Apparently 
the  AOI’s  interfere  with  the  metabolic  break- 
down of  imipramine  (Tofranil)  and  amitrip- 
tyline (Elavil).  This  is  rare,  but  agitation, 
hyperpyrexia,  coma  and  death  have  been  veri- 
fied. 

5. — Atropine  and  sympathetic  ganglionic 
blocking  agents. 

6. — Anesthetics. 

7. — Corticosteroids,  antirheumatic  compounds, 
diuretics,  histamine,  procaine  and  antihyper- 
tensives. 

8. — Other  AOI’s:  Agitation,  tremor,  hyper- 
pyrexia and  opisthotonus  have  been  reported. 

9. — Certain  hormones  like  insulin  and  thyroid. 

10. — Pressor  amines  like  tyramine:  Foods  con- 
taining large  amounts  of  pressor  amines,  as 
certain  cheeses  (Cheddar,  Stilton,  etc.),  yogurt, 
chopped  liver,  Chianti  wine,  and  even  beer, 
have  caused  paradoxical  hypertensive  crises 
with  cerebral  hemorrhage  and  a number 
of  deaths.  Broad  beans  which  have  a high 
dopamine  content  have  also  induced  the 
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pounding  headache,  chest  pain  and  appre- 
hension which  the  high  tyramine  foods 
have  caused.  Cardiac  arrhythmias,  nuchal  rigid- 
ity and  hemiplegias  are  not  too  infrequent. 
Tranylcypromine  (Parnate)  is  particularly  lia- 
ble to  produce  these  complications  but  all  of 
the  AOI’s  have  a capability  to  do  so.  Apparent- 
ly, the  high  norepinephrine  and  tyramine  levels 
plus  the  potentiation  of  sympathomimetic  amines 
by  the  AOI’s  themselves  result  in  marked  vaso- 
constriction and  subsequent  hypertension.  The 
pharmacologic  antidote  for  the  cephalalgia  and 
hypertension  is  phentolamine  (Regitine),  an 
alpha  adrenergic  blocking  agent.  It  is  the  same 
agent  used  to  detect  pheochromocytomas,  the 
epinephrine  and  norepinephrine  secreting  tu- 
mors. 

tricyclic  compounds 

A second  group  of  antidepressants  are  the 
tricyclic  compounds.  Four  are  now  available  to 
the  physician,  (Table  2). 

Imipramine  (Tofranil)  and  desipramine  (Per- 
tofrane,  Norpramin ) have  antichlorinergic  prop- 
erties similar  to  those  of  the  phenothiazines.  In- 
stances of  jaundice  and  agranulocytosis  have 
been  reported  with  the  more  widely  used  imi- 
pramine (Tofranil).  Amitriptyline  (Elavil)  and 
nortriptyline  (Aventyl)  have  more  antihista- 
minic  and  sedative  properties.  The  newer  agents 
desipramine  (Pertofrane,  Norpramin)  and  nor- 
triptyline (Aventyl)  are  claimed  to  be  shorter 
acting  since  they  are  the  active  breakdown 
product  of  their  parent  compounds.  Amitriptyline 
(Elavil)  and  nortriptyline  (Aventyl)  have  more 
antihistaminic  than  anticholinergic  character- 
istics. This  group  has  no  cumulative  action 
and  does  not  potentiate  other  agents  except  the 
AOI’s.  It  is  prudent  to  allow7  two  weeks  to  pass 
when  it  is  planned  to  change  from  an  AOI  to  a 
tricyclic  antidepressant.  A few7  days  are  sufficient 
w7hen  the  sw’itch  is  made  from  tricyclic  to  AOI 
medication. 

The  exact  manner  by  which  the  tricyclic  com- 
pounds provide  an  antidepressant  effect  is  not 
settled.  One  theory  is  that  they  block  the  re- 
absorption of  free  epinephrine  into  the  neurone. 
It  may  be  that  they  sensitize  the  synaptic  recep- 
tor to  normal  amounts  of  the  adrenergic  com- 
pounds. This  hypothesis  is  suggested  because 
when  norepinephrine  is  released  by  reseqnne 
from  its  bound  position,  the  effect  of  the  tricyclic 
group  is  enhanced.  It  is  certain  that  this  group 
does  not  act  over  the  same  mechanism  of  amine 
oxidase  inhibition;  no  increase  in  brain  catechol 
amines  has  been  measured. 

It  must  be  mentioned  that  in  addition  to 
their  chemical  similarity  to  the  phenothiazines 


many  of  their  pharmacologic  actions  are  similar. 
Both  groups  prolong  pentothal  induced  sleep. 
The  EEG  changes  are  similar.  Both  groups  in- 
crease the  pressor  response  to  norepinephrine 
and  antagonize  the  pressor  action  of  epinephrine. 
However,  some  differences  are  also  discernible. 
The  conditioned  avoidance  response,  w'hieh  the 
phenothiazines  block,  is  retained  by  the  tricyclic 
antidepressants.  Reserpine  sedation  is  antagon- 
ized with  imipramine  (Tofranil)  but  not  reser- 
pine ptosis.  The  tricyclics  have  a weak  anti- 
emetic effect,  but  do  not  reduce  body  tempera- 
ture, in  contrast  to  the  phenothiazines. 

Still,  it  remains  to  be  demonstrated  wdiether 
any  of  these  antidepressants  are  specific  in 
counteracting  depressive  states.  In  one  recent 
study  on  depressed  hospitalized  patients  imipra- 
mine performed  less  effectively  than  thiorida- 
zine (Mellaril),  an  established  tranquilizer. 

The  tricyclic  compounds  are  probably  metab- 
olized in  the  liver.  The  side  chain  demethylation 
has  already  been  mentioned.  On  the  ring,  hydrox- 
ides and  glucuronides  are  formed.  These  are 
inert  and  are  eventually  excreted  by  the  kidney 
and  intestines. 

THE  TRANQUILIZERS 
the  rauwolfia  group 

1 .—Raudixin— whole  root  of  R.  Serpentina 

2. — Rauwiloid— alseroxylon  fraction  of  R.  Ser- 
pentina 

Rautensin— alseroxylon  fraction  of  R.  Ser- 
pentina 

3. — Serpasil— reserpine 

Sandril— reserpine 

Eskaserp— reserpine 

4—  Harmonyl— deserpidine 

5.— Singoserp— singoserpine 

The  pharmacology  of  reserpine  is  representa- 
tive of  the  entire  group.  Its  use  as  an  antipsy- 
chotic agent  has  diminished,  but  it  still  is  con- 
sidered a very  satisfactory  antihypertensive. 

Reserpine  releases  bound,  and  impairs  the  re- 
binding of,  biogenic  amines  from  the  neuronal 
storage  sites.  Then  the  free  amines  are  rapidly 
depleted  by  MAO,  (Figures  1,  2).  If  the  action 
of  MAO  is  impaired  by  administration  of  an 
AOI,  the  concentration  of  amines  will  rise  and 
excitement  rather  than  sedation  will  become 
manifest.  The  sedative  effect  of  reserpine  is  due 
to  the  loss  of  brain  serotonin  and  norepin- 
ephrine, particularly  the  former.  This  can  be 
demonstrated  by  a rise  of  5-hydroxyindolacetic 
acid  in  the  urine. 

As  a result  of  the  depletion  of  brain  amines  a 
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TABLE  3 

THE  PHENOTHI AZINES 


Trade  Name 

Generic  Name 

Manufacturer 

Use 

Date  of  Release 

Pyrrolazote 

pyrathiazine 

Upjohn 

Antihistaminic 

Aug.  1948 

Phenergan 

promethazine 

Wyeth 

Antihistaminic 

Apr.  1951 

Parsidol 

ethopropazine 

Warner-Chilcott 

Antiemetic,  Sedative, 
Antiparkinsonian 

Feb.  1954 

Thorazine 

chlorpromazine 

SKF 

Tranquilizer,  Antiemetic 

Mar.  1954 

Sparine 

promazine 

Wyeth 

Tranquilizer,  Antiemetic 
Tranquilizer,  Antiemetic 

Apr.  1956 

Compazine 

prochlorperazine 

SKF 

Oct.  1956 

Pacatal 

mepazine 

W arner-Chilcott 

Tranquilizer 

Jan.  1957 

Trilafon 

perphenazine 

Schering 

Tranquilizer,  Antiemetic 

Mar.  1957 

Vesprin 

triflupromazine 

Squibb 

Tranquilizer,  Antiemetic 

Sept.  1957 

Dartal 

thiopropazate 

Searle 

Tranquilizer,  Antiemetic 

Dec.  1957 

Cothera 

dimethozanate 

Ayerst 

Anti  tussive 

Jan.  1958 

Temaril 

trimeprazine 

SKF 

Antipruritic 

Mar.  1958 

Stelazine 

trifluoperazine 

SKF 

Tranquilizer,  Antiemetic 

Oct.  1958 

Ten  tone 

methoxypromazine 

Lederle 

Tranquilizer,  Antiemetic 

Mar.  1959 

Mellaril 

thioridazine 

Sandoz 

Tranquilizer 

May  1959 

Momidine 

pipamazine 

Searle 

Antiemetic 

July  1959 

Prolixin 

Permitil 

fluphenazine 

Squibb 

White 

Tranquilizer,  Antiemetic 

Sept.  1959 

Tacaryl 

methdilazine 

Mead  Johnson 

Antipruritic 

May  1960 

Largon 

propiomazine 

Wyeth 

Preoperative  sedative 

Dec.  1960 

Tindal 

acetophenazine 

Schering 

Tranquilizer 

June  1961 

Torecan 

thiethylperazine 

Sandoz 

Antiemetic 

July  1961 

Proketazine 

carphenazine 

Wyeth 

Tranquilizer,  Antiemetic 

Jan. 1963 

number  of  autonomic  changes  take  place.  The 
hypothalamic  sympathetic  centers  are  depress- 
ed, resulting  in  bradycardia  and  miosis.  The  re- 
ticular formation,  and  its  thalamic  projection 
system,  is  unaffected  at  low  doses  of  reserpine, 
but  transmission  to  other  areas  is  impaired.  At 
high  doses  the  reticular  formation  is  depressed. 
Sedation  and  the  extrapyramidal  symptoms  result 
from  this  action.  A partial  peripheral  adrenergic 
blockade  is  noted.  Hypotension  is  one  result. 
There  is  no  anticholinergic  activity  so  that  a state 
of  relative  parasympathetic  dominance  results, 
marked  by  nasal  congestion,  gastrointestinal 
hyperacidity  and  hypermotilitv  and  brady- 
cardia. Reserpine  has  no  effect  on  the  vomiting 
centers  of  the  medulla. 

The  action  of  reserpine  is  prolonged.  Although 
it  is  excreted  fairly  rapidly,  the  depletion  of 
biogenic  amines  may  last  for  days,  and  its  seda- 
tive action  parallels  the  amine  level  rather  than 
the  presence  of  reserpine  in  the  brain. 

the  phenothiazines 

Table  3 shows  the  available  phenothiazines, 
both  those  used  as  tranquilizers  and  those  recom- 
mended for  other  purposes. 

The  pharmacology  of  the  phenothiazines  is  not 
precisely  known,  but  a number  of  theories  are 
held  concerning  possible  mechanisms  of  action. 
Which  of  the  following  hypotheses,  indeed 
whether  any  of  them  are  finally  proven  will  re- 
quire considerable  further  investigation.  One 
assumption  is  that  electron  transport  (because 


of  a disturbance  in  phosphorylation)  is  impeded 
by  the  phenothiazines  in  certain  subcortical  areas. 
This  prevents  the  transition  from  resting  to  high- 
er levels  of  activity  within  the  neurone.  Some 
investigators  consider  that  phenothiazine  activity 
is  centered  at  the  cell  membrane,  selectively  en- 
hancing permeability.  These  drugs  are  electron 
donors  and  they  may  prime  the  Na-K  pump  shift- 
ing cellular  activities  toward  normal,  thereby 
quieting  the  manic  and  activating  the  regressed 
catatonic.  Another  theory  states  that  occlusion 
of  the  interstices  of  the  mitochondrial  mem- 
branes occurs,  influencing  the  transfer  of  energy 
potentials.  In  that  way  they  stabilize  energy  ex- 
change and  dampen  the  subcortical  excessive 
compensatory  responses  to  stress.  Competitive  in- 
hibition at  the  synapse  is  another  possibility.  The 
phenothiazines  have  a carbon-nitrogen  group  on 
the  side  chain  just  as  norepinephrine  and  sero- 
tonin do.  One  known  pharmacologic  activity  is 
a blockade  of  the  reticular  formation  to  sensory 
input  reducing  hyperactivity  and  hyperalertness. 

The  EEG  shows  a resting  pattern  but  external 
stimuli  change  it  to  an  arousal  pattern  which 
corresponds  to  the  ability  to  awaken  the  patient 
on  phenothiazines  in  contrast  to  the  patient  on 
large  doses  of  barbiturates.  Hippocampal  seizure 
patterns  are  seen  on  subcortical  EEG  leads.  Pre- 
sumably this  corresponds  to  the  inhibition  of 
emotional  hyperreactivity  since  transmission 
through  the  limbic  system  may  be  impaired  by 
hippocampal  seizures. 
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A definite  decrease  in  central  sympathetic 
activity  is  noticed.  Miosis,  hypothermia  and 
postural  hypotension  can  be  explained  on  this 
basis.  As  with  reserpine  a partial  adrenergic 
blockade  occurs,  producing  vasodilation,  hypo- 
tension and,  in  some  instances,  failure  of  ejacu- 
lation. In  addition  some  anticholinergic  activity 
is  present,  accounting  for  the  dry  mouth,  di- 
minished gastrointestinal  secretion  and  motility 
culminating  in  obstipation,  and  tachycardia. 

The  extrapyramidal  tracts  to  the  ascending 
reticular  formation  are  blocked.  As  a result  the 
inhibiting  effect  of  the  caudate  nucleus  on  motor 
activity  is  released  and  all  variants  of  the  extra- 
pyramidal  syndrome  (EPS)  are  seen.  The  chem- 
oreceptor  emetic  trigger  zone  in  the  area  pos- 
trema  of  the  medulla  is  also  blocked.  Thus  stim- 
uli to  the  central  vomiting  centers  are  interrupted 
and  vomiting  is  not  triggered.  However,  emesis 
due  to  a direct  stimulation  of  the  stomach  lining 
remains  unaffected.  The  respiratory  and  cardio- 
regulatory  centers  are  affected  only  with  enor- 
mous amounts  of  the  phenothiazines  making  them 
poor  agents  for  suicide  purposes.  They  do  not 
cumulate  nor  is  tolerance  or  addiction  a problem 
with  this  class  of  drugs.  However,  they  do  poten- 
tiate all  CXS  depressants,  anesthetics,  hypnotics, 
and  analgesics,  for  example. 

As  mentioned  under  the  tricyclic  antidepres- 
sants, the  phenothiazines  abolish  the  conditioned 
avoidance  response.  This  may  be  interpreted  to 
mean  that  fear  is  reduced,  but  pain  perception 
remains.  Finally,  the  trophic  hormones  of  the 
anterior  pituitary  are  affected  by  large  doses  re- 
sulting in  amenorrhea,  pseudolactation,  weight 
gain  and  changes  in  libido. 

The  phenothiazines,  since  they  are  methyl 
donors,  form  a complex  with  melanin  when  they 
are  taken  in  large  amounts  over  long  periods  of 
time.  As  a result,  pigmentary  changes  of  the  ex- 
posed portion  of  the  skin  ranging  from  tan  to 
purple  have  been  observed.  These  may  occur 
with  or  separately  from  similar  deposits  in  the 
lens  and  cornea.  Deposits  of  a melanin-pheno- 
thiazine  complex  have  also  been  reported  in  the 
retina,  and  in  the  liver,  spleen  and  other  areas 
where  connective  tissue  is  found. 

In  the  management  of  phenothiazine  induced 
severe  hypotension  the  administration  of  epine- 
phrine may  not  only  be  ineffective  but  may  make 
the  drop  in  blood  pressure  worse.  The  uptake 
of  epinephrine  at  the  receptor  sites  is  blocked. 
Norepinephrine  is  capable  of  raising  the  blood 


pressure  if  the  shock  position  and  corticosteroids 
do  not  suffice.  Another  side  effect  of  some  con- 
sequence with  bodi  the  phenothiazines  and  the 
rauwolfia  derivatives  is  the  EPS.  Both  therea- 
peutic  groups  deplete  the  corpus  striatum  of  its 
high  dopamine  content.  On  the  other  hand,  the 
treatment  for  drug  induced  EPS  is  to  be  found 
among  the  agents  which  antagonize  histamine 
and  acetylcholine. 

The  metabolic  breakdown  products  of  the 
tranquilizing  phenothiazines  are  numerous.  The 
ring  structure  forms  sulfoxides,  sulfones,  phenols 
and  glucuronides.  The  side  chain  is  demethy- 
lated  and  the  side  chain  nitrogen  is  sometimes 
oxidized.  About  30  per  cent  of  the  ingested 
phenothiazine  is  detectable  in  the  urine,  50  to 
60  per  cent  in  the  feces,  and  small  amounts  are 
found  in  the  hair,  nails  and  skin. 

minor  tranquilizers 

1. — The  propanediols  which  include  mephene- 
sin  (Tolserol),  meprobamate  (Miltown,  Equa- 
nil),  tybamate  (Solacen)  and  phenaglycodol 
(Ultran)  have  a capacity  to  block  polysynaptic 
spinal  reflexes.  This  blockade  leads  to  a decrease 
of  striated  muscle  tension.  Thalamic  activity  is 
also  noted  by  depth  EEG’s  and  this  may  be  cor- 
related with  its  sedative  and  mild  euphoric  prop- 
erties. They  also  antagonize  metrazol  convulsions. 

Meprobamate  (Miltown,  Equanil)  and  the 
others  of  this  class  potentiate  other  sedatives, 
hypnotics,  the  major  tranquilizers  and  alcohol. 
Meprobamate  is  excreted  primarily  in  the  urine 
either  unchanged  or  as  hydroxides  and  glucur- 
onides. 

2. — The  benzodiazepines,  chlordiazepo.xide 
(Librium),  diazepam  (Valium)  and  oxazepam 
(Serax)  are  also  blockers  of  spinal  polysynaptic 
intemeuronal  activity".  These  drugs  are  muscle 
relaxants  and  relieve  certain  athetoid  and  mus- 
culospastic  disorders.  A subcortical  effect  has 
been  demonstrated  accounting  for  their  sedative 
property". 

The  benzodiazepines  potentiate  other  CNS 
depressants.  Chlordiazepo.xide  (Librium)  is 
slowly  excreted  so  that  patients  on  more  than 
1 mg/kilo  could  have  cumulative  effects  after  a 
few  days.  The  half  life  of  a single  dose  is  24 
hours.  It  is  excreted  as  a lactam  about  equally 
in  the  urine  and  feces. 

3. — The  diphenylmethanes  include  diphenhy- 
dramine (Benadryl),  captodiamine  (Suvren), 
hydroxyzine  (Atarax,  Vistaril),  benactvzine 
(Suavitil),  azacyclonal  (Frenquel)  and  others. 
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Many  of  these  are  antihistamines  with  some  calm- 
ing action,  others  are  anticholinergic  sedatives. 
Some  of  this  group  are  mild  skeletal  muscle  re- 
laxants,  antiarrhythmics  (hydroxyzine  (Atarax, 
Vistaril)),  and  antispasmodics. 

THE  HALLUCINOGENS 

Only  a brief  statement  will  be  made  about  the 
pharmacology  of  the  hallucinogens  of  which  d- 
lysergic  acid  diethylamide  (LSD),  mescaline 
and  psilocybin  are  the  best  known.  LSD  is  a 
strong  serotonin  antagonist;  however,  this  is  not 
its  mechanism  of  producing  the  distortions  of 
perception,  thought  and  emotion.  Brom-LSD  is 
a better  serotonin  antagonist,  it  crosses  the  blood- 
brain  barrier,  still  it  is  not  hallucinogenic.  Al- 
though a simple  explanation  of  the  psychotomi- 
metic activity  by  the  antagonism  of  brain  sero- 
tonin is  no  longer  tenable,  some  close  relation- 
ships between  a drug  like  LSD  and  indole  amine 
receptor  sites  at  the  synapse  must  exist.  More 
subtle  interactions  involving  the  binding,  release 
and  competition  with  serotonin  may  still  play 
an  important  role.  The  major  excretion  product  is 
2-oxy  LSD,  a completely  inactive  compound. 

The  extreme  potency  of  LSD  is  impressive. 
One  gamma/kilo,  an  amount  hardly  visible  with 
the  unaided  eye,  will  produce  mental  changes 
lasting  6-8  hours.  Its  structural  specificity  is  also 
interesting.  The  dextrorotary  form  is  the  active 
one,  the  levorotary  form  of  LSD  is  without  effect. 

Its  physiological  manifestations  are  rather 
minimal  in  comparison  to  the  profound  mental 
alterations.  It  has  sympathomimetic  activity,  the 
most  pronounced  action  being  pupillary  dilation. 
Increase  in  body  temperature,  some  quickening 
of  the  tendon  reflexes  by  facilitation  of  poly- 
synaptic reflexes  and  piloerection  have  been 
noted  in  human  studies.  The  surface  EEG  shows 
an  alerting  pattern.  Effective  analgesia  has  been 
produced  with  LSD,  outlasting  that  achieved 
with  standard  narcotics.  A nonspecific  stress  re- 
sponse can  be  measured:  eosinopenia,  reduction 
of  circulating  free  fatty  acids  and  increased  17- 
hydroxy  corticoids  . 

A final  word  about  the  close  chemical  rela- 
tionship between  normally  occurring  neurohum- 
ors and  psychotogens  might  be  worthwhile.  If 
the  amine  of  the  serotonin  molecule  is  dimethy- 
lated,  bufotenine  results.  Bufotenine  is  found 
both  in  the  skin  glands  of  certain  toads  and  in 
Cohaba  snuff,  piptadenia  peregrine,  and  it  has 
hallucinogenic  properties.  The  dimethylation  of 
tryptamine  yields  dimethyltryptamine  ( DMT ) , 


a constituent  of  cohaba  and  of  yage,  a mildly 
hallucinogenic  decoction  of  Prestonia  amazonica. 
Considerable  attention  is  now  being  given  to 
methoxylation  products  of  dopamine  and  other 
catechol  amines.  It  is  not  inconceivable  that 
such  products  can  be  formed  by  aberrant  human 
enzyme  systems;  in  fact,  4,  5-dimethoxy-pheny- 
lethylamine  has  been  found  in  the  urine  of  cer- 
tain patients. 

summary 

A review  of  the  mode  of  action  of  our  newer 
antidepressants,  tranquilizers  and  hallucinogens 
at  this  time  is  necessarily  incomplete  and  tenta- 
tive. Enormous  amounts  of  work  are  ongoing 
to  try  to  fill  the  voids  in  our  knowledge  of  psy- 
chopharmacology. We  can  be  confident  that  if  a 
similar  paper  were  to  be  written  in  10  years  much 
new  information  will  have  become  available, 
much  of  what  has  been  mentioned  here  will  be 
discarded,  and  much  will  still  remain  unknown.  ■ 
Veterans  Administration  Center  (90073) 

abstracto 

Los  psicofarmaceuticos  ejercen  efecto  dife- 
rencial  en  la  emocion,  el  pensamiento,  y el  sentido 
de  percepcion.  Elios  son  los  antidepresivos,  las 
tranquilizantes  y los  halucinogenos.  Sus  efectos 
son  extremadamente  complicados  a causa  de  la 
multplicidad  de  acciones  sobre  las  aminas 
biogenicas  y otras  neurohormonas.  Inhibidores 
de  la  amina  oxidasa  bloquean  la  degradacion  de 
las  catecolaminas  y potencialisan  a otras  drogas. 
Cornpucstos  triciclicos  tienen  caracteristicas 
similares  a esos  de  las  fenotiazinas.  Elios  pueden 
sensibilizar  a los  receptores  de  las  sinapsis  para 
normales  cantidades  de  compuestos  adrenergicos. 
Miembros  del  grupo  Rauwolfia  ponen  en  libertad 
las  limitadas,  y alteran  la  religacion,  de  las 
biogenicas  aminas  desde  los  sitios  de  almacena- 
miento  neuronal,  permitiendo  la  degradacion 
por  la  monamina  oxidasa.  Las  fenotiazinas  son 
donadoras  de  electrones.  Ellas  pueden  tran- 
quilizar  al  mantaco  y poner  alerto  al  catatomico 
por  “aparejando  la  bomba  de  Na-K.”  Los  tran- 
quilizadores  menores,  incluyen  relajantes  mus- 
culares,  antiaritmicos  y antispasmodicos.  Algunos 
son  potentiadores  de  sedativos  e hipnoticos.  De 
los  halucinogenos,  d-lysergico  acido  dietilamida 
(LSD)  es  un  fuerte  antagonista  de  la  serotina 
pero  esto  no  explica  tod  os  sus  efectos.  Fisiolo- 
gicas  manifestaciones  son  mmimas  en  com- 
paracion  con  las  profundas  alteraciones  mentales, 
las  cuales  son  inducidas  por  dosis  extremada- 
mente pequehas. 
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The  Antidepressant  Drugs 

OTTO  H.  SPOERL,  M.D.,  Seattle,  Washington 

Conflicting  reports  on  antidepressant  drugs  are  received  from  investigators 
and  observers.  Evaluation  is  difficult  and  criteria  have  not  been  agreed  upon, 
either  for  what  the  diagnosis  of  depression  includes,  or  for  methods  used  in  re- 
porting results.  Some  products  have  been  withdrawn  because  of  serious  side 
effects  but  more  useful  and  less  toxic  materials  have  replaced  them.  Clinical 
experience  may  be  a better  guide  to  selection  than  test  results.  A few  well  con- 
trolled studies  suggest  that  no  drug  offers  better  results  than  electroconvulsive 
treatment.  Sound  pharmaceutical  management  of  various  depressive  states  must 
be  guided  by  full  understanding  of  variables  in  drug  effects  as  well  as  careful 
observation  of  results.  In  vivo  incompatibilities  must  be  recognized  and  avoided. 


Although  the  antidepressant  drugs  have  been 
available  to  physicians  for  a relatively  short 
time,  they  are  being  used  on  a very  wide  scale, 
and  the  literature  about  them  is  voluminous. 
Even  a very  cursory  review  of  the  literature, 
however,  shows  widespread  disagreement  among 
various  authors  on  nearly  all  aspects  of  these 
drugs:  their  usefulness  in  general,  their  mode  of 
action,  their  indication  in  various  types  of  de- 
pression, their  optimal  dosage,  length  of  admini- 
stration and  their  safety. 

There  are  many  explanations  for  the  existence 
of  this  bewildering  chaos  in  professional  opinions. 
Evaluation  of  the  efficacy  of  any  treatment  is 
difficult  in  a disorder  that  shows  such  a high 
rate  of  spontaneous  remission  as  do  depressive 
states.  Prejudice  and  bias  on  the  part  of  the  re- 
searcher are  hard  to  eliminate  and  will  influence 
the  outcome  of  his  study.  Patient  populations  dif- 
fering in  age,  sex  or  social  status  will  respond 
differently  to  treatment,  and  the  differing  milieu 
of  various  clinic  or  hospital  settings  has  been 
demonstrated  to  have  definitive  influence  on 
treatment  outcome.  Often,  the  criteria  used  for 
judging  improvement  under  treatment  differ. 

One  of  the  most  significant  reasons  for  dis- 
agreement about  the  value  of  antidepressant 
drugs  seems  to  be  lack  of  consensus  about  the 
principal  phenomenon  involved,  namely  depres- 
sion, and  that  is  why  any  review  of  the  antide- 
pressant drugs  has  to  start  by  dealing  with  the 
various  concepts  of  depression,  and  with  a suit- 
able system  of  classification  of  depressive  dis- 
orders. 

Presented  at  a course  "Pharmacotherapy  for  the  Psychia- 
tric Patient.”  July  24.  1965,  University  of  Washington 
School  of  Medicine.  Seattle. 

Dr.  Spoerl  is  Instructor.  Department  of  Psychiatry,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle. 


three  concepts  of  depression 

In  general  psychiatric  usage  the  term  depres- 
sion has  three  different  meanings:  first,  it  refers 
to  a mood;  second,  to  a symptom  or  syndrome; 
third,  to  a nosological  entity',  a disease.  Perhaps 
we  should  include  a fourth  meaning  that  is  im- 
plied in  use  of  the  term  depression  by  neuro- 
physiologists and  pharmacologists  when  they 
want  to  denote  decreased  activity  of  any  particu- 
lar nerve  cell  or  formation  of  nerve  cells  in  the 
central  nervous  system.  What  we  are  concerned 
about  in  a discussion  of  antidepressant  drugs  is,  of 
course,  the  concept  of  depression  as  a disease  en- 
tity or  at  least  as  a syndrome. 

Since  the  introduction  of  electroconvulsive 
treatment  (ECT)  by  Cerletti  and  Bini  in  1938, 
there  has  been  increased  interest  in  depressive 
states.  A variety  of  symptoms  and  syndromes, 
such  as  certain  ty  pes  of  headache  or  back  pain, 
hypochondriacal  concerns,  depressive  phenomena 
in  chronic  illness,  and  others,  have  come  to  be 
regarded  as  manifestations  of  depression.  As  the 
concept  of  depressive  illness  is  broadened,  and 
as  the  disorder  is  more  widely  recognized  and 
better  understood,  it  becomes  of  course,  all  the 
more  important  to  investigate  the  basis  of  the 
syndromes.  We  must  determine  whether  the  wide 
variety  of  phenomena  we  call  depression  are  in- 
deed different  manifestations  of  one  single  di- 
sease process,  or  are  a group  of  disorders  of  dif- 
ferent etiology,  prognosis  and  response  to  treat- 
ment that  only  happen  to  share  a common  symp- 
tom, namely  depression,  much  like  infectious  di- 
seases share  the  symptom  of  fever. 

Both  hypotheses  have  been  proposed,  and 
there  are  still  investigators,  particularly  among 
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Table  1 


Official  Classification 
According  to  Diagnostic 
Manual  of  the  Am. 
Psych.  Assoc. 

Affect 


Vegetative  symptoms 


Diurnal  Variation 


Endogenous  Depression 
(Also  called  primary  or 
psychotic  depression) 

M anic-depressive 
reaction,  depressed  type 
Psychotic  depressive 
reaction 

Markedly  depressed  with 
depressed  facies  (fur- 
rowed brow,  sagging  fa- 
cial muscles ) 
Psychomotor  retardation 


Involutional  Depression 
(Involutional  Melancholia) 

Involutional  psychotic 
reaction 


Often  agitation  (depres- 
sion plus  anxiety),  mani- 
fested by  hand-wringing, 
pacing,  sighing,  etc. 


Exogenous  Depression 
(Also  called  reactive  or 
neurotic  depression) 

Depressive  reaction 


Fluctuating  moods,  often 
depression  alternating  with 
anger  or  anxiety. 


Often  insomnia  (particu- 
larly difficulty  in  going  to 
sleep ) 


No  characteristic  pattern 
of  diurnal  variation;  some 
patients  feel  worse  at 
night. 


Insomnia  (particularly  early  awakening) 

Anorexia  and  weight  loss 
Constipation 

Menstrual  disturbance,  loss  of  libido  and  potency 
Decreased  salivation 

Patient  often  feels  worse  in  the  morning 


the  analytically  oriented  psychiatrists,  who  be- 
lieve that  all  depressions  are  similar  in  etiology, 
and  are  caused  by  the  loss  of  an  ambivalently 
loved  object.  They  feel  that  the  different  clinical 
types  only  represent  different  degrees  of  severity 
of  the  same  underlying  process.  The  vast  majority 
of  researchers,  however,  do  not  share  this  view, 
and  there  is  accumulating  what  seems  to  be  valid 
evidence,  from  clinical  material,  from  statistical 
analysis,  and  especially  from  the  differential  re- 
sponse to  treatment,  that  we  are  indeed  dealing 
with  at  least  two,  or  perhaps  even  more,  quite 
different  disorders  in  the  group  we  now  call  de- 
pression. One  of  the  oldest  groupings,  still  widely 
used,  is  that  of  the  reactive  depressions  (also 
called  exogenous  or  neurotic  depressions),  be- 
lieved to  represent  reaction  to  certain  environ- 
mental stimuli.  Opposed  to  these  are  the  endo- 
genous depressions  (also  called  primary  or  psy- 
chotic depressions),  believed  nowadays  by  many 
to  represent  a diencephalic  disease.1  Most  writers 
would  add  a third  category  called  involutional 
psychotic  reaction  or,  earlier,  involutional  melan- 
cholia. Table  1 lists  some  of  the  symptoms  that 
can  be  used  for  differential  diagnosis  in  the 
three  sub-groups  of  depression. 

drug  development 

In  briefly  going  over  the  historical  develop- 
ment of  the  antidepressant  drugs,  we  have  to 
mention  the  stimulants  that  have  been  around 
for  some  time.  Both  the  stimulants  of  the  am- 


phetamine group,  amphetamine  sulfate  ( Benze- 
drine), dextroamphetamine  (Dexedrine),  and 
methamphetamine  (Desoxyn,  Methedrine)  and 
the  less  potent  piperidyl  derivatives  like  pipra- 
drol ( Meratran ) and  methylphenidate  ( Ritalin ) 
have  been  used  in  depressive  disorders.  They 
produce  short-lasting  stimulatory  effects  that  are 
soon  followed  by  depression  and  fatigue,  the  end 
result  often  being  an  aggravation  of  depression. 
The  increased  anxiety  level,  the  cardiovascular 
stimulation,  the  danger  of  habituation,  as  well 
as  the  appetite  depression,  are  undesirable  side 
effects.  They  have  been  advocated  particularly 
in  mild  neurotic  depressions  but,  since  in  these 
exhaustion  is  of  frequent  prominence,  their  ad- 
ministration to  a depressed  patient  has  been  com- 
pared to  flogging  a tired  horse.  For  that  reason 
there  seems  little  justification  nowadays  for  their 
use  in  depressions.2 

MAO  inhibitors 

The  first  drug  deserving  to  be  called  an  anti- 
depressant is  iproniazid  (Marsilid)  synthesized 
in  1951,  and  first  used  against  tuberculosis  where 
it  was  found  to  cause  euphoria,  appetite  stimula- 
tion, and  a sense  of  well  being.  In  1957  Kline, 
Saunders  and  Loomis  reported  at  a regional 
meeting  of  the  American  Psychiatric  Association 
that  severely  depressed,  regressed,  hospitalized, 
psychotic  patients,  unresponsive  to  previous 
treatments,  including  electric  shock,  were  helped 
by  iproniazid  (Marsilid).2  This  started  the  use 
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of  the  drug  on  a wide  scale  and,  along  with  its 
antidepressive  effects,  the  first  disturbing  reports 
about  hepatocellular  jaundice,  occasional  hepatic 
necrosis  and  even  some  fatalities  came  in. 

A search  was,  therefore,  begun  for  an  equally 
effective,  less  toxic  substance,  and  the  results 
were  several  other  hydrazine  monoamine  oxidase 
(MAO)  inhibitors.  Isocarboxazid  (Marplan)  was 
found  to  be  a more  potent  MAO  inhibitor  than 
iproniazid  ( Marsilid ) , and  it  was  felt  to  be  sub- 
stantially less  toxic  in  respect  to  hypertensive 
response,  edema,  weight  gain  and  impotence. 
Phenelzine  (Nardil),  another  hydrazine  MAO 
inhibitor,  was  found  to  be  somewhat  less  potent 
but  had  equally  low  incidence  of  side  effects, 
and  it  was  reported  to  have  a good  effect  on  de- 
pressive disorders  accompanying  psychophysio- 
logical  disorders. 

Nialamide  (Niamid),  one  of  the  slow  acting 
MAO  inhibitors,  was  also  developed  as  were 
amines  such  as  tranylcypromine  ( Parnate ) which 
is  very  close  in  its  chemical  structure  to  amphe- 
tamine (Benzedrine).  It  took  three  years  of 
clinical  use  to  detect  the  possibly  lethal  hyper- 
tensive crises  with  occasional  intracerebral 
hemmorhage  and  acute  cardiac  failure  which  oc- 
curred when  patients  on  tranylcypromine  (Par- 
nate) or  other  MAO  inhibitors  were  eating 
cheese,  drinking  particular  types  of  wine,  such  as 
Chianti,  or  when  they  were  using  other  antide- 
pressant medications  concomitantly.  Another 
amine  with  MAO  inhibiting  properties  when 
used  systemically  is  procaine  (Novocain),  a well- 
known  local  anesthetic  which  a few  years  ago 
gained  a reputation  in  press  reports  from  Russia 
and  European  countries  as  a rejuvenating  agent. 

iminodibenzyl  derivatives  and  others 

Another  line  of  antidepressants,  the  iminodi- 
benzyl derivatives,  was  accidentally  discovered 
when  Kuhn  in  1957  administered  a weak  tran- 
quilizer, imipramine  (Tofranil),  closely  related 
to  chlorpromazine  (Thorazine)  in  its  structure, 
to  patients  with  endogenous  depression  and  saw 
good  responses.  At  first  the  new  drug  seemed  to 
lack  the  serious  side  effects  of  the  MAO  inhibitors 
and  was  therefore  used  widely  and  with  enthusi- 
asm. As  soon  as  1960,  however,  a relatively  high 
incidence  of  side  effects  was  reported:  in  addition 
to  dryness  of  the  mouth,  hvperhydrosis,  blurred 
vision,  restlessness,  and  hypotension  (which  often 
required  the  discontinuation  of  the  drug),  there 
was  exacerbation  of  symptoms  in  schizophrenic 
patients,  including  catatonic  stupor  and  halluci- 


nations.2 The  search  for  new  drugs  continued, 
and  amitriptyline  (Elavil)  was  developed.  This 
drug  was  different  from  most  antidepressants, 
since  it  also  had  a mild  tranquilizing  effect  that 
made  it  a natural  drug  to  use  in  agitated  depres- 
sion and  in  neurotic  depressions  where  anxiety 
so  often  was  seen  as  a significant  component  of 
the  clinical  picture.  It  was  also  felt  to  act  faster 
than  all  the  other  antidepressants  and  quickly 
gained  acceptance  for  this  reason.  There  have 
been  recent  modifications  of  both  the  imipramine 
(Tofranil)  molecule  in  the  form  of  desipramine 
(Pertofrane,  Norpramin),  representing  a natural 
metabolite  of  imipramine  (Tofranil),  and  of 
amitriptyline  (Elavil)  in  the  form  of  nortripty- 
line (Aventvl).  Thus  far,  there  is  no  good  evi- 
dence that  these  substances  are  any  more  potent 
or  any  less  toxic  than  imipramine  (Tofranil) 
and  amitriptyline  (Elavil)  themselves,  and  a 
final  judgment  as  to  their  usefulness  appears  dif- 
ficult at  this  point.  There  also  have  been  other 
agents  such  as  benactvzine  (used  in  the  com- 
bination product  Deprol)  and  deanol  (used  in 
the  commercial  product  Deaner)  for  which  anti- 
depressive effects  have  been  claimed.  Since  evi- 
dence of  their  effectiveness  is  sketchy  they  will 
be  excluded  from  consideration  in  this  review. 

The  mode  of  action  of  the  antidepressant 
drugs  has  been  discussed  in  a previous  paper, 
and  will  therefore  not  be  reviewed  here. 

investigations 

A review  of  the  controlled  and  uncontrolled 
comparative  clinical  studies  on  the  effectiveness 
of  antidepressant  medications  reveals  widespread 
disagreement  among  various  authors  on  the 
efficacy  of  antidepressants  in  general  and  spe- 
cific agents  in  particular.  Rather  than  aiming  to 
report  all  of  these  studies,  it  seems  more  ap- 
propriate to  present  the  findings  in  a few  selected 
series  that  stand  out  from  the  large  number  of 
investigations  by  clarity  in  research  design. 

Probably  the  best  controlled  of  these  is  the 
one  reported  in  1964  by  Greenblatt  and  cowork- 
ers.3 The  study  compared  two  MAO  inhibitors, 
isocarboxazid  (Marplan)  and  phenelzine  (Nar- 
dil), with  imipramine  (Tofranil),  ECT  and 
placebo  in  a multi-hospital  study  of  281  severely 
depressed  patients.  In  over-all  terms  it  was  dem- 
onstrated that  ECT  proved  more  effective  for 
more  patients  in  all  diagnostic  sub-categories 
than  any  of  the  medications.  It  should  be  bom 
in  mind  that  the  double-blind  aspect  of  this  study 
could  naturally  not  extend  to  ECT.  The  most 
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striking  findings  in  the  study  were  the  observa- 
tions of  differential  effectiveness  in  some 
diagnostic  sub-categories.  Whereas  patients 
with  psychoneurotic  depressive  disorders 
showed  a high  degree  of  improvement  on  all 
medications,  including  placebo,  and  patients  in 
the  schizo-affective  category  had  relatively  poor 
rate  of  improvement  on  all  treatment  modalities, 
the  responses  in  other  diagnostic  categories 
showed  considerable  variability.  None  of  the 
MAO  inhibitors  produced  significantly  higher 
rate  of  improvement  than  placebo  and,  con- 
sequently, the  authors  doubt  the  value  of  MAO 
inhibition  in  the  therapy  of  depression.  Another 
interesting  aspect  of  this  study  was  the  high  in- 
cidence of  side  effects,  even  in  the  placebo 
group,  indicating  need  for  caution  in  attributing 
reported  symptoms  or  side  effects  to  physiologic 
action  of  the  drug  administered. 

An  interesting  study  was  published  in  1963  by 
Wilson  and  coworkers  and  is  mentioned  because 
it  represents  the  only  real  double-blind  study 
comparing  ECT  with  antidepressants.4  Thirty- 
six  female  patients  hospitalized  for  depression 
were  assigned  to  four  treatment  groups  of  nine 
patients  each:  (1)  ECT  plus  imipramine  (Tof- 
ranil), (2)  ECT  plus  placebo,  (3)  anesthesia 
plus  imipramine  (Tofranil),  (4)  anesthesia  plus 
placebo.  The  anesthesia  given  to  half  of  the  pa- 
tients served  as  a placebo  in  comparison  with 
ECT,  which  was  also  administered  under  anes- 
thesia. In  the  first  phase  of  the  study,  it  was 
discovered  that  imipramine  (Tofranil)  was 
superior  to  placebo  but  inferior  to  ECT  in  pro- 
ducing remission  or  marked  improvement  in  de- 
pression. At  this  point  the  authors  suspected  that 
the  imipramine  (Tofranil)  group  might  not  be 
receiving  adequate  dosage. 

In  the  second  phase  of  the  study,  they  there- 
fore increased  the  dosage  of  imipramine  (Tof- 
ranil) to  an  average  of  250-300  mg  per  day. 
They  found  that,  as  a result,  the  patients  in  the 
imipramine  (Tofranil)  group  now  achieved 
response  equally  as  good  as  that  with  ECT.  This 
finding  indicates  the  significance  of  an  adequate 
dosage  of  antidepressant  medication  and  may 
explain  some  of  the  discrepancies  in  the  results 
obtained  by  different  investigators. 

Equally  well-controlled  studies  comparing  imi- 
pramine  (Tofranil)  with  amitriptyline  (Elavil) 
and  desipramine  (Pertofrane,  Norpramin)  are 
not  yet  available.  In  one  comparison  study  be- 
tween imipramine  (Tofranil)  and  amitriptyline 


( Elavil ) , 75  per  cent  of  the  patients  on  imipramine 
(Tofranil)  and  79  per  cent  on  amitriptyline  (Ela- 
vil) achieved  marked  improvement  or  complete 
remission,  with  similar  side  effects  being  ob- 
served such  as  dry  mouth,  excessive  perspiration, 
hypotension  and  blurred  vision,  but  the  side  ef- 
fects were  less  with  Elavil.5  In  another  controlled 
study  reported  from  Australia,  amitriptyline 
( Elavil ) proved  definitively  superior  to  imipra- 
mine (Tofranil)  in  alleviating  symptoms  of  de- 
pression.8 Wilson  and  coworkers  compared  the 
effectiveness  of  desipramine  (Pertofrane,  Norp- 
ramin) with  that  of  imipramine  (Tofranil)  in  a 
double-blind  study.7  The  principal  claim  for  the 
new  drug  desipramine  (Pertofrane,  Norpramin) 
namely  that  it  acted  faster  than  imipramine  (To- 
franil), was  confirmed,  but  the  difference  was 
very  slight  and  not  statistically  significant  and, 
besides,  the  new  drug  showed  less  antidepressant 
action  than  imipramine  (Tofranil). 

Finally,  a study  has  to  be  mentioned  that 
raises  very  significant  doubt  about  the  specificity 
of  all  of  the  antidepressant  drugs.  Overall,  Hol- 
lister and  coworkers  compared  thioridazine 
(Mellaril)  and  imipramine  (Tofranil)  in  68 
schizophrenic  and  77  depressed  V.A.  patients 
using  controls.8  In  the  schizophrenic  group, 
thioridazine  ( Mellaril ) was  found  to  be  signifi- 
cantly superior  to  imipramine  (Tofranil)  in  a 
number  of  areas  as  had  been  expected.  In  the 
depressive  sample,  however,  essentially  no  sig- 
nificant differences  between  the  two  drugs  were 
found,  although  the  observed  mean  differences 
tended  to  favor  thioridazine  ( Mellaril ) over 
imipramine  (Tofranil)  in  the  depressed  group 
also.  The  authors  felt  that,  in  view  of  their 
findings,  the  use  of  one  class  of  drugs  for  both 
schizophrenic  and  depressed  patients  might  be 
feasible. 

drug  selection  for  treatment 

Where  does  this  leave  the  clinician  who  has 
to  treat  a depressed  patient?  For  a practical 
answer  to  this  question,  we  will  have  to  leave 
behind  the  well-controlled  studies,  with  their 
confusing  statistics,  and  return  to  the  critical 
judgment  and  the  experience  of  clinicians.  To 
start  with  the  mild  neurotic  or  reactive  depres- 
sion, particularly  where  the  depression  is  second- 
ary to  anxiety,  most  clinicians  will  agree  that  a 
trial  on  one  of  the  minor  tranquilizers  such  as 
meprobamate  (Miltown,  Equanil),  chlordi- 
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azepoxide  (Librium),  or  diazepam  (Valium) 
is  probably  indicated.  The  great  majority  of 
researchers  agree  also  that  imipramine  (Tofranil) 
and  amitriptyline  (Elavil)  work  poorly  in  this 
type  of  depression. 

In  case  of  failure  of  the  minor  tranquilizers, 
that  would  leave  the  MAO  inhibitors  which  are 
generally  believed  to  work  in  any  type  of 
depression  to  some  degree.  Many  clinicians  feel, 
however,  that  the  serious  side  effects,  which 
always  can  occur  with  any  of  the  effective  MAO 
inhibitors,  make  the  use  of  these  drugs  inadvis- 
able in  a relatively  mild  depression. 

Turning  now  to  the  endogenous  depressions, 
the  more  serious  depressive  syndromes  with  sig- 
nificant severity  of  vegetative  signs  and  symp- 
toms, we  find  the  major  area  of  indication  for 
the  antidepressant  drugs.  Imipramine  (Tofranil), 
as  by  far  the  most  completely  studied  agent, 
would  seem  the  most  likely  one  for  a first  trial. 
The  effective  dose  is  open  to  debate.  Physicians 
working  with  hospitalized  patients  favor  dosages 
between  250  and  300  mg  per  day,  but  this 
level  has  to  be  reached  gradually  over  several 
days.  Substantially  smaller  doses— between  150 
and  200  mg  per  day— are  usually  effective  in 
outpatients.  It  should  be  remembered  that  the 
antidepressant  effect  may  show  as  early  as  the 
second  treatment  day,  but  usually  does  not  ap- 
pear before  the  end  of  the  first  or  second  week 
of  treatment.  If  after  three  weeks  of  treatment 
no  appreciable  lifting  of  the  depression  is  notice- 
able, the  patient  should  be  switched  to  another 
drug. 

In  patients  who  do  respond,  imipramine  (Tof- 
ranil ) should  be  administered  for  several  months. 
Maintenance  therapy  has  been  demonstrated 
in  many  studies  to  prevent  relapses  which  are 
seen  so  often  after  ECT.  Side  effects  of  imi- 
pramine (Tofranil)  and  related  drugs  (dryness 
of  the  mouth,  profuse  perspiration,  mild  tremor, 
some  sedation)  seem  to  be  more  annoying  than 
serious.  Caution  with  high  doses  is  indicated 
in  older  patients  in  view  of  possible  cardio- 
vascular problems.  The  atropine-like  side  effects 
of  the  drug  make  caution  necessary  in  cases  of 
increased  intraocular  pressure  and  where  urinary 
retention  is  a problem.  Amitriptyline  (Elavil) 
has  essentially  the  same  indications  as  imi- 
pramine (Tofranil),  but  its  use  would  seem 
preferable  when  a mild  tranquilizing  effect  is 
also  desired.  In  addition,  the  drug  does  seem 


to  act  somewhat  faster  than  imipramine  (Tof- 
ranil ) . 

One  of  the  advantages  of  amitriptyline  (Ela- 
vil) in  my  experience  has  been  that  the  initial 
sedative  and  the  lasting  tranquilizing  effect  is 
highly  predictable  and  occurs  promptly.  It  can, 
therefore,  be  used  successfully  in  a suggestive 
way  to  demonstrate  to  the  patient  that  the  drug 
is  indeed  working,  which  is  in  marked  contrast 
to  imipramine  (Tofranil)  where  the  patient  very 
often  does  not  notice  any  drug  effect  at  all  for 
weeks.  Due  to  this  sedative  effect,  amitriptyline 
(Elavil)  may  turn  out  to  be  a good  drug  in 
agitated  depression,  although  more  potent  tran- 
quilization  may  be  required.  Lesse  feels  that 
for  the  extremely  agitated  patient,  the  MAO 
inhibitor  tranylcypromine  (Parnate),  in  doses  of 
20  mg  per  day  in  combination  with  trifluoperazine 
(Stelazine),  still  is  superior  to  any  other  thera- 
peutic approach.9 

precautions 

If  tranylcypromine  (Parnate)  is  used,  imipra- 
mine (Tofranil)  and  amitriptyline  (Elavil), 
other  MAO  inhibitors,  cheeses,  vasoconstrictors, 
some  wines  and  a whole  list  of  other  substances 
are  contraindicated,  as  many  of  them  may  cause 
very  dangerous  hypertensive  crises.  A drug-free 
interval  should  be  observed  when  patients  on 
MAO  inhibitors  are  transferred  to  either  imipra- 
mine (Tofranil)  or  amitriptyline  (Elavil).  .An- 
other precaution  should  be  pointed  out  that  is 
necessary  with  all  potentially  suicidal  patients: 
No  antiprepressant  drug  is  in  itself  adequate 
protection  against  suicidal  impulses,  and  it  is  a 
well-known  clinical  fact  that  patients  who  re- 
cover from  depression  go  through  a phase  of 
higher  susceptibility  to  suicide  when  their  level 
of  energy  has  already  increased  while  the  depres- 
sive mood  may  still  linger  on.  This  danger  is 
more  prounounced  in  drug-treated  patients  who 
recover  gradually  as  compared  with  ECT- 
treated  patients  whose  recovery  occurs,  charac- 
teristically, rather  suddenly  between  the  second 
and  third  treatment.  This  is  perhaps  one  of  the 
many  reasons  why  ECT  which  had  been  almost 
completely  replaced  by  the  antidepressant  drugs 
for  some  time,  seems  to  be  coming  back  into 
favor,  as  Kalinowsky,  the  pioneer  of  ECT  in 
this  country,  has  pointed  out  in  a recent 
article.10  ■ 
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abstracto 

Reportajes  cantradictorios  sobre  medicamentos 
antidepresivos  son  recibidos  de  investigadores  y 
observadores.  La  evaluacion  es  dificil  y no  se  ha 
llegado  a un  acuerdo  sobre  el  criterio  de  lo  que 
comprende  el  diagnostico  de  depresion  o de  los 
metodos  usados  en  el  reportaje  de  los  resultados. 
Algunos  productos  han  sido  retirados  debido 
a efectos  concomitantes  serios,  pero  materiales 
mas  utiles  y menos  tdxicos  los  han  remplazado. 


La  experiencia  clinica  puede  ser  una  mejor  guia 
para  seleccionar,  que  los  resultados  de  las  prue- 
bas.  Tocos  estudios  bien  controlados  sugieren 
que  no  medicamento  ofrece  mejores  resultados 
que  el  electroconvulsivo.  El  manejo  farmaceii- 
tico  solido  de  varios  estados  depresivos,  debe  de 
ser  guiado  por  el  entendirniento  completo  de  las 
variables  en  los  efectos  de  los  medicamentos  asi 
como  en  la  observacion  cuidadosa  de  los  resul- 
tados. Las  incompatibilidades  en  vivo  deben  ser 
reconocidas  y evitadas. 
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PHYSICIAN’S  ANSWER  TO  GOVERNMENT  GOBBLEDEGOOK 

I propose  we  say  to  them: 

“When-so-ever  the  Secretary  or  his  legally  appointed  representative  does, 
from  a qualified  recipient  of  services,  receive  notification  in  quadruplicate  or  a 
reasonable  facsimile  there-of,  documented  evaluations  of  bodily  functions,  and  there 
is  contained  therein  substantial  evidence  of  some  one  (or  more)  functions  being 
substandard  relative  to  the  usual  and  customary  standards  as  set  forth  in  that  section 
of  the  regulations  pertaining  to  ‘functions,’  and  within  ninety  (90)  days  such 
evidence  be  presented  to  a qualified  physician  or  his  agent,  therapy  appropriate  for 
said  mal-function  (see  ‘nostrums’)  will  be  forthcoming  to  the  recipient  so  possessed, 
providing  nothing  is  contained  herein  to  be  construed  to  the  contrary,  and  providing 
said  recipient  can  produce  proof  of  continuing  eligibility  by  exceeding  the  minimal 
requirements  described  in  ‘Participants  Pocket  Manual,’  p.  9,  782,  Section  VIII,  titled 
‘Viability.’  ” 

Henry  F.  Coulter,  M.D.,  in  Greater  Kansas  City  Medical  Bulletin,  February  26,  1966 


209 

Northwest  Medicine,  March  1966 


Tranquilizers  in  General  Practice 

GENE  BAUMAN,  M.D.,  Seattle,  Washington 

The  salient  pharmacologic  properties,  side  effects,  and  individual  attributes 
of  the  more  prominent  psychotropic  drugs  are  summarized  and  evaluated.  An 
attempt  is  made  to  form  a basis  for  careful  evaluation  of  new  anti-anxiety  or 
anti-psychosis  drugs  from  what  is  known  about  earlier,  well  tested  analogs. 


Aside  from  any  other  consideration,  the  sheer 
bulk  of  available  literature  on  the  subject  makes 
the  practicing  physician’s  task  of  selecting  a suit- 
able tranquilizer  for  his  patients  a difficult  one. 
The  informational  material  available  ranges  from 
journal  advertising  ( 12  full  page  layouts  in  a 
recent  JAMA ) through  detail  handouts,  to  pub- 
lished papers.  Each  of  these  sources  stresses  its 
claim  to  validity  and,  in  the  case  of  advertising 
and  some  papers,  to  unique  characteristics.  The 
net  result  is  often  one  of  over-whelming  contra- 
diction. 

In  response,  the  physician  may  give  up  and 
rely  in  uncritical  fashion  on  the  presentation 
made  by  the  most  aggressive  drug  company  rep- 
resentative. As  an  alternative,  he  may  run  his 
own  series  of  uncontrolled  trials  using  first  one 
drug  and  then  another  with  the  result  that  he 
does  not  become  thoroughly  familiar  with  any 
of  them. 

This  paper  is  an  outgrowth  of  a course  for 
practicing  physicians  and  is  aimed  at  summariz- 
ing and  interpreting  the  information  available 
concerning  a limited  number  of  the  more  useful 
compounds  currently  available  as  anti-anxiety 
or  anti-psychosis  drugs. 

RAUWOLFIA 

Although  it  is  no  longer  used  extensively  as  a 
tranquilizer,  reserpine  has  been  known  since  the 
sixteenth  century  to  have  sedative  properties  and 
in  1952  was  first  used  in  the  United  States  for 
tranquilization.1  Because  of  its  many  rather  seri- 
ous side  effects,  including  severe  depression,  its 
use  has  been  limited  in  recent  years  to  the  treat- 
ment of  hypertension. 

pharmacologic  action 

It  is  believed  that  reserpine  acts  centrally  on 

Presented  at  a course  “Pharmacotherapy  for  the  Psy- 
chiatric Patient,”  July  24,  1965,  University  of  Washington 
School  of  Medicine,  Seattle. 

Dr.  Bauman  is  Clinical  Instructor,  Department  of  Psy- 
chiatry, University  of  Washington  School  of  Medicine, 
Seattle. 


the  brain  stem,  limbic  system  and  hypothalamus 
by  causing  the  serotonin  binding  sites  to  release 
free  serotonin  which,  in  contrast  to  the  bound 
form,  does  not  block  transmission  of  impulses  of 
acetylcholine.  Thus,  activation  of  the  parasympa- 
thetic system  is  allowed.  This  reduces  hyper- 
awareness or  excitability,  decreases  heart  rate, 
lowers  blood  pressure,  dilates  blood  vessels  and 
stimulates  appetite.1 

absorption  and  rate  of  onset 

Although  reserpine  is  readily  absorbed  from 
the  gastrointestinal  tract,  it  takes  several  days  to 
two  weeks  to  reach  its  full  effect.  When  given 
parenterally,  onset  of  activity  is  within  30  to  60 
minutes,  although  the  sedative  effect  may  last 
up  to  12  hours. 

Reserpine  potentiates  the  action  of  barbitu- 
rates, opiates,  and  other  anti-hypertensive 
agents.1 

side  effects 

If  more  than  1.2  mg  is  given  daily,  side  effects 
are  frequent  and  severe.  The  most  serious  ones 
-include: 

1. — Serious  depression  with  suicide1'2 

2. — Extrapyramidal  symptoms2'3 

3. — Seizures2 

4. — Autonomic  effects— bradycardia,  flushing, 

vomiting,  diarrhea,  nasal  congestion1'2 

5. — Hypotension  and  syncope,  particularly  in 

the  aged  or  hypertensive2 

6. — Activation  of  peptic  ulcer  with  hemorrhage4 

7. — Aggravation  of  allergic  disorders  such  as 

asthma,  urticaria2 

8. — Impotence,  loss  of  libido.2 

9. — Thrombocytopenic  and  non-thrombocyto- 

penic  purpura2 

10. — Edema  and  weight  gain2 

11. — If  given  with  electro  convulsive  therapy 

(ECT)  or  an  operation,  it  may  cause 

vascular  collapse. 

THE  PHENOTHIAZINES 

This  large  group  of  compounds  has,  over  the 
years,  despite  significant  and  at  times  distressing 
side  effects,  proven  of  great  value  in  psycho- 
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chemotherapy.  It  is  of  help  in  considering  these 
compounds  to  divide  them  into  three  structural 
groups  according  to  the  radical  attached  at  the 
number  10  position.  Each  group  exhibits  some 
characteristics  in  contrast  to  the  other  two 
groups,  as  well  as  the  common  properties  derived 
from  the  parent  compound. 

Extrapyramidal  symptoms  are  probably  the 
most  common  and  expected  of  the  side  effects. 
These,  with  the  exception  of  dyskinesia,  occur 
twice  as  frequently  in  women  and  have  the  high- 
est incidence  with  fluphenazine  (Prolixin,  Per- 
mitil)  and  the  other  piperazine  compounds  and 
lowest  incidence  with  thioridazine  ( Mellaril ) 
and  the  dimethyl  compounds.5  In  particular, 
— CF3  at  number  2 position  enhances  dyski- 
nesia. It  is  interesting  that  not  all  patients  get 
extrapyramidal  symptoms.  Indeed,  Ayd  found 
that  despite  large  doses,  61.1  per  cent  of  his  pa- 
tients did  not  develop  extrapyramidal  symptoms.'1 

If  extrapyramidal  symptoms  should  develop, 
they  will  frequently  respond  to  an  anti-Parkinson 
medication  such  as  benztropine  ( Cogentin ) or  to 
reduction  of  the  dose.  In  some  cases  switching 
from  a piperazine  compound  to  thioridazine 
( Mellaril ) or  a dimethyl  compound  may  be 
necessary.5 

The  most  common  extrapyramidal  symptom  is 
akinesia  which  is  characterized  by  weakness  and 
muscular  fatigue,  particularly  in  a limb.5  It  may 
be  accompanied  by  pains  in  some  joints,  such  as 
the  shoulder. 

Dyskinesia  is  the  most  dramatic  of  the  extra- 
pyramidal symptoms  and,  in  contrast  to  the 
others,  occurs  twice  as  frequently  in  males,  par- 
ticularly in  those  under  the  age  of  15.  The  onset 
is  generally  abrupt  and  may  take  the  form  of  re- 
trocollis,  torticollis,  distortions,  dysarthria,  invol- 
untary muscle  movements,  scoliosis,  lordosis, 
occulogyric  crisis.  Akathisia,  which  has  been  a 
particular  problem  at  times  with  the  use  of  tri- 
fluoperazine (Stelazine)  is  characterized  by 
motor  restlessness,  “jitters,”  compulsion  to  walk 
or  pace,  move  constantly,  rock,  shift  from  one 
foot  to  another,  etc.  The  patient  also  shows  chew- 
ing movements,  tongue  smacking,  twisting  of 
fingers.  Parkinsonism  with  loss  of  associated 
movements,  rigidity,  cogwheel  phenomenon, 
tremors,  drooling,  etc.  is  the  last  common  extra- 
pyramidal side  effect.  As  a final  word  of  caution, 
it  is  not  uncommon  to  mistake  akathisia  in  a pa- 
tient on  trifluoperazine  (Stelazine)  or  fluphena- 
zine (Permitil)  for  ineffective  dosage.  At  times 


another  phenothiazine  has  been  added  with  re- 
sulting toxic  psychosis.  Benztropine  (Cogentin) 
or  a similar  compound  is  the  drug  of  choice.5 

Probably  related  to  extrapyramidal  symptoms 
but  believed  to  be  an  allergic  response  is  the 
neck-face  syndrome  which  has  been  reported 
with  perphenazine  (Trilafon),  propoxyphene 
( Darvon ) , and  trifluoperazine  ( Stelazine ) and 
may  present  as  trismus,  protrusion  of  the  tongue 
and  spastic  torticollis.  It  is  relieved  by  trihexy- 
phenidyl (Artane)  or  benztropine  (Cogentin).0 

Photosensitivity  and  pigmentation  of  the  skin 
are  probably  related.  Both  were  first  reported 
with  chlorpromazine  (Thorazine)  and  are  less 
common  with  low  dose  piperazine  compounds. 
Photosensitivity  is  practically  unknown  with 
thioridazine  ( Mellaril ) although  this  drug  has 
given  pigmentary  changes.  The  pigmentation  is 
believed  to  be  melanin  plus  breakdown  products 
of  phenothiazine  when  exposed  to  the  sun.  The 
melanin  is  thought  to  engulf  these  component 
radicals  and  then  cannot  be  absorbed  but  is  trans- 
posed to  the  liver  and  other  organs.7  The  degree 
of  pigmentation  is  thus  related  to  both  the  dose 
of  phenothiazine  and  the  degree  of  exposure  to 
sunlight. 

Lenticular  and  corneal  opacities  believed  relat- 
ed to  pigmentation  have  also  been  found  with 
greater  frequency  in  patients  with  severe  skin 
pigmentary  changes.8'9 

Autonomic  side  effects  are  almost  unavoidable. 
The  dimethyl-phenothiazines  are  believed  to 
compete  with  serotonin  and  epinephrine  because 
of  a similarity  in  the  side  chain  and  thus  block 
these  amines  at  nervous  tissue  sites  with  resultant 
hypotension,  peripheral  vasodilation  and  de- 
creased gastrointestinal  secretions  with  constipa- 
tion.1 These  effects  may  create  significant  prob- 
lems in  elderly,  hypertensive  and  cardiac  pa- 
tients. Constipation  frequently  requires  addition 
of  a stool  softener.  Severe  hypotension  with  shock 
may  occur  at  times.  In  such  cases  epinephrine 
(Adrenalin)  is  contraindicated  since  phenothia- 
zines  have  a paradoxical  effect  on  epinephrine 
and  may  potentiate  the  hypotension.1  This  effect 
is  less  marked  with  norepinephrine. 

Skin  reactions,  especially  urticarial  eruptions, 
are  not  uncommon  and  generally  necessitate 
switching  to  another  type  of  phenothiazine.1  Sup- 
plementary use  of  an  antihistamine  such  as  di- 
phenhydramine ( Benadryl ) may  aid  in  diminish- 
ing the  reaction. 

Jaundice,  which  at  first  was  considered  one  of 
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the  major  significant  complications  of  pheno- 
thiazine  therapy,  actually  occurs  in  about  0.5 
per  cent  of  the  cases.10  It  is  twice  as  common  in 
females  and  generally  appears  within  the  first 
eight  weeks  and  clears  in  two  to  four  weeks,  but 
may  last  months.  The  jaundice  is  caused  by 
small-duct  obstruction  and  is  thought  to  be  a 
hypersensitivity7  reaction,  so  that  most  authors 
concur  that  liver  disease  is  not  a contraindication 
to  phenothiazine  therapy.  Patients  with  severe 
hepatic  disease  have  been  successfully  managed 
with  phenothiazine  used  as  an  aid  in  controlling 
their  behavior.11  If  jaundice  should  occur,  most 
authors  feel  the  safest  approach  is  to  discontinue 
the  drug  and  switch  to  a different  type  of  pheno- 
thiazine once  the  hepatic  symptoms  have  clear- 
ed.10 Although  jaundice  has  been  reported  with 
promazine  (Sparine),  chlorpromazine  (Thora- 
zine), mepazine  (Pacatal),  triflupromazine  (Ves- 
prin),  fluphenazine  (Permitil,  Prolixin),  and 
perphenazine  (Trilafon),  it  has  so  far  not  been 
reported  with  thioridazine  (Mellaril),  triflu- 
operazine (Stelazine),  or  acetophenazine  (Tin- 
dal).12 

Agranulocytosis  along  with  jaundice  initially 
received  the  most  publicity7  as  a potentially  seri- 
ous reaction  to  phenothiazine  therapy.  This  re- 
action is  most  common  in  elderly  females,  has 
an  incidence  of  0.1  to  .7  per  cent  and  has  been 
found  most  commonly  in  patients  on  chlorpro- 
mazine (Thorazine),  mepazine  (Pacatal)  and 
prochlorperazine  (Compazine),  although  some 
cases  have  more  recently  also  been  reported  for 
trifluoperazine  (Stelazine),  and  fluphenazine 
(Permitil,  Prolixin).10'13  Mortality  is  25  to  50  per 
cent.  The  onset  of  agranulocytosis  is  generally  in 
the  first  eight  weeks  and  is  signaled  by  fever, 
sore  throat,  malaise,  etc.10  A white  blood  count  is 
below  4,000.  Leukopenia  is  actually  a relatively 
common,  reversible  finding  in  phenothiazine 
therapy  and  generally  does  not,  in  itself,  herald 
agranulocytosis.14  Despite  some  opinions  to  the 
contrary,  however,  it  would  seem  wisest  to  dis- 
continue the  drug  in  the  face  of  a significantly 
decreased  white  blood  count.  Supportive  treat- 
ment of  agranulocytosis  includes  antibiotics  as 
needed,  but  transfusions  and  steroids  are  not 
recommended.10 

Menstrual  irregularities,  pseudo-lactation  in 
the  non-pregnant  female,  and  increased  libido 
in  the  female  and  decreased  libido  in  the  male 
all  seem  related  to  a central  hypothalamic  estro- 
genizing  effect  of  the  phenothiazines  which  has 
been  most  marked  with  thioridazine  (Mellaril) 


and  chlorpromazine  (Thorazine).10 

Seizures  have  been  reported  in  as  high  as  6.35 
per  cent  of  patients  on  promazine  ( Sparine ) and 
are  most  common  with  this  compound,  mepazine, 
(Pacatal)  and  the  dimethyl  compounds.  They 
are  least  common  with  thioridazine  (Mellaril) 
thiopropazate  (Dartal)  and  fluphenazine  (Per- 
mitil, Prolixin).13 

Weight  gain  and  edema  have  at  times  created 
problems  with  patients  on  prolonged  pheno- 
thiazine therapy  and  are  frequently  related  to 
both  increased  appetite  and  a hypothalamic  ef- 
fect on  the  anti-diuretic  hormone.10 

Toxic  psychoses  on  relatively  low  doses  of 
phenothiazines  have  at  times  occurred  and  seem 
to  be  a hypersensitivity  response.  These  have 
been  marked  by  microhallucinations,  dysarthria 
and  confusion.  Reduction  in  dosage  or  switching 
to  another  phenothiazine  will  generally  eliminate 
the  symptoms. 

Other  findings:  The  ST  segments  in  cardio- 
grams may  become  convex  with  inversion  or  flat- 
tening of  the  T wave.  The  effect  seems  limited  to 
repolarization  since  no  changes  have  been  report- 
ed in  the  QRS  segment.13  Several  cases  of  sudden 
death  with  documented  ventricular  fibrillation 
have  recently  been  reported  and  there  is  some 
question  if  these  are  not  related  to  the  above  EKG 
changes.15 16  In  high  doses,  phenothiazines  may 
cause  EEG  abnormalities:  2-7  cps  slow  wave, 
moderate  voltage  activity  which  starts  out  focallv 
but  tends  to  spread.17  False  pregnancy  tests  have 
been  reported  with  mepazine  ( Pacatal ) and  pro- 
mazine (Sparine). 

the  dimethyl  group 

Some  of  the  more  important  compounds  of  the 
dimethyl  group  include:  promazine  (Sparine), 
chlorpromazine  ( Thorazine ) , trifluopromazine 
(Vesprin),  promethazine  (Phenergan). 

Some  characteristics  of  this  group  are: 

1. — Low  potency  (potency  increases  with  halo- 

gen at  number  2 position). 

2. — Higher  incidence  of  seizures  than  piperazine 

group  or  piperidyl  group  with  the  excep- 
tion of  mepazine  (Pacatal). 

3. — Lower  incidence  and  severity  of  extrapyra- 

midal  symptoms  than  the  other  two  groups 
with  the  exception  of  thioridazine  (Mel- 
laril). 

4. — Higher  incidence  of  agranulocytosis  and 

jaundice  than  the  other  two  groups,  with 
the  exception  of  mepazine  (Pacatal). 

5. — Greater  flexibility7  in  dosage  and  margin  be- 

tween dose  and  undesirable  side  effects 
than  the  other  two  groups  with  the  excep- 
tion of  thioridazine  (Mellaril). 
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6. — More  sedative  than  other  two  groups  with 

the  exception  of  thioridazine  (Mellaril). 

7. — More  autonomic  side  effects  with  the  ex- 

ception of  mepazine  (Pacatal). 

Promazine  (Sparine).  One  of  the  earlier  phe- 
nothiazines,  Sparine,  has  lost  favor  in  recent 
years.  It  has  no  significant  advantages  over 
chlorpromazine  (Thorazine).  It  is  less  potent, 
has  caused  jaundice  and  agranulocytosis  and  may 
give  severe  hypotension.  If  used  intravenously 
extreme  caution  has  to  be  used  since  fatal  hypo- 

tension and  gangrene  distal  to  the  administration 
site  in  an  extremity  have  occurred.1 

Chlorpromazine  (Thorazine).  Despite  the  un- 
desirable side  effects  already  noted,  chlorproma- 
zine (Thorazine)  has  through  the  years  proven 


to  be  a valuable  drug.  This  is  due  partly  to  the 
ease  with  which  the  effective  dose  may  be  reg- 
ulated, and  to  its  relatively  reliable  efficacy. 
Although  jaundice  and  agranulocytosis  still  oc- 
cur, as  noted  they  are  rather  infrequent.  Chlor- 
promazine (Thorazine)  has  been  used  without 
complication  in  pregnant  women,6 7 * * * 11  and  if  a rapid 
onset  of  action  is  needed,  it  may  be  given  intra- 
muscularly in  increasing  doses  at  hourly  inter- 
vals until  the  desired  effect  is  achieved.  The  fact 
that  chlorpromazine  (Thorazine)  is  quite  seda- 
tive in  its  effect  should  always  be  kept  in  mind, 
for  when  prescribed  with  barbiturates  it  poten- 
tiates their  hypnotic  effect. 

Trifluopromazine  (Vesprin)  has  twice  the 
potency  of  chlorpromazine  ( Thorazine ) , but  also 
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has  a higher  incidence  of  extrapyramidal  side 
effects,  as  well  as  all  the  other  side  effects  of 
chlorpromazine  (Thorazine).  It  has,  therefore, 
not  proven  to  be  very  popular. 

the  piperidyl  group 

The  piperidyl  or  piperidine  tail  group  at  pres- 
ent contains  but  two  compounds.  One,  thiorida- 
zine (Mellaril)  has  proven  to  be  quite  useful. 
The  other,  mepazine  (Pacatal)  has  been  all  but 
discarded.  In  controlled  studies  Pacatal  was 
shown  to  have  the  following  undesirable  attri- 
butes : 

1. — Lower  effectiveness  than  chlorpromazine 

(Thorazine) . 18 

2. -M  arked  atropine-like  effect  with  blurred 

vision,  dry  mouth,  constipation.1 

3. — Jaundice  and  agranulocytosis.12 

4. — In  a cooperative  VA  study  involving  633  pa- 

tients, it  was  less  effective  in  treating 

chronic  psychotic  patients  than  trifluopera- 
zine (Stelazine),  chlorpromazine  (Thora- 
zine), and  perphenazine  (Trilafon)  and  was 
found  to  be  superior  only  to  phenobarbital.18 

Thioridazine  (Mellaril}  has  about  the  same 
potency  as  chlorpromazine  (Thorazine)  as  far 
as  dose  is  concerned.  It  has,  however,  some  mark- 
ed advantages  over  chlorpromazine  (Thorazine) 
as  well  as  some  drawbacks. 

The  advantages:  1.— No  jaundice  has  been  re- 
ported. 2.— Only  two  cases  of  agranulocytosis 
have  been  reported  so  far  despite  extensive  use. 
3.— There  is  very  little  tendency  to  cause  extra- 
pyramidal  symptoms.  4.— It  is  the  most  sedative 
of  the  phenothiazines  and  has  proven,  because 
of  this,  very  effective  in  treating  the  hyperactive, 
agitated  patient.  5.— Photosensitivity  is  rare.  6.— 
It  has  a very  low  incidence  of  seizures. 

The  disadvantages:  1.— Hypotension  of  signifi- 
cant severity.  2.— Skin  pigmentation.  3.— EKG 
changes.15  4.— Sudden  death.16  5.— Decreased 
libido  and  failure  of  ejaculation.19  20  6.— Pigment- 
ed retinopathy  with  impairment  of  vision  of 
questioned  reversibility. 

Because  of  the  last  complication  it  is  recom- 
mended that  thioridazine  (Mellaril)  not  be  given 
in  doses  over  800  mg  daily.  This  has.  in  my  ex- 
perience, hampered  its  effectiveness  in  extremely 
disturbed,  hyperactive  patients. 

Before  leaving  thioridazine  (Mellaril),  it  is 
interesting  to  note  the  recent  study  by  Overall 
and  Hollister  in  which  in  a comparison  with  imi- 
pramine  (Tofranil),  it  seemed  to  be  more  effec- 
tive in  certain  types  of  depression.21  The  efficacy 
of  thioridazine  (Mellaril)  in  depressed  patients 


seems  to  stem  from  its  ability  to  control  the  agi- 
tation and  hyperactivity  that  are  frequently  so 
prominent  in  this  disease.  It  was  not  shown,  how- 
ever, to  have  any  mood  elevating  propertv. 

the  piperazine  group 

This  large  group  of  phenothiazines  includes 
the  more  recently  developed,  high  potency  com- 
pounds, some  of  which  have  proven  very  useful. 

Significant  members  of  this  group  include: 
acetophenazine  (Tindal),  fluphenazine  (Permitil, 
Prolixin  ) , perphenazine  ( Trilafon ) , prochlorpera- 
zine ( Compazine ) , thiopropazate  ( Dartal ) , tri- 
fluoperazine ( Stelazine ) . 

The  members  of  this  group  are  characterized 
by: 

1. — High  potency. 

2. — Low  tendency  to  cause  seizures. 

3. — Good  anti-emetic  properties. 

4. — Rare  agranulocytosis  or  jaundice. 

5. — High  incidence  of  extrapyramidal  symp- 

toms with  little  flexibility  in  dose. 

Perphenazine  (Trilafon)  has  proven  to  be  an 
extremely  useful  drug  in  the  treatment  of  the 
aged  because  of  some  of  the  following  of  its 
properties:  a),  it  has  less  tendency  than  most 
phenothiazines  to  cause  hypotension,  b).  it  is 
not  as  sedative  as  the  dimethyl  compounds  and 
may  be  used  more  safely  with  barbiturates,  c). 
it  has  less  tendency  to  cause  extrapyramidal 
symptoms  than  do  the  other  piperazine  com- 
pounds, d).  it  is  an  excellent  anti-emetic  with 
twenty-four  times  the  potency  of  chlorpromazine 
( Thorazine ) and  eight  times  that  of  prochlorper- 
azine (Compazine),  so  that  in  doses  of  8-24  mg 
daily,  it  functions  as  an  effective  anti-emetic,  e). 
it  is  safer  to  use  with  ECT  than  are  many  of  the 
phenothiazines. 

In  treating  the  aged  Ayd  recommends  12-24 
mg  daily.22  If  it  is  necessary  to  give  the  drug  par- 
enterally,  5-10  mg  intramuscularly  even'  6-8 
hours,  has  been  suggested,22  but  I have  found  it 
best  to  start  with  quite  a low  parenteral  dose 
to  avoid  sudden  hypotension.  I thus  start  as  low 
as  1 mg  and  work  up  to  the  most  effective  dose 
that  the  patient  will  tolerate. 

Trifluoperazine  (Stelazine)  has  approximately 
ten  times  the  potency  of  chlorpromazine  (Thor- 
azine). It  has  minimal  sedative  effects  and  so  at 
times  has  been  popular  in  the  treatment  of  with- 
drawn, regressed  schizophrenics  as  well  as  in  mild 
disturbances  and  depression.2  It  is  the  phenothia- 
zine  most  commonly  used  in  combination  with 
an  anti-depressant.  Trifluoperazine  (Stelazine) 
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has,  however,  a tendency  to  cause  severe  dyskine- 
sia and  akathisia.  A profound  asthenia  resembling 
flaccid  paralysis  which  has  disappeared  on  de- 
creasing the  drug  has  also  been  reported.1 

Prochlorperazine  (Compazine)  has  been  used 
fairly  extensively  because  of  its  anti-emetic  prop- 
erties and  decreased  tendency  to  produce  hypo- 
tension when  compared  with  chlorpromazine 
(Thorazine).  However,  prochlorperazine  (Com- 
pazine) soon  showed  the  following  disadvantages: 
a),  jaundice  and  agranulocytosis,  though  infre- 
quent, did  occur,  b).  significant  extrapyramidal 
symptoms  were  common  and  c).  it  had  less  anti- 
emetic properties  than  perphenazine  (Trilafon). 
Despite  these,  prochlorperazine  (Compazine)  is 
still  favored  by  some  in  the  treatment  of  motor 
retarded  and  catatonic  patients. 

Thiopropazate  ( Dartal ) is  considered  by  most 
to  be  very  similar  to  prochlorperazine  (Com- 
pazine) in  efficacy  and  side  effects,  but  no  jaun- 
dice or  agranulocytosis  have  been  reported. 

Fluphenazine  (Permitil,  Prolixin)  is  the  most 
potent  of  the  phenothiazines.  Recommended 
doses  range  from  1-20  mg  daily  and  because  of 
low  expense  and  satisfactory  control  of  ambula- 
tory patients,  the  drug  has  been  received  with 
some  interest.  It,  however,  has  the  following  dis- 
advantages: a),  marked  tendency  to  produce 
severe  extrapyramidal  problems  if  tbe  dose  used 
is  high,  b).  little  flexibility  in  dose  due  to  (a) 
and  c).  blood  dyscrasias  and  jaundice  have  been 
reported. 

Acetophenazine  (Tindal)  has  been  found  to 
have  fewer  side  effects  then  chlorpromazine 
(Thorazine)  and  has  been  used  successfully  in 
treating  chronic  schizophrenic  patients  using 
doses  ranging  from  40-80  mg  daily.  Although 
actophenazine  (Tindal)  may  cause  seizures, 
extrapyramidal  symptoms  and  rashes,  as  do  other 
phenothiazines,  these  side  effects  are  infrequent 
if  the  dose  is  kept  low.  Lethargy  and  mild  hypo- 
tension seem  to  be  the  only  common  problems.23 
Jaundice  and  blood  dyscrasias  have  not  been 
reported. 

Before  going  on  to  consider  some  of  the  non- 
phenothiazine  tranquilizers,  it  should  be  noted 
that  at  this  time  there  is  a simple  urine  test  avail- 
able which  will  give  a workable  quantitative 
estimate  of  the  amount  of  phenothiazine  a patient 
is  taking  daily.  Since  many  patients  are  notorious 
for  not  taking  their  medicine,  or  for  arranging 
their  own  prescriptions,  this  test  can  be  of  great 
aid  in  evaluating  the  patients’  behavior.24 


PH  ENOTHI  AZIN  E-LIKE  DRUGS 

Although  chlorprothixene  (Taractan)  was  at 
first  claimed  to  be  of  particular  value  in  the 
treatment  of  depressed,  agitated,  schizophrenic 
patients  because  it  did  not  potentiate  the  depres- 
sion, as  might  be  suspected  from  its  formula,  it 
shows  little  difference  from  chlorpromazine 
(Thorazine),  clinically.  It  is  not  very  potent  and 
has  the  same  side  effects  as  chlorpromazine 
(Thorazine),  although  jaundice  and  agranulo- 
cytosis have  not  been  reported.  At  this  time 
trifluoperazine  (Stelazine)  and  thioridazine 
( Mellaril ) have  proven  of  greater  value  in  treat- 
ing agitated  depressions. 

PROPANEDIOL  DERIVATIVES 

Mephenesin  (Tolserol)  was  the  first  drug  of 
this  group  to  receive  notice.  It  showed  muscle 
relaxant  properties  probably  as  a result  of  cur- 
are-like action  on  the  basal  ganglia,  brain  stem, 
and  thalamus,  which  made  it  useful  in  the  treat- 
ment of  muscle  spasm,  particularly  that  associ- 
ated with  low  back  pain.1 

Phenaglycodol  (Ultran).  Although  phenagly- 
codol  (Ultran)  is  a mild  CNS  depressant  com- 
pared with  mephenesin  (Tolserol),  it  has  many 
side  effects  which  include  gastric  irritation,  de- 
pression, headache,  paradoxical  reaction,  and 
insomnia.1 

Meprobamate  (Miltown,  Equanil)  which  was 
derived  from  mephenesin  (Tolserol),  has  been 
used  extensively  as  a so-called  “minor  tranquil- 
izer.” Although  initial  reports  were  quite  lauda- 
tory and  meprobamate  (Miltown,  Equanil),  was 
claimed  to  be  effective  in  the  treatment  of  a 
great  variety  of  illnesses  with  psychological  com- 
ponents,25-34 in  the  past  year  serious  doubt  has 
been  raised  as  to  its  true  efficacy. 35-37  The  most  re- 
cent consensus  of  those  who  have  investigated  its 
value  is  that  it  is  about  as  effective  as  pheno- 
barbital  as  a sedative  and  tranquilizer.33'38  There 
is  little  evidence  to  support  the  claim  that  it  also 
has  specific  muscle  relaxant  properties.  In  addi- 
tion to  the  disenchantment  of  many  with  the 
efficacy  of  the  drug,  an  increasing  list  of  side 
reactions  has  accumulated.  This  includes  the  fol- 
lowing: a),  skin  rash  with  at  times  sloughing 
stomatitis  and  proctitis, 3(1 40  b).  chills,  fever,  c). 
G.I.  disturbances  with  activation  of  peptic 
ulcer,40  d).  paradoxical  excitement,2  40  e).  acute 
nonthrombocytopenic  purpura,2  f).  habitua- 
tion,41'42 g).  seizures  on  withdrawal,  h).  one  case 
of  fatal  aplastic  anemia,2  i).  palsy  of  extra-occular 
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muscles,*  j).  anaphylactoid  reaction,  even  with 
the  initial  dose,4'  k).  drowsiness,  at  times  marked 
1).  EEG  fast  activity,  20-30  cps  low  to  moderate 
voltage.  This  activity  may  obscure  an  underiving 
seizure  disorder.17 

DIPHENYLMETHANE  DERIVATIVES 

These  include:  azacylonol  (Frenquel),  bena- 
ctyzine  (Suavitil,  Phobex),  hydroxyzine  (Atarax, 
Vistaril ) . 

Benactyzine  (Suavitil,  Phobex)  has  significant 
anticholinergic  properties  about  one-fifth  the 
potency  of  atropine.  It  is  believed  to  act  on  the 
hypothalamus  inactivating  acetylcholine  and  thus 
raising  the  threshold  to  external  stimuli.  Bena- 
ctyzine ( Suavitil,  Phobex ) gives  some  muscle 
relaxation  and  blocking  of  thought.  The  EEG 
shows  a reduction  of  normal  rhythm  with  aboli- 
tion of  alpha  waves.  The  drug  has  not  been 
shown  to  be  effective  in  psychosis;  it  may  give  a 
rage  reaction  in  hostile  patients,  and  should  not 
be  used  in  patients  with  glaucoma.1 

Hydroxyzine  (Atarax,  Vistaril)  has  received 
considerable  publicity  as  a sedative  and  anti- 
anxiety  agent.  So  far,  however,  this  drug,  which 
is  related  to  the  antihistamines,  has  not  been 
found  very  effective,  although  it  will  cause  some 
decrease  in  agitation.  Side  effects  have  been 
limited  to  drowsiness,  dry  mouth,  agitation  and 
muscle  weakness,  with  no  serious  reactions  re- 
ported.1 

BENZODIAZEPINES 

Chlordiazepoxide  ( Librium ) has  been  found  to 
date  to  be  a useful  drug  in  the  treatment  of 
neurotic  patients  with  free  floating  anxiety,  as 
in  phobic  reactions.  It  also  has  been  useful  in 
the  treatment  of  alcoholics  because  of  its  seda- 
tive effect  and  anticonvulsant  properties.  Among 
its  side  effects  and  hypersensitivity  reactions  are 
the  following:  a),  drowsiness  (20.7  per  cent, 
Tobin  & Lewis),44  b).  ataxia  (6.8  per  cent),41 
c).  constipation,  d).  excessive  weight  gain,  e). 
confusion  with  marked  feelings  of  depersonaliza- 
tion and  dissociative  reactions  (2.4  per  cent),4' 
f).  urinary  frequency,  g).  rage  reaction,  h).  loss 
of  libido,  i).  seizures  on  withdrawal,  j). menstrual 
irregularities,  k).  hallucinations,  1).  blood  dvcra- 
sias,  m).  blurred  vision,  n).  EEG  changes  as  with 
meprobamate  (Miltown,  Equanil)  (20-30  cps 
low  to  moderate  voltage).17 

Chlordiazepoxide  ( Librium ) has  an  onset  of 


action  within  a few  hours  when  given  orally,1 
and  is  available  also  for  parenteral  use  in  which 
form  it  is  frequently  used  in  doses  ranging  from 
25'50  mg  four  times  a day,  for  impending  de- 
lirium tremens.  If  the  dose  is  pushed  very  high, 
excessive  drowsiness,  ataxia,  and  hypotension 
result  which  limit  its  value  in  psychoses.  Chlor- 
diazepoxide (Librium)  also  tends  to  have  a cum- 
ulative effect  so  that  signs  of  toxicity  may  not 
appear  until  the  second  or  third  week  and  its 
slow  excretion  rate  may  cause  problems. 

Diazepam  (Valium)  as  can  be  seen  by  the 
formula  is  very  similar  to  chlordiazepoxide  ( Lib- 
rium), but  it  has  five  times  the  potency  and  sup- 
posed anti-seizure  activity. 

In  contrast  to  chlordiazepoxide  (Librium),  it 
tends  to  increase  activity  and  is  classified  by  the 
manufacturer  as  an  energizer  rather  than  a seda- 
tive. Because  of  the  lack  of  sedation  it  so  far  has 
not  received  the  extensive  use  that  chlordiaze- 
poxide  ( Librium ) has  in  the  treatment  of  alco- 
holics. It  may,  however,  be  more  effective  than 
chlordiazepoxide  (Librium)  in  treating  with- 
drawn, depressed  patients. 

summary 

In  summary  it  may  be  said  that  in  this  age 
when  new  drugs  appear  almost  daily,  when  so 
many  of  the  early  reports  tend  to  be  overly  opti- 
mistic, and  the  studies  poorly  controlled,  it  is 
wise  for  the  physician  to  be  cautious  in  his  ac- 
ceptance. There  is  little  need  to  grasp  at  every 
new  tranquilizer  in  the  hope  that  it  may  yield 
some  undiscovered  virtue.  From  the  choice  of 
well  studied  drugs  now  available,  the  practitioner 
can  select  a few  which  have  proven  their  use- 
fulness, and  by  their  continued  employment  at- 
tain a degree  of  skill  and  success  in  their  use 
that  would  never  come  from  the  random  sampl- 
ing of  new  arrivals.  ■ 

U.  of  W.  School  of  Medicine  (98105) 

abstracto 

Las  propiedades  farmalogicas  salicntes,  los 
efectos  concomitantes  y los  atributos  individuals 
de  los  medicamentos  psicotropicos  mas  promi- 
nentes  son  evahiados  y condensados.  Sc  hace  tin 
intento  para  fornudar  una  base  para  una  eva- 
luacion  cuidadosa  de  nuevos  medicamentos  con- 
tra la  ansiedad  ij  contra  la  psicosis,  basdndose 
en  los  conocimientos  anteriores  de  medicamentos 
andlogos  bien  comprobados. 
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The  Hallucinogenic  Drugs 

C.  B.  BAKKER,  M.D.,  Seattle,  Washington 

The  hallucinogens  have  provided  important  leads  toward  the  unraveling  of 
the  biochemical  substratum  of  psychological  functioning.  They  have  given  rise 
to  rather  unowthodox  and  at  times  exotic  forms  of  psychotherapy,  the  efficacy 
of  which  remains  open  to  question.  To  some  mystically  inclined  individuals  they 
have  given  the  illusion  of  contact  with  the  divine,  while  to  the  more  sober 
minded  they  seemed  to  give  a glimpse  of  the  world  of  the  psychotic  patient. 
These  effects,  though  intriguing  and  possibly  important,  may  well  be  outweighed 
by  the  deleterious  impact  of  the  spreading  abuse  of  these  drugs. 


The  fascination  with  drugs  that  change  man’s 
state  of  awareness  has  been  part  of  the  existence 
of  man  from  the  earliest  recorded  history  and 
probably  before.  The  drug  experimentation  on 
campuses  today,  which  is  causing  much  public 
concern,  stems  from  the  same  needs  as  the 
practices  of  the  Mexican  Indians  who  venerate 
peyote  for  the  strange  state  of  altered  conscious- 
ness it  induces.  The  publications  of  people  like 
Alpert  and  Huxley  reveal  the  same  mystical 
goals  for  their  LSD  and  mescaline  sessions  as 
the  Mexican  Indians  have  for  their  religious 
rituals  involving  peyote. 

The  hallucinogenic  drugs  were  introduced  in 
the  medical  arena  in  the  late  19th  century  when, 
in  1888,  the  German  pharmacologist,  Ludwig 
Lewin.  published  the  first  systematic  study  of 
the  pharmacological  characteristics  of  peyote. 
Ten  years  later  the  active  compound,  mescaline, 
was  isolated  by  Heffter.  making  the  drug  readily 
available  for  experimentation  and  research.  To 
the  modem  psychiatrist  the  strange  subjective 
experiences  reported  by  those  who  took  hallucin- 
ogenic drugs  seemed  very  similar  to  phenomena 
observed  in  the  psychotic  patient.  Consequently 
mescaline,  when  it  became  available,  was  turned 
to  experimental  use  in  creating  a “model  psy- 
chosis." Possibilities  seemed  intriguing.  The  hope 
arose  that  the  study  of  what  might  be  called 
psychoses  in  vitro  would  reveal  a key  to  the 
clinical  psychoses.  Early  fulfillment  of  this  hope 
was  not  achieved.  All  that  could  de  derived  from 
the  work  with  model  psychoses  was  the  rather 
bleak  hypothesis  that  because  mescaline,  which 
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caused  these  states  of  altered  consciousness, 
was  a chemical  compound,  there  was  likely  to 
be  a chemical  explanation  for  the  alterations 
observed  in  psychotic  patients. 

With  the  introduction  of  the  phenomenological 
approach  in  psychiatry  by  Karl  Jaspers  in  1912, 
psychiatrists  became  more  vitally  interested  in 
the  inner  experiences  of  the  psychotic  patient.1 
It  became  important  to  them  to  experience  in 
themselves  what  seemed  to  occur  in  the  baffling 
private  world  of  the  schizophrenic.  Mescaline 
became,  and  to  some  extent  still  is,  a welcome 
adjunct  in  attaining  this  goal.  Whether  mescaline 
or  any  other  psychotomimetic  drug  faithfully 
mimics  the  schizophrenic  world  is  doubtful,  but 
it  is  not  to  be  denied  that  these  drugs  can 
alter  one’s  perceptions  profoundly,  and  thereby 
help  the  psychiatrist  to  realize  that  it  is  possible 
to  have  experiences  so  different  from  those  of 
his  fellow  men  that  words  fail  to  communicate 
them. 

interest  reawakened  by  LSD 

At  the  onset  of  the  Second  World  War  the 
interest  in  mescaline  had  all  but  disappeared. 
While  that  same  war  raged  in  all  its  insanity, 
Hofmann,  in  peaceful  Switzerland,  found  a new- 
chemical  compound  that  seemed  to  bring  about 
a transient  psychosis  even  if  taken  in  unbeliev- 
ably small  amounts,  the  average  psychosis- 
producing  dose  being  100  micrograms  or  0.1 
milligram  for  an  adult.  He  isolated  and  identified 
this  compound  a few-  years  later  as  d-lysergic 
acid  diethylamide  (L.S.D.),  a derivative  of 
ergotamine.  The  discovery  of  LSD  was  a rather 
accidental  one.  Hofmann,  who  was  working 
with  ergotamine  derivatives,  experienced  a series 
of  extremely  strange  sensations  one  day.  He 
was  able  to  recognize  that  his  changed  percep- 
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tion,  his  feelings  of  strangeness  and  his  altered 
body  image  were  not  an  indication  of  an  un- 
balanced mind,  but  rather  the  results  of  chemical 
chaos  in  his  cerebrum.  Consequently,  he  went 
back  to  the  laboratory  and  searched  for  chemi- 
cals he  might  have  swallowed  inadvertently,  a 
search  which  eventually  led  to  the  discovery  of 
LSD.  A chemical  5,000  times  as  potent  as 
mescaline  stirred  the  imaginations  of  behavioral 
scientists  around  the  world.  At  the  end  of  the 
war  when  it  became  widely  available,  a chain 
reaction  was  started  which  resulted  in  an  ava- 
lanche of  publications. 

The  specific  effects  of  LSD  itself  were  meas- 
ured in  innumerable  commonplace  as  well  as 
ingenious  ways,  in  humans  and  in  animals  rang- 
ing from  mice  to  elephants.  Its  effects  on  normals 
were  compared  with  those  on  psychotics.  When 
the  tranquilizing  drugs  came  on  the  market, 
the  encouraging  finding  was  made  that  chlor- 
promazine  specifically  counteracted  the  effects 
of  LSD.  Again  the  hope  rose  that  the  chemical 
key  was  about  to  be  found  not  only  to  the 
creation  of  psychoses,  but,  more  importantly, 
to  their  cure. 

Researchers,  fascinated  with  LSD  and  the 
broader  concept  of  “the  chemistry  of  psychoses,” 
searched  for  new  compounds  with  psychoto- 
mimetic action.  However  intriguing  LSD  was, 
for  all  one  knew  it  was  not  a naturally  occurring 
substance  and  there  was  no  indication  that  the 
human  body  itself  would  be  able  to  produce  it. 

The  search  went  in  various  directions.  The 
most  logical  of  these,  the  synthesis  of  LSD 
analogues,  was  the  least  successful,  for  no  com- 
pounds were  found  that  were  comparable  to 
LSD  in  potency.  Another  direction  led  to  intensi- 
fication of  the  interest  in  the  catecholamines, 
epinephrine  and  norepinephrine.  Adrenoehrome, 
an  oxidation  product  of  epinephine,  was  found 
to  have  psychotomimetic  properties  and  there- 
with the  chemistry  of  psychosis  seemed  to  move 
closer  to  the  conditions  that  could  possibly  occur 
“in  vivo.”2 

psilocyn  and  psilocybin 

The  third  line  of  research  followed  the  same 
route  as  the  one  that  had  led  to  the  discovery  of 
mescaline.  Anthropologists  had  gathered  data 
about  many  tribes  in  Africa,  Central  and  South 
America  that  used  intoxicants  in  their  religious 
rituals.  Following  this  lead,  Wasson  went  to 
Mexico,  contacted  an  Indian  tribe,  eventually 


participated  in  their  religious  ceremonies  and 
experienced  a trance-like  condition  in  which 
vivid  visions  appeared.3  He  was  able  to  bring 
back  a sample  of  the  mushrooms  used  to  induce 
this  trance-like  state.  Heim  succeeded  in  growing 
the  mushrooms  and  again  Hofmann  isolated  the 
active  substances  in  1958.  These  compounds 
were  psilocybin  and  psilocyn,  both  very  potent, 
producing  symptoms  very  similar  to  those  in- 
duced with  LSD. 

In  South  America  the  Mazatec  Indians  chewed 
the  seeds  of  a variety  of  morning  glory  named 
ololiuqui.  Hofmann  isolated  the  active  ingredi- 
ent of  these  seeds  in  1960  and  found  it  to  be 
an  amide  derivative  of  LSD.4 

In  the  meantime,  it  had  not  gone  unnoticed 
that  all  of  the  psychotomimetic  substances  had 
certain  structural  characteristics  in  common.  This 
common  structure  appeared  closely  related  to 
serotonin,  a substance  that  by  now  was  known 
to  play  a very  important  role  in  the  chemistry 
of  the  central  nervous  system.  One  compound, 
that  has  not  been  mentioned  thus  far,  was  an 
exception  in  this  respect.  Phencyclidine  (Sernyl) 
was  synthesized  at  the  Parke  Davis  Company  in 
1959  and  marketed  as  an  anesthetic  agent.  While 
it  worked  excellently,  it  was  soon  observed  that 
a number  of  patients  experienced  psychosis-like 
reactions  after  anesthesia  with  phencyclidine 
(Sernyl).  Consequently  the  anesthesiologists  lost 
interest  in  this  drug,  but  psychiatric  investigators 
were  eager  to  add  this  new  compound  to  their 
arsenal  of  research  tools  in  the  study  of  the 
chemistry  of  psychosis.5 

Today  we  are  still  in  the  middle  of  the 
process  that  some  hope  will  lead  to  the  chemical 
mastery  of  the  group  of  conditions  that  give 
rise  to  the  greatest  morbidity  in  our  society.  In 
the  process  of  this  endeavor  much  has  been 
learned  about  the  functioning  of  the  central 
nervous  system  and  it  is  not  unrealistic  to  expect 
that  vastly  more  will  be  gleaned  over  the  next 
decade.  However,  the  early  optimism  about  find- 
ing the  physiological  roots  of  schizophrenia  or 
psychotic  depression  has  all  but  disappeared;  the 
pendulum  has  swung  back  and  now  points  to 
the  rising  appreciation  of  the  social  factors  that 
determine  the  occurrence  of  psychiatric  disorders. 

SYMPTOMATOLOGY 

The  various  psychotomimetic  compounds  that 
have  been  mentioned  cause  certain  symptoms  in 
common,  but  also  differ  in  a number  of  respects. 
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As  it  is  not  the  intention  to  give  an  exhaustive 
description  of  the  action  of  each  separate  com- 
pound, an  attempt  will  be  made  to  describe 
the  common  symptomatology  and  mention  some 
of  the  major  ways  in  which  individual  drugs 
differ. 

The  most  charming  description  of  the  subjec- 
tive symptoms  of  a person  taking  mescaline 
has  been  given  by  Aldous  Huxley  in  his  mono- 
graph, “The  Doors  of  Perception.”6  However, 
when  one  scrutinizes  individual  descriptions  of 
subjective  experiences  under  the  influence  of 
hallucinogens,  one  soon  begins  to  realize  that  it 
is  hardly  appropriate  to  speak  of  “the  effect  of  a 
hallucinogen.”  The  subjective  experiences  so 
induced  are  profoundly  influenced  by: 

a)  The  subject’s  character  structure,  inci- 
dental mood,  physical  condition  and  expecta- 
tions. 

b)  The  experimenter’s  character,  mood  and 
expectations.  (It  is  very  revealing  to  hear  the 
dramatic  experiences  that  a subject  will  describe 
when  his  experimenter  is  enthused  and  fasci- 
nated by  such  responses  and  to  compare  these 
with  the  drab  descriptions  elicited  bv  the  ex- 
tremely controlled  researcher.) 

c)  The  physical  setting  in  which  the  subject 
is  placed.  (It  makes  a great  deal  of  difference, 
for  instance,  whether  the  subject  is  placed  in  a 
sensor)-  deprivation  room  or  is  allowed  to  listen 
to  music,  look  at  pictures,  or  walk  around  in  a 
pleasant  garden,  conversing  with  the  experi- 
menter. ) 

The  experiences  of  the  greatest  interest  to 
the  artist  or  the  philosopher— the  perception  of 
intense  meaning— and  the  exotic  hallucinations 
that  attract  the  seeker  of  religious  truth  as  well 
as  the  seeker  of  sensual  pleasures,  are  at  the 
same  time  the  most  volatile  elements  of  the 
effects  of  hallucinogens,  for  they  vanish  before 
the  objective  eye  of  the  researcher.  What  remains 
is  a group  of  characteristic  changes  that  can  be 
summarized  as  follows: 

1 .—Autonomic  Changes 

These  include,  for  LSD,  psilocybin  and  simi- 
lar compounds,  a widening  of  the  pupils,  a 
speeding  up  of  the  pulse  (except  with  psilocybin, 
where  the  heart  rate  tends  to  decrease)  and  an 
increased  lability  of  the  blood  pressure.  The 
reflexes  become  hyperactive  and  the  subject  will 
often  complain  of  vertigo,  headache  and  nausea. 

2.— Psychological  Changes 
a.  Perception 

The  most  basic  change  affecting  perception  in 
all  its  forms  is  the  progressive  loss  of  “a  frame 
of  reference.”  It  is  as  if  the  coherent,  intricate 
network,  that  holds  all  perceptions  in  all  modali- 


ties together  in  a meaningful  pattern,  is  torn. 
Perceptions  become  isolated  fragments;  no  longer 
are  they  linked  together  in  space  and  in  time. 
A picture  in  a book  may  be  presented  to  the 
subject  visually,  and  to  him  this  picture  takes 
possession  of  his  total  perceptual  field,  leading 
to  a sense  of  extreme  intenseness  of  the  percept. 
This  accounts,  in  part,  for  the  great  impression 
that,  for  instance,  a vase  of  flowers  may  make 
on  the  subject  as  described  by  Aldous  Huxley: 

I took  my  pill  at  eleven.  An  hour  and  a half 
later  I was  sitting  in  my  study,  looking  intently 
at  a small  glass  vase.  The  vase  contained  only 
three  flowers— a full  blown  Belle  of  Portugal  rose, 
shell  pink  with  a hint  at  every  petal’s  base  of  a 
hotter,  flamier  hue;  a large  magenta  and  cream 
coloured  carnation;  and,  pale  purple  at  the  end 
of  its  broken  stalk,  the  bold  heraldic  blossom  of 
an  iris.  Fortuitous  and  provisional,  the  little 
nosegay  broke  all  the  rules  of  traditional  good 
taste.  At  breakfast  that  morning  I had  been 
struck  by  the  lively  dissonance  of  its  colours. 
But  that  was  no  longer  the  point.  I was  not 
looking  at  an  unusual  flower  arrangement.  I 
was  seeing  what  Adam  had  seen  on  the  morning 
of  his  creation— the  miracle,  moment  by  moment, 
of  naked  existence .6  (Italics  mine.) 

This  loss  of  a frame  of  reference  shows  up  in 
many  varied  ways.  A subject  taking  phencycli- 
dine ( Sernyl ) , for  instance,  perceived  that  an 
object  he  was  looking  at  moved  back  and  forth.7 
In  reality  the  object  was  stationary,  but  without 
realizing  it  he  moved  his  head  back  and  forth. 
This  indicates  that  the  subject  did  not  integrate 
the  stimuli  from  his  visual  field  with  the  feed- 
back from  his  body.  Another  result  of  the  loss 
of  a cohesive  frame  of  reference  is  the  inability 
to  screen  out  stimuli  selectively;  background 
noises,  not  noticed  by  others  in  the  room  with 
the  subject,  are  just  as  likely  to  captivate  the 
attention  of  the  subject  as  more  meaningful 
stimuli.  Thus  the  subject  becomes  the  victim  of 
his  environment,  the  victim  of  his  percepts.  This 
implies  at  the  same  time  a loss  of  self,  a loss  of 
clear,  purposeful  identity.  This  is  a state  which 
has  much  in  common  with  the  patient  diag- 
nosed as  suffering  from  an  acute,  undifferenti- 
ated, schizophrenic  reaction.  A final  result  of  the 
loss  of  a frame  of  reference  is  the  subject’s  loss 
of  time  sense.  He  no  longer  experiences  time  as 
having  continuity.  The  moment,  isolated  from 
this  continuity,  becomes  timeless.  This  experience 
of  the  timeless  moment  is  a baffling  one  to  the 
subject  and  he  finds  himself  unable  to  put  this 
experience  into  words.  Frequently  subjects  will 
comment  that  moment  is  like  an  eternity— an 
eternity’,  however,  without  duration. 
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Aside  from  the  perceptual  changes  that  are 
based  on  the  loss  of  a frame  of  reference,  there 
are  also  changes  which  seem  to  result  from 
stimulation  of  the  visual  cortex.  Especially  LSD 
and  psilocybin  are  prone  to  produce  this.  The 
reason  for  assuming  these  cortical  stimulations 
is  that  subjects  who  are  placed  in  a sensory 
deprivation  setup  will  respond  to  LSD  with 
simple  visual  phenoma  such  as  light  flashes, 
colored  patterns  and  simple  geometric  figures. 
However,  while  these  stimulatory  phenomena 
are  common  to  most  LSD  subjects,  the  forms 
these  visual  perceptions  take— which  could  be 
called  the  subject’s  elaboration  of  the  basic 
percepts— vary  from  the  simple  color  perception 
to  elaborate  and  personally  meaningful  hallucin- 
ations. 

b.  Body  Image 

Separation  of  the  symptomatology  into  dif- 
ferent categories,  such  as  perception,  body  image 
and  those  that  are  to  follow,  is  artificial  and  for 
the  sake  of  clarity  and  organization  only,  for 
clearly  all  symptoms  are  linked  together  to  some 
extent.  All  symptoms  show  the  effect  of  the  loss 
of  a frame  of  reference;  mood  is  affected  by 
perception,  perception  by  thinking  and  so  on. 
In  a similar  way,  the  changes  in  body  image 
result  from  loss  of  the  consistent  frame  of  refer- 
ence which  ties  all  bodily  perceptions  together 
and  relates  them  meaningfully  to  environmental 
stimuli.  When  this  coherence  becomes  disrupted 
the  subject  will  notice  a feeling  of  strangeness. 
Simultaneously,  his  environment  and  his  own 
body  lose  the  comforting  sense  of  familiarity. 
His  body  itself  no  longer  seems  to  be  the  usual 
whole.  An  arm  may  suddenly  seem  huge  or 
may  feel  as  if  shrunk  to  the  size  of  a peanut. 
The  subject  may  observe  a movement  of  his  own 
hand  and  watch  it  as  if  it  were  not  his,  but, 
rather,  some  autonomous  object  pursuing  an  in- 
dependent course. 

These  changes  in  body  image  are  particularly 
pronounced  with  phencyclidine.  With  this  drug 
the  changes  in  bodily  perceptions  may  lead  to 
catatonia-like  states.  The  subject  may  remain  in 
a rigid,  motionless  position,  or  he  may  show 
perseverative  movements  of  his  extremities— 
movements  over  which  he  experiences  no  volun- 
tary control,  but  which  will  stop  if  he  is  com- 
manded to  discontinue  them.  In  other  words,  the 
initiation  of  a new  action,  as  well  as  the  dis- 
continuation of  an  existing  action,  have  become 
impossible  to  the  subject,  a condition  which  is 


very  close  to  the  catatonia  which  occurs  spon- 
taneously as  part  of  a schizophrenic  episode. 

c.  Thinking 

If  one  had  to  make  one  global  statement  about 
the  way  in  which  the  thought  processes  are  dis- 
turbed by  the  hallucinogens,  it  would  probably 
be  best  to  point  out  the  loss  of  creative,  active, 
penetrating  thinking.  It  is  as  if  the  subject  has 
become  more  the  victim  of  his  thoughts  and 
fantasies  than  the  director  of  his  faculties.  Fan- 
tasies called  forth  by  stimuli  in  the  environment 
flow  more  freely.  The  stream  of  thought  is  sub- 
ject to  sudden  changes  in  its  course,  leading 
to  tangential  thought,  circumstantiality  and  even 
incoherence.  Consequently,  interpretations  of 
the  environment  are  less  reality  oriented.  The 
subject  does  not  make  the  effort  of  consensual 
validation,  he  does  not  assess  whether  other 
people  see  and  feel  about  things  the  same  way 
he  does.  He  follows,  rather,  the  effortless  path, 
accepting  his  own  momentary,  idiosyncratic  in- 
terpretation of  his  surroundings.  Fleeting,  para- 
noid feelings,  grandiose  delusions  and  colorful 
fantasies  are  not  uncommon,  therefore,  among 
the  phenomena  induced  by  hallucinogens. 

d.  Mood  and  Affect 

Alteration  of  mood  and  affectivity  commonly 
accompany  the  ingestion  of  hallucinogens.  The 
type  of  mood  alteration  varies  from  person  to 
person  and  from  time  to  time;  sometimes 
euphoria  predominates  while  at  other  times,  or 
in  other  people,  gloom  is  the  main  effect  of  the 
drugs.  These  changes  are  in  part  dependent 
on  the  intensity  of  the  anxiety  that  the  subject 
experiences.  To  some  people  the  loss  of  a frame 
of  reference  and  the  feeling  of  strangeness  is 
extremely  threatening.  Others  experience  the 
loss  of  past  as  well  as  future  as  a liberation,  and 
are  therefore  prone  to  respond  with  euphoria. 
Furthermore,  the  momentary  content  of  the 
rapidly  changing  stream  of  thought  affects  the 
mood  and  affectivity  with  an  unusually  heavy 
impact,  because  of  the  absence  of  strong  inhibi- 
tions. In  addition  to  all  of  this,  the  setting,  the 
expectations  of  the  subject,  and  those  of  the 
experimenter  play  a major  role. 

e.  Mystical  Experiences 

Hallucinogens  have  long  been  used  for  the 
induction  of  a mystical  state  in  which  religious 
experiences  could  take  place.  Wasson  has  given 
a colorful  discussion  of  this,  based  on  his  experi- 
ences with  Mexican  Indians.3  Aldous  Huxley 
reported  his  self-observation  while  under  the 
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influence  of  mescaline  from  a mystical  point  of 
view.  This  is  well  exemplified  by  his  further 
description  of  the  flowers  mentioned  in  the 
earlier  quotation  from  his  book: 

I continued  to  look  at  the  flowers,  and  in  their 
living  light  I seemed  to  detect  the  qualitative 
equivalent  of  breathing— but  of  a breathing 
without  returns  to  a starting  point,  with  no 
recurrent  ebbs  but  only  a repeated  flow  from 
beauty'  to  heightened  beauty,  from  deeper  to 
ever  deeper  meaning.  Words  like  Grace  and 
Transfiguration  came  to  my  mind,  and  this  of 
course  was  what,  among  other  things,  they 
stood  for.  My  eyes  travelled  from  the  rose  to 
the  carnation,  and  from  that  feathery  incan- 
descence to  the  smooth  scrolls  of  sentient  ame- 
thyst which  were  the  iris.  The  Beatific  Vision, 
Sat  Chit  Ananda,  Being— Awareness— Bliss— for 
the  first  time  I understood,  not  on  the  verbal 
level,  not  by  inchoate  hints  or  at  a distance,  but 
precisely  and  completely  what  those  prodigious 
syllables  referred  to.6 

Huxley’s  interpretation  of  the  mescaline  ex- 
perience is  carried  to  a further  extreme  by  three 
psychologists,  Leary,  Metsner,  and  Alpert,  in 
their  book,  “The  Psychedelic  Experience.”8  In  this 
book  they  use  the  old  mystical  Tibetan  “Book 
of  the  Dead"  as  their  guide  in  the  production 
of  this  so-called  psychedelic  experience  with  the 
help  of  LSD. 

The  starting  point  of  all  the  mystical  inter- 
pretations of  self-observations  under  the  influ- 
ence of  hallucinogens  is  the  feeling  of  a profound, 
unspeakable  meaningfulness  of  objects  observed 
in  the  environment.  It  is  interesting  to  take 
note  of  the  fact  that  this  deep  feeling  of  mean- 
ingfulness accompanies  the  loss  of  spatial  and 
temporal  context  in  which  the  object  is  observed 
and  that  this  increased  significance  is  a quality 
of  the  perception  which  the  subject  is  never  able 
to  verbalize.  This  deep  feeling  of  importance 
occurs  while  the  subject  seems,  at  the  same 
time,  profoundly  puzzled  by  his  surroundings. 
To  the  observer  he  makes  a “lost”  impression. 
It  is  intriguing  to  compare  this  condition  of 
drug-induced  disorganization  accompanied  by 
heightened  feeling  of  meaningfulness,  with  the 
condition  of  the  incipient  paranoid  schizophrenic. 
In  the  latter,  too,  we  observe  an  individual 
with  a lost,  puzzled  quality  of  his  facial  expres- 
sion, who  has  the  feeling  that  some  immensely 
meaningful  things  pertaining  to  himself  are  going 
on.  He  also  is  unable  to  verbalize  the  signifi- 
cance of  these  events  until  at  a later  point  his 
disorganization  is  ended  by  means  of  a delusional 
system  which  explains  these  experiences.  He 
now  perceives  himself  either  as  the  center  of 


a hideous  plot  or  as  chosen  by  God— the  new 
Messiah. 

In  summary,  the  psychological  symptomatol- 
ogy of  the  hallucinogens  is  basically  character- 
ized by  a relatively  mild  disorganization  which 
fragments  one’s  temporal  and  spatial  frame  of 
reference  and  consequently  limits  one’s  field  of 
awareness.  The  additional  subjective  and  objec- 
tive symptoms  vary  from  person  to  person,  and 
from  time  to  time,  depending  on  the  subject’s 
idiosyncratic  response  to  the  disorganization;  his 
own  expectations  as  well  as  those  of  the  experi- 
menter; his  environment;  his  reactions  to  the 
environment;  and  his  own  stream  of  thought. 
It  is  clear  from  this  description  that  the  sug- 
gestible person  can  be  brought  to  experience 
almost  anything,  especially  because  of  the  height- 
ened suggestibility  of  a person  under  the  influ- 
ence of  hallucinogens.  The  use  of  hallucinogens, 
therefore,  has  much  in  common  with  the  use  of 
hypnosis.  While  it  is  conceivable  that  it  could 
be  beneficial  if  wisely  and  conservatively  used, 
at  the  same  time  its  suggestive  and  even  sensa- 
tional aspects  make  it  prone  to  abuse  by  the 
quack.  A careful  scrutiny  of  the  information 
currently  available  about  the  therapeutic  use 
of  hallucinogens  is  therefore  in  order. 

USE  OF  HALLUCINOGENS  IN  PSYCHOTHERAPY 

An  increasing  number  of  psychiatrists,  psy- 
chologists and  self-styled  healers  of  the  mind 
have  used  hallucinogens,  mostly  LSD,  as  an 
adjunct  to  psychotherapy.  An  appraisal  of  this 
form  of  therapy  cannot  be  final  at  this  time, 
for  adequate  studies  determining  the  effective- 
ness of  LSD  treatment  have  not  yet  been  pub- 
lished. The  notion  behind  the  use  of  LSD  in 
therapy  is  that  this  drug  will  break  down  the 
subject’s  defensive  inhibitions  and  will  allow  a 
freer  flow  of  images,  memories  and  fantasies. 
The  force  of  conscience  is  reduced  and  material 
stored  away,  but  long  forgotten,  is  allowed  to 
emerge.  This  may  lead  to  a spontaneous  reliving 
of  very  important  past  experiences.  This  reliving 
may  induce  catharsis,  i.e.,  a reduction  of  the 
importance  of  the  event  by  openly  showing  and 
sharing  the  emotions  related  to  the  event.  More 
important,  in  the  opinion  of  the  LSD  therapists, 
is  the  fact  that  the  subject  is  brought  in  contact 
with  many  of  his  own  forgotten  or  unrealized 
emotions,  desires,  memories  and  fantasies.  This 
confrontation  may  lead  to  a new  insight  into 
his  own  personality  and  behavior,  thus  opening 
up  the  possibility  of  modifying  them. 
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Already  a substantial  number  of  patients  have 
been  treated  with  LSD.  The  consensus  at  this 
time  is  that  if  LSD  has  a place  in  treatment 
at  all,  it  is  primarily  with  some  neurotic  indi- 
viduals with  personality  disorders,  and  possibly 
with  alcoholics.9  Definitely  the  least  suitable 
candidates  are  psychotic  patients,  paranoid  per- 
sonality types,  severe  obsessive  compulsives, 
severe  hysterics,  and  patients  with  psychosomatic 
symptoms. 

The  form  of  the  therapeutic  session  varies  from 
therapist  to  therapist.  Usually  the  patient  re- 
ceives from  100-400  micrograms  of  LSD.  The 
sessions  are  long,  for  it  generally  takes  from  six 
to  eight  hours  for  the  main  effect  of  LSD  to 
wear  off.  The  character  of  the  experiences  that 
the  subject  has  during  these  sessions  varies  with 
the  therapist,  for  the  latter’s  expectations  largely 
determine  the  content  of  the  session.  The  mystic- 
ally inclined  therapist,  for  instance,  is  recon- 
firmed in  his  bias  by  the  mystical  experiences 
the  patient  reports,  while  the  analytically  ori- 
ented therapist  elicits  images  befitting  his  own 
particular  brand  of  psychoanalysis. 

The  number  of  sessions  in  an  LSD  treatment 
course  varies  a good  deal.  Many  therapists  limit 
themselves  to  an  average  of  10  sessions.  Often 
these  are  followed  by  a more  prolonged  course 
of  conventional  psychotherapy. 

The  use  of  LSD  in  group  therapy  is  reported 
by  Spencer.10  His  extremely  permissive  form  of 
therapy,  carried  out  with  patients  with  person- 
ality disorders,  exemplifies  the  fact  that  behavior 
of  patients  while  under  LSD  is  largely  dependent 
on  the  expectations  of  the  therapist.  His  expecta- 
tions were  expressed  in  the  equipment  present  in 
the  room:  a plastic  pool,  a sandbox,  a dollhouse, 
clay,  etc.  Consequently  the  patients  responded 
with  extreme  regression,  showing  childlike  be- 
havior, playing  with  dolls  and  . . . they  would 
come  and  sit  on  my  knees  or  on  those  of  the 
nurse/mother.  Frequently  they  would  cry  and 
need  a great  deal  of  reassurance.  I felt  that  these 
patients’  basic  need  was  a period  of  emotional 
support  while  they  were  initially  dealing  with 
their  infantile  conflicts  . . .” 

A more  indirect  way  in  which  LSD  and  other 
hallucinogens  have  been  suggested  as  useful  to 
the  therapeutic  process  is  through  use  by  the 
therapist  himself.11  It  can  be  cogently  argued 
that  communication  is  at  the  heart  of  psycho- 
therapy and  that  the  ability  to  receive  communi- 


cations relative  to  the  patient’s  private  experi- 
ences depends  on  the  therapist’s  own  experiential 
background  and  his  imaginative  powers.  Granted 
this  thesis,  it  would  be  helpful  if  the  therapist 
knew  from  his  own  experience  what  it  feels  like 
to  be  in  a chaotic  world,  even  if  only  for  a few 
hours  and  by  his  own  choice.  This  experience 
would  allow  him  to  better  his  understanding  of 
the  patient,  whose  world  has  spontaneously  dis- 
solved into  persistent  chaos. 

Aside  from  the  effects  of  the  hallucinogens 
that  have  been  mentioned  thus  far,  there  is  an- 
other important  impact  that  this  form  of  therapy 
has  on  the  patient-therapist  relationship.  The 
therapist  who  administers  hallucinogens  assumes 
a definitely  controlling  role.  He  gives  the  drugs 
that  create  the  changes  and  he  thus  assumes  the 
responsibility  for  the  welfare  of  the  patient  dur- 
ing the  period  of  intoxication.  The  patient  is  en- 
couraged to  rely  totally  on  the  therapist.  This 
leads  to  a dependent  relationship  of  the  patient 
with  the  therapist,  a relationship  that  is  further 
intensified  by  the  long  duration  of  the  sessions.  It 
has  already  been  mentioned  that  under  the  in- 
fluence of  LSD  the  subjects  are  in  a state  of 
heightened  suggestibility.  This  leads  one  to 
suspect  that  LSD  therapy  is  primarily  a form 
of  suggestive  therapy  which  has  much  in  com- 
mon with  hypnotherapy,  catharsis  through  nar- 
cotherapy with  thiopental  (Pentothal)  or  amo- 
barbital  (Amytal),  and  narcoanalysis.  It  is  not 
to  be  denied  that  a skillful  psychotherapist  can 
make  constructive  use  of  verbal  and  nonverbal 
behavior  shown  by  the  patient  under  the  influ- 
ence of  LSD,  but  it  is  the  skill  and  the  person- 
ality of  the  therapist  that  remains  the  crucial 
and  most  important  ingredient  while  the  LSD  it- 
self is  little  more  than  a gimmick. 

There  are  some  hazards  inherent  in  the  use 
of  this  gimmick,  however,  that  deserve  to  be 
brought  out.  For  the  patient  there  are  three 
dangers  that  should  be  considered. 

L— Suicide:  If  the  patients  are  well  selected 
this  danger  is  rather  small.  Nevertheless  there 
have  been  some  reports  of  successful  suicides 
shortly  after  LSD  sessions  and  caution  is  indi- 
cated. The  appearance  of  memories  and  thoughts 
which  lead  to  intolerable  insights  during  the 
LSD  session  is  probably  the  major  determinant 
of  these  suicides.1213 

2.— Psychotic  decompensation:  Prepsychotic, 

borderline  patients  and  patients  with  definite 
paranoid  tendencies  may  be  thrown  into  an  overt, 
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long-lasting  psychosis  under  impact  of  the  disin- 
tegrating influence  of  hallucinogens  or  of  the 
intolerable  insights  precipitously  brought  into 
focus  during  the  therapeutic  sessions.12 

3.— Habituation:  An  increasing  number  of  pa- 
tients are  seen  today  who  use  LSD  or  mescaline 
frequently.  These  drugs  are  usually  used  by  bor- 
derline individuals  on  the  fringes  of  society,  rep- 
resentatives of  the  beat  generation,  seeking  new 
experiences  to  fill  the  void  within.  While  it  is  not 
clear  at  this  time  how  addictive  LSD  is  in  the 
true  sense,  it  should  be  kept  in  mind  that  the 
chronic  LSD  user  cannot  function  in  a construc- 
tive way  in  society.  It  may  well  be  that  LSD  for 
some  is  only  a step  on  the  road  to  more  malignant 
addiction.  If  this  concern  is  justified— and  the 
rapid  spread  of  LSD  abuse  indicates  that  it  is— 


we  may  well  find  that,  when  the  final  balance  is 
read,  the  destructive  impact  of  the  hallucinogens 
far  exceeds  the  benefits  reaped. 

Sidney  Cohen  has  pointed  out  in  his  book, 
“The  Beyond  Within,”14  that  there  are  dangers, 
not  only  to  the  LSD  patient,  but  also  to  the  LSD 
therapist.  Psychotic  episodes,  megalomaniac 
ideas,  marked  depressions,  and  a suicide  have 
occurred,  and  some  LSD  therapists  have  been 
in  trouble  with  the  law  because  of  antisocial 
practices.  This  may  indicate  that  a fair  number 
of  unstable  individuals  are  attracted  to  applying 
this  type  of  therapy  and  that  some  of  the  thera- 
pists themselves  may  fall  into  the  habit  of  tak- 
ing LSD  rather  more  frequently  than  is  advis- 
able. ■ 

U.  of  W.  School  of  Medicine  (9S105) 


abstracto 

Los  balucinogenos  liari  probado  importantes 
deviaciones  a traces  del  desenredamiento  del 
substratum  bioquimico  del  funcionamiento 
psicologico.  Elios  ban  dado  crecimiento  a pre- 
feribles  no  ortodoxos  y aun  a exoticas  formas 
de  psicoterapia,  la  eficacia  de  las  cuales  per- 
manece  abierta  a las  preguntas.  Algunos  indivi- 


duos  misticamente  inclinados  ban  dado  a ellas, 
la  ilusion  de  contacto  con  la  divinidad,  al  rato 
que  a los  mas  sobrios  les  parecio  dar  una  mirada 
rdpida  a las  palabras  del  paciente  psicotico. 
Estos  efectos,  pensado  intrigantes  y posiblimente 
importantes,  pueden  ser  mal  valorodos  por  el 
deleterio  impacto  del  cxtenso  abuso  de  estas 
dr  o gas. 
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The  Congenitally  Malformed 

VI.  Congenital  Hip  Disease 

J.  IRVING  TUELL,  M.D.,  Seattle,  Washington 

Congenital  dislocation  of  the  hip  can  be  diagnosed  in  the  neonatal  period. 
The  earlier  treatment  is  instituted,  the  more  normal  are  the  residting  hips.  It  is 
urged  that  every  practitioner  involved  with  children  become  familiar  with  the 
Oiiolani  sign  and  that  it  be  performed  on  each  newborn.  The  objective  of  treat- 
ment is  to  mold  a normal  femoral  head  and  acetabulum  through  continuous  normal 
force  of  the  head  in  the  acetabulum  at  the  earliest  possible  time  in  life.  Surgical 
procedures  may  become  necessary  but  uncommonly  in  the  typical  case  when 
treated  early. 


Congenital  dislocation  of  the  hip  has  been  re- 
cognized since  the  time  of  Hippocrates.  A 
voluminous  and  sometimes  confusing  literature 
has  evolved  about  its  varied  aspects.  The  follow- 
ing is  a basic  outline  of  the  diagnosis  and  treat- 
ment of  congenital  hip  disease,  and  a plea  for 
early  recognition. 

Hass’  classification  of  congenital  hip  disease 
is  commonly  accepted,  and  is  as  follows:1 

I.  Typical 

(a)  Dysplasia 

(b)  Subluxation 

(c)  Dislocation 

II.  Atypical 

(a)  Teratologic 

1.  Arthrogryposis 

2.  Defective  limb  buds 

3.  Prenatal 

III.  Isolated  Cases  of  Specific  Known  Etiology 

(a)  Traumatic  (obstetrical) 

(b)  Congenital  Syphilis 

(c)  Little’s  Disease 

( d ) Roentgen  injury 

(e)  Myelodysplasia 

Your  attention  will  be  directed  entirely  to  those 
classified  as  typical,  since  these  comprise  the 
great  majority  of  all  congenital  hip  conditions, 
and  also  because  their  early  recognition  allows 
effective  treatment  and  prevention  of  many 
crippling  late  sequelae. 

The  incidence  of  congenital  hip  disease  is  85 
per  cent  in  females,  35  per  cent  in  the  left  hip,  28 
per  cent  in  the  right,  37  per  cent  bilateral,  shows 
a strong  familial  tendency,  and  is  rare  in  the 
Negro  and  Chinese. 

hip  dysplasia 

I shall  define  congenital  dysplasia  of  the  hip  as 

From  Congenital  Defects  Service,  Children’s  Orthopedic 
Hospital  and  Medical  Center,  Seattle,  with  the  cooperation 
of  Forrest  L.  Flashman,  M.D.  and  W.  S.  Kimball,  M.D., 
members  of  the  CDS  staff. 


a condition  in  which  the  head  of  the  femur  is  in 
full  contact  with  a formed  acetabulum  that  is 
commonly  more  shallow  than  the  normal,  and 
whose  roof  is  more  sloping  than  normal,  (Figure 
la,b).  In  the  newborn  infant  this  is  suggested 
by  the  easy  manual  displacement  of  the  femoral 
head  from  the  socket  during  physical  examina- 
tion.2 Within  the  second  or  third  week  the  easy 
displaceability  of  the  femoral  head  is  lost,  due  to 
tightening  of  the  hip  joint  ligaments,  and  is  soon 
replaced  by  the  persistent  limitation  of  abduction 
of  the  flexed  hip,  which  is  the  most  reliable  sign 
of  abnormality.  Harris,  Lipscomb  and  Hodgson 
examined  11,010  infants  during  the  first  day  of 
life,  again  on  the  fifth  day,  and  at  regular  inter- 
vals for  six  years,  and  they  found  that  after  the 
first  month,  in  the  cases  later  proven  to  be  dys- 
plasia or  dislocation,  abduction  was  usually  limit- 
ed to  45  or  50  degrees.3  They  advised  x-ray  of 
every  infant  in  whom  the  abduction  was  limited 
to  60  degrees  or  less,  and  they  considered  it  a 
Very  valuable  screening  maneuver.  Unequal 
thigh  creases,  unequal  leg  lengths  and  external 
rotation  of  one  leg  they  considered  very  unre- 
liable signs. 

The  x-ray  appearance  of  the  pelvis  and  hips 
of  the  infant  requires  very  special  interpretation. 
The  film  must  be  a true  anteroposterior  view. 
The  head  of  the  femur  is  entirely  cartilaginous 
in  the  newborn  and  the  ossific  center  does  not 
normally  appear  until  the  sixth  or  eighth  month. 
In  the  dysplastic  hip  (Figure  la,b)  along  with 
the  increased  obliquity  of  the  acetabular  roof,  the 
ossification  center  does  not  appear  until  later 
than  the  normal  hip,  and  may  be  even  as  late 
as  12  to  18  months.  Shenton’s  line  is  a continu- 
ation of  the  inner  curve  of  the  neck  of  the  femur, 
and  with  the  hips  in  approximately  neutral  rota- 
tion this  line  normally  continues  in  a gradual 
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Fig.  la.  Case  A.  Eight  month  baby  with  left  acetabular 
dysplasia,  showing  increased  acetabular  index,  but  normal 
h.  Shenton's  line  and  relation  to  Perkin's  and  Y-line. 


Fig.  lb.  Case  A.  Normal  arthrogram.  Outline  of  cartilagin- 
ous head  is  well  covered  by  cartilaginous  acetabular  roof 
Simple  abduction  splinting  allows  molding  of  normal  bony 
roof. 

curve  to  the  superior  inner  margin  of  the  obtur- 
ator foramen),  Figure  2,  3). 

Hart  believed  that  the  untreated  dysplastic  hip 
might  either  proceed  to  dislocation  or  more  prob- 
ably to  a persistent  shallow  acetabulum  with  late 
sequelae  consisting  of  premature  degenerative 
arthritis,  and  disabling  pain.4  The  early  treatment 
of  congenital  dysplasia  of  the  hip  is  simple.  After 
recognition  of  the  condition  by  noting  limita- 
tion of  abduction  of  the  hip,  leading  to  x-ray 
showing  the  shallow  sloping  acetabulum  and 


delay  of  the  appearance  of  ossification  center, 
an  abduction  splint  is  applied.  This  may  be  the 
Frejka  pillow  splint,  the  Craig  tube  splint,  or 
the  Ilfeld  splint  consisting  of  thigh  cuffs,  at- 
tached to  a connecting  bar.  This  is  worn  continu- 
ally except  for  diaper  changes,  and  is  assisted  by 
gentle  manual  stretching  of  the  hips  in  the  direc- 
tion of  abduction  at  each  diaper  change  until 
full  abduction  is  achieved,  usually  within  a 
period  of  three  or  four  weeks.  This  splint  is  worn 
until  normal  acetabular  development  has  oc- 
curred, usually  by  the  twelfth  month,  (Figure 
lc).  The  objection  that  some  of  these  hips  might 
become  normal  without  treatment  is  not  valid. 
In  view  of  the  simplicity  and  low  cost  of  the 
treatment,  it  is  far  better  to  treat  many  hips  that 
might  or  might  not  recover  without  treatment, 
if  only  a few  of  these  were  saved  from  disabling 
results  of  non-treatment. 


Congenital  subluxation  is  a term  that  should 
be  viewed  with  suspicion.  By  subluxation  is 
meant  a hip  with  the  femoral  head  riding  on  the 
rim  of  the  dysplastic  acetabulum.  It  is  commonly 
thought  to  progress  to  dislocation  after  weight 
bearing.  Our  many  arthrogram  studies  lead  to 
the  belief  that  true  dislocations  commonly  occur 
before  weight  bearing.  Subluxations  uncommonly 
do  exist  as  such,  and  may  proceed  to  dislocation. 
The  hip  with  subluxation  becomes  concentrically 
reduced  in  the  abducted  position  even  later  in 
childhood,  but  the  dislocated  hip  does  so  only 
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congenital  subluxation  or  preluxation 


o 


o 


o 


Fig.  2.  Case  B.  Perkin’s  line  is  a perpendicular  through 
the  Y-line  at  the  outer  margin  of  the  acetabular  roof. 
The  head  of  the  normal  femur  lies  in  the  inner  inferior 
quadrant  of  this  intersection.  Growth  height,  “h,”  is  the 
distance  between  the  Y-line  and  the  metaphysis  of  the 
femur.  In  the  dislocated  hip  “h”  is  zero  or  minus.  The 
normal  Shenton’s  line  is  a gradual  unbroken  curve  extend- 
ing from  the  inner  margin  of  the  neck  of  the  femur  to 
the  medial  rim  of  the  obturator  foramen.  This  line  is 
broken  in  the  dislocated  hip. 


in  the  neonatal  period.  Frankly  dislocated  hips 
are  sent  in  for  further  treatment  after  wearing 
abduction  splints  for  months  but  remaining  dis- 
located. Splints  rarely  reduce  a dislocated  hip 
after  the  neonatal  period. 


congenital  dislocation  of  the  hip 

In  congenital  dislocation  of  the  hip  no  part 
of  the  head  of  the  femur  is  in  contact  with  the 
acetabulum,  (Figure  4a).  Almost  always  there 
is  an  increased  anteversion  of  the  femoral  neck. 
This  means  that  when  the  knee  is  directed 
straight  up,  the  head  and  neck  of  the  femur 
point  further  forward  than  the  normal  25  or  30 
degrees  from  the  coronal  plane.  In  addition,  in 
the  newborn,  there  has  been  shown  a laxity  of  the 
ligaments  of  the  hip  joint  and  of  the  pubic  sym- 
physis (Andren6)  allowing  the  hip  to  be  very 
easily  reduced  by  the  Ortolani  maneuver.6 

In  performing  the  Ortolani  test,  the  child  is 
placed  on  his  back  facing  the  examiner,  with  the 
hips  flexed  to  a right  angle  and  the  knees  flexed. 
Starting  with  the  knees  together,  the  hips  are 
slowly  abducted  while  the  examiner’s  right 
thumb  is  held  medially  over  the  left  proximal 
femur  and  the  mid  and  index  fingers  are  held 
over  the  lateral  aspect,  with  similarly  the  left 
hand  to  right  femur.  As  light  traction  is  exerted 
while  applying  gentle  upward  pressure  with  the 
finger  tips  on  the  trochanter,  the  dislocated  hip 
during  the  neonatal  period  will  slip  forward  into 
the  acetabulum  with  visible  and  palpable  move- 


Fig.  3.  Case  B.  Same  child  two  months  after  reduction  at 
cast  change  (internal  and  external  rotation).  Normal  Shen- 
ton’s line  and  “h”  is  unchanged.  At  this  young  age  good 
to  normal  result  is  expected,  but  will  require  months  of 
additional  cast  and  abduction  splinting  to  develop  normal 
acetabulum. 


ment,  described  by  Ortolani  as  a click.  This  con- 
stitutes a positive  Ortolani  sign.  It  does  take  some 
experience  to  elicit  it,  and  unfortunately  pa- 
tients with  positive  sign  are  not  often  available 
for  demonstration. 

The  motion-picture  film  by  von  Rosen  is  a 
great  teaching  aid.  von  Rosen’s  x-ray  sign  is 
seen  on  an  A-P  x-ray  film  taken  with  the  limbs 
fully  rotated  inward,  and  each  femur  abducted 
45  degrees.7  In  the  film  taken  under  these  con- 
ditions the  long  axis  of  the  femoral  shaft  of  a 
dislocated  hip  points  toward  the  anterior  superior 
iliac  process,  but  in  the  reduced  hip  the  long 
axis  points  toward  or  medial  to  the  lateral  margin 
of  the  acetabulum.  The  x-ray  examination  must 
be  made  exactly  as  described  because  greater  ab- 
duction may  reduce  a dislocated  hip,  and  with 
less  abduction  of  the  normal  hip  the  femoral  shaft 
will  point  lateral  to  the  acetabular  rim. 

The  goal  of  each  practitioner  who  examines  or 
treats  babies  should  be  the  recognition  of  all 
congenital  dislocations  during  the  first  week  of 
life.  Unfortunately,  in  our  area  less  than  a third 
have  had  the  diagnosis  made  at  the  early  period 
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Fig.  4a.  Case  C.  Eighteen  month  baby  on  admission.  Had 
walked  five  months  before  diagnosis,  suggested  by  wad- 
dling gait.  Both  femora  high  with  false  acetabula. 


Fig.  4c.  Case  C.  Arthrogram  six  weeks  later  in  internal 
(a)  and  external  (b)  rotation.  Normally  seated  heads  are 
in  fair  acetabula,  as  the  cartilaginous  roofs  are  outlined 
by  the  contrast  medium.  Months  of  further  abduction 
immobilization  are  needed  to  mold  an  adequate  bony 
roof.  Even  so,  judging  from  the  first  arthrogram,  the 
quality  of  the  seating  obtained  is  fortuitous  in  a late  case. 


Fig.  4b.  Case  C.  Arthrograms  after  three  weeks'  traction, 
showing  interposed  limbus  on  right.  With  the  image 
intensifier  at  fluoroscopy  the  only  position  of  stability 
was  in  hyper-abduction  in  full  external  rotation,  (axillary 
position). 

when  treatment  is  usually  much  simpler. 

The  ligaments  tighten  up  after  seven  to  ten 
days,  so  that  the  head  is  not  as  readily  reduced, 
and  the  later  the  treatment  is  instituted,  the 
slower  the  development  of  the  acetabulum  after 
reduction,  (Figures  3,  4c).  Schwartz  followed  50 
cases  of  congenital  hip  dislocation  a minimum  of 
seven  years  after  reduction  and  correlated  aceta- 


bular development  and  clinical  results  with  age 
at  reduction.  He  found  78  per  cent  acceptable 
results  in  hips  reduced  between  the  ages  of 
four  and  twenty  months,  and  only  17  per 
cent  good  results  between  the  ages  of 
twenty-one  and  sixty-four  months.8  This  is  in 
sharp  contrast  to  von  Rosen. 

Many  of  our  cases  are  still  not  diagnosed  until 
the  limp  of  walking  is  observed.  Fully  50  per 
cent  of  our  cases  are  received  for  initial  treat- 
ment over  six  months  of  age.  von  Rosen  states 
that  in  a city'  of  220,000  inhabitants,  39  cases 
of  congenital  dislocation  were  discovered  by  the 
Ortolani  sign,  from  1952  to  1960,  all  within  the 
first  week  of  life,  and  only  one  case  was  missed.7 
These  forty  cases  occurred  in  24,000  births,  an 
incidence  of  1.7  per  thousand.  He  presents,  with 
some  confirmation,  the  fascinating  concept  of  en- 
docrine distrubance  in  the  newborn  with  hip 
dislocation,  accounting  for  original  ligament 
laxity'  with  rapid  return  to  normal  in  the  first 
week,  and  thus  explains  the  desirability  of  diag- 
nosis and  treatment  during  the  golden  initial 
week  of  life. 
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Treatment  of  the  congenitally  dislocated  hip  in 
the  newborn  may  be  with  the  continuous  use 
of  the  von  Rosen  splint.  This  is  a malleable 
plastic  covered  duraluminum  splint  to  hold  the 
hips  in  abduction  by  adjusting  the  flat  extensions 
over  the  shoulders  and  thighs  and  about  the 
chest,  von  Rosen  emphasizes  that  the  child  should 
be  bathed  without  removal  of  the  splint.  The  hip 
is  held  continuously  in  the  reduced  position  for 
three  months  until  the  ligaments  have  been  sta- 
bilized and  the  acetabular  cartilage  molded  to 
achieve  hip  stability.  He  states  there  have  been 
no  failures  of  this  treatment  in  his  hands. 

After  the  neonatal  period,  treatment  is  less 
simple.  Our  practice  is  to  use  a preliminary 
period  of  Risser  skin  traction  for  usually  seven 
to  fourteen  days.  The  limbs  are  first  suspended 
from  straight  overhead  by  light  weights,  grad- 
ually abducting  each  hip  to  90  degrees  and  thus 
stretching  the  tightened  abductors  without  un- 
due tension.  Following  this,  under  general  anes- 
thesia, arthroscopy  is  performed  in  the  patient  six 
months  or  older,  under  the  image  intensifier.  The 
position  of  greatest  stability  of  the  head  within 
the  acetabulum  is  selected  and  the  presence  or 
absence  of  an  inverted  labrum  acetabuli  is  noted, 
(Figure  4b).  The  angle  of  anteversion  of  the 
femoral  neck  is  recorded.  In  spite  of  an  inverted 


labrum,  if  reasonably  stable  reduction  can  be  se- 
cured, the  child  is  immobilized  in  plaster  in  the 
position  of  greatest  stability.  This  is  most  com- 
monly in  the  frog-leg  position,  although  some- 
times the  internal  rotation  position  is  selected. 
The  cast  is  changed  each  six  weeks,  and  if  the 
labrum  was  inverted  arthroscopy  is  repeated  at 
the  first  cast  change,  (Figure  4c).  If  the  hip  is 
still  unstable  and  the  labrum  is  still  inverted, 
after  one  or  two  cast  changes,  open  reduction 
is  performed,  usually  with  removal  of  the  invert- 
ed limbus.  Depending  upon  the  age  of  the  pa- 
tient, the  stability  of  the  head  and  the  develop- 
ment of  the  acetabulum,  the  immobilization  is 
maintained  four  to  nine  months,  changing  casts 
every  six  to  eight  weeks,  under  general  anes- 
thesia. If  the  angle  of  anteversion  of  the  femoral 
neck  exceeds  about  50  degrees,  derotation  osteo- 
tomy of  the  femur  is  performed,  usually  at  the 
supracondylar  level. 

If  the  acetabulum  remains  dysplastic  and  there 
is  inadequate  coverage  of  the  femoral  head,  after 
the  immobilization  of  the  hips,  secondary  pro- 
cedures may  be  necessary  to  give  more  adequate 
acetabulum,  such  as  the  pericapsular  iliac  osteo- 
tomy of  Pemberton,  or  the  Salter  pelvic  osteo- 
tomy.610 ■ 
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absfracio 

Luxation  congenita  de  la  cadena  puede 
ser  diagnosticada  en  el  periodo  neonatal.  Mien- 
tras  mas  temprano  se  instituye  el  tratamiento, 
las  cadenas  residtan  mas  normales.  Asi  es 
necesario  que  cada  medico,  que  en  su  practica 
profesional  se  ve  envuelto  en  la  atencion  de 
mihos,  debe  familiarizarse  con  el  signo  de  Orto- 


lani,  el  cual  deberia  ser  investigado  en  cada 
recien  nacido.  El  objetivo  del  tratamiento  es 
amoldar  una  cabeza  femoral  normal  y aceta- 
bulum normal,  a traces  de  la  fuerza  normal  ij 
continua  de  la  cabeza  en  la  acetabidum  lo  mas 
temprano  posible.  Procedimientos  quirurgicos 
pueden  llegar  a ser  necesarios  pero  es  incomtm 
los  casos  tratados  tempranamente. 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 
Stelazine’ 

brando,  trifluoperazine 

offers 
true 
tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias.  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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Oregon  Medical  Association —21 64  s.  w.  park  place,  Portland,  Oregon  97205 


president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


OREGON 


Principal  Actions  of  Board  of  Trustees  at 
Meeting  on  Saturday,  February  5,  1966 

1. — Voted  upon  individual  consideration  to  waive 
the  annual  dues  to  physicians  entering  missionary 
service  and  directed  the  Committee  on  Revision 
of  Bylaws  to  prepare  an  appropriate  amendment 
to  provide  for  such  waiver. 

2. — Referred  to  the  Committee  on  Public  Health, 
the  Board  of  Health  request  for  approval  of  a 
rheumatic  fever  and  rheumatic  heart  disease  study 
among  Oregon  college  freshmen  entering  in  1966. 

3. — Voted  to  inform  component  medical  societies 
regarding  the  status  of  members  who  have  failed 
to  pay  the  1965  special  assessment. 

4. — Approved  a request  of  the  Woman’s  Auxiliary  to 
hold  its  annual  meeting  and  election  concurrently 
with  the  annual  meeting  of  the  Association. 

5. — Authorized  the  Auxiliary  to  conduct  a “Stay-at- 
Home  Medaux  Park  Ball”  to  raise  funds  for  its 
“Medaux  Park”  project. 

6. — Approved  the  participation  of  the  Association  as 
a member  of  a “Planning  Committee”  to  survey 
Oregon  with  respect  to  Public  Law  89-239 
(Regional  Program  for  Heart  Disease,  Cancer, 
Stroke  and  Related  Diseases),  to  make  recom- 
mendations, and  to  apply  for  a planning  grant 
to  conduct  the  survey. 

7. — Adopted  the  following  recommendations  of  the 
Committee  on  Charitable  Medical  Care: 

a. — That  the  State  Public  Welfare  Commission 
be  encouraged  to  gain  for  its  over-65  recip- 
ients the  standard  of  care  and  service  re- 
flected by  Part  B of  Title  XVIII  of  Public 
Law  89-97. 

b. — That  it  be  recommended  to  the  Drug  Re- 
view Committee  that  the  price  ceiling  on 
tetracyclines  not  be  changed  at  this  time  and 
that  any  subsequent  change  be  recommended 
only  after  all  facts  are  known  and  evaluated. 


c.— That  a proposal  to  establish  a Public  Wel- 
fare fee  for  newborn  care  in  the  hospital  be 
referred  to  the  Section  on  Pediatrics. 

8. — Heard  the  following  reports: 

a. — On  the  Orientation  Conference  on  Title  XIX 

of  Public  Law  89-97  sponsored  by  the  Ameri- 
can Medical  Association  and  held  in  Chicago 
January  21-22. 

b. —  Of  the  Committee  on  Annual  Session  on 
arrangements  for  the  scientific  program  at 
the  1966  annual  meeting  to  be  held  in  Port- 
land September  27-30. 

c. — From  Oregon  Physicians’  Service  regarding 

progress  in  establishing  a “pilot”  study  on 
the  prevailing  fee  principle  in  Marion-Polk 
County. 

9. — That  the  application  of  the  following  physicians 
for  Life  membership  to  approved:  L.  P.  Lind, 
Goodrich  P.  Schauffler,  Earl  D.  DuBois,  and 
Homer  P.  Rush,  all  of  Portland. 

10. — That  they  send  up  to  ten  official  representatives 
to  the  1966  “Aircade  on  Citizenship  Action,”  to 
to  held  in  Portland,  March  3 under  the  sponsor- 
ship of  the  U.S.  Chamber  of  Commerce  and  that 
each  component  society  be  informed  of  the  Air- 
cade  and  urged  to  send  a representative  or  repre- 
sentatives. 

11. — That  since  such  a grant  is  provided  for  in  the 
budget  for  1966,  the  request  of  the  Inter  Agency 
Committee  on  Smoking  and  Health  for  three 
scholarships  of  $28  each  to  seminars  on  smoking 
and  health  to  be  held  at  Portland  State  College, 
Oregon  State  University  and  Southern  Oregon 
College  of  Education  be  approved. 

12. — That  the  request  of  a member  of  the  Associa- 
tion for  a revision  in  the  fee  paid  by  the  U.  S. 
Army  for  performing  physical  examinations  on 
reservists  be  referred  to  the  Committee  on  Fed- 
eral Medical  Services. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the 
gamut  of  home  remedies  without  success 
pleasant-tasting  CREMOMYCIN  can  answei 
the  call  for  help.  It  can  be  counted  on  tc 
consolidate  fluid  stools,  soothe  intestina 
inflammation,  inhibit  enteric  pathogens 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostatic 
agents,  succi ny Isulfath  iazole  and  neomy 
cin,  with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin 
Withhold  if  diverticulosis  is  present  or  suspectedj 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita 
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your  for 
Cremomycin 
can  provide  relief 


Tin  K.  Neomycin:  Patient  should  be  observed  for 
ew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
iulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
kin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
ytosis  with  a fatal  outcome  has  been  reported), 
deduction  of  thiamine  output  in  the  feces  and  of 
itamin  K synthesis  has  been  observed.  Neomycin: 
fausea,  loose  stools  possible. 
before  prescribing  or  administering,  read  product 
ircular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

^NTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
>uccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
3m.,  pectin  0.27  Gm. 

©MERCK  SHARP  &D0HME  Division  of  Merck  & Co  . Inc.,  West  Point,  Pa. 

vhere  today’s  theory  is  tomorrow's  therapy 
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The  sixth  annual  dinner  for  the  senior  medical  students 
at  the  University  of  Oregon  Medical  School  featured  Max 
H.  Parrott,  Portland,  and  Blair  J.  Henningsgaard,  Astoria, 
both  delegates  to  the  AMA.  as  speakers. 


Mr.  Errett  Hummel,  president  of  senior  class  is  greeted  by 
Ernest  T.  Livingstone,  president  of  Oregon  Medical  Asso- 
ciation, following  their  introduction  by  Herman  A.  Dickel, 
chairman  of  the  Committee  on  Medical  Education  which 
sponsors  the  dinner. 


National  Conference  on  Community 
Mental  Health  Programs 

Joseph  H.  Treleaven,  Director  of  the  State  Mental 
Health  Division,  presented  a comprehensive  report 
on  the  discussions  at  the  National  Conference  on 
Community  Mental  Health  problems  sponsored  by 
the  National  Institute  of  Mental  Health  and  the 
Council  of  State  Governments  at  the  request  of  the 
National  Governor’s  Conference.  The  Conference 
was  held  in  Chicago,  December  13-15,  1965,  with 
Dr.  Treleaven  attending  in  the  dual  role  of  repre- 
senting the  State  of  Oregon  and  the  Medical  Associ- 
ation as  a member  of  the  latter’s  Committee  on 
Mental  Health.  Dr.  Treleaven  stated  that  the  Con- 
ference represented  the  first  time  mental  health 
leaders  had  met  with  representatives  of  both  the 
executive  and  legislative  branches  of  state  and  local 
governments.  While  emphasizing  that  no  action  was 
taken  by  the  conferees,  increased  mutual  under- 
standing and  appreciation  were  achieved  not  only 
with  respect  to  mental  health  problems  and  pro- 
grams but  also  regarding  areas  of  responsibility. 

Quackery  Programs  Scheduled 

Forty-seven  educational  radio  stations  throughout 
the  nation  will  be  broadcasting  “Quackery:  Facts 
and  Fallacies”  a series  of  programs  produced  by 
the  Oregon  Educational  Broadcasting  radio.  Pre- 
sentations in  this  series  are  from  the  Conference 
on  Medical  and  Nutritional  Quackery  held  in  Port- 
land in  late  1964. 


In  co-sponsoring  the  Quackery  Conference,  the 
Oregon  Medical  Association  and  the  U.S.  Food  and 
Drug  Administration  sought  to  show  that  the  old- 
time  “medicine  man”  with  his  “snake  oil  and 
wolf  gizzard”  elixirs  is  still  active.  Americans  each 
year  are  bilked  out  of  an  estimated  billion  dollars 
by  quacks  with  every  imaginable  variety  of  health 
food,  potion,  lotion,  salve,  secret  remedy  and  sure 
cure. 

On  KOAC-AM  Saturdays  at  10:30  a.m.  the 
quackery  series  will  include  the  following  experts: 

April  2— Harold  Comacchia,  Ph.D.,  Chairman 
of  the  Health  Education  Department,  San 
Francisco  State  College— “Public  Education 
in  Quackery” 

April  9— Ogden  C.  Johnson,  Ph.D.,  Council  on 
Foods  and  Nutrition,  AMA— “Nutritional 
Quackery” 

April  16— Mr.  Oliver  F.  Field,  Director  of  AMA 
Department  of  Investigation— “Medical 

Quackery” 

Report  of  Committee  on  Publications 

Jon  V.  Straumfjord,  Chairman  of  the  Committee 
on  Publication  and  President  of  the  Board  of  Trust- 
ees of  the  Northwest  Medical  Publishing  Association, 
submitted  in  multilith  form  a summary  of  the 
principal  actions  of  the  Board  of  Trustees  of  north- 
west medicine  at  its  1966  annual  meeting  held  in 
Portland,  Saturday,  January  29th,  which  in  his 
absence  was  reviewed  briefly  by  the  Executive 
Secretary. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


5S5 


wm 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  D1PHENYLTHI0ACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 

Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming)  50  mg./Homatropine  methylbromide  7.5  mg. 

*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of  . 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia, excitability, central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference:  Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 
Dis  Nerv  Syst  23 :450  (Aug)  1962.  ei'»“H*A<:K  i-«  ».oE 

HAACK  LABORATORIES,  INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in; 

V8%  solution  for  infants 

V4°7o  solution  for  children  and  adults 

V«°7o  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

’/2%  nasal  spray  for  adults 

V2°7o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


*Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  and 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


In  colds  and  sinusitis 

§> 

HCI 

(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/jelly 


University  of  Oregon  Medical  School  Alumni  Association 
Sommer  Memorial  Lectures 
University  of  Oregon  Medical  School  Auditorium 


ROBERT  H.  WILLIAMS,  M.D. 


ANGUS  D.  MCLACHLIN,  M.D. 


LOYAL  DAVIS,  M.D. 


9:00-  9:30 
9:30-10:30 


11:00-12:00 


1:30-  2:00 


2:00-  2:30 


2:30-  3:00 


3:30-  4:30 


PROGRAM 

Wednesday,  April  20,  1966 

Morning: 

Presiding:  Thomas  R.  Montgomery,  M.D.,  ’32,  Portland,  Oregon 
Registration:  Lobby  Auditorium 
Recent  Progress  relative  to  Obesity 

and  Arteriosclerosis  Robert  H.  Williams,  M.D., 

Sommer  Memorial  Lecture  Seattle,  Washington 

The  Changing  Concept  of  Strokes  Loyal  Davis,  M.D., 

Sommer  Memorial  Lecture  Chicago,  Illinois 


Afternoon: 

Presiding:  Carl  H.  Phetteplace,  M.D.,  ’24, 
Preneoplastic  Lesions  in  Mammary  Gland 

Solid  Tumor  Chemotherapy:  Tricks, 

Traps,  and  Triumphs 

Recent  Advances  in  Surgical  Therapy  of 

Aortic  Valve  Disease 

Familial  Intestinal  Polyposis 

Sommer  Memorial  Lecture 

238 


Eugene,  Oregon 

Sefton  F.  Wellings,  M.D., 
Portland,  Oregon 
William  S.  Fletcher,  M.D., 
Portland,  Oregon 
James  A.  Wood,  M.D.,  ’57 
Portland,  Oregon 
Angus  D.  McLachlin,  M.D., 
London,  Ontario,  Canada 


Northwest  Medicine,  March  1966 


Thursday,  April  21,  1966 


9:00-10:00 

10:00-10:30 

11:00-11:30 

1:30-  2:30 
2:30-  3:00 
3:30-  4:30 


9:00-10:00 

10:00-10:30 

11:00-12:00 

1:30-  2:30 
2:30-  3:00 
3:30-  4:00 
4:00-  4:30 


Morning: 

Presiding:  Milton  W.  Durham,  M.D.,  ’39,  Spokane,  Washington 
Present  Status  Relative  to  Diabetes  Robert  H.  Williams,  M.D., 

Sommer  Memorial  Lecture 
Problems  Encountered  in  the  Diagnosis 
and  Treatment  of  Cushing’s  Syndrome 
The  Pathogenesis  and  Treatment  of 
Simple  Goiter 
Afternoon : 

Presiding:  William  B.  Youmans,  M.D.,  ’44,  Madison,  Wisconsin 
The  Diabetic  Foot  Angus  D.  McLachlin,  M.D., 

Sommer  Memorial  Lecture  London,  Ontario,  Canada 

Multiple  Sclerosis,  Its  Early  Roy  L.  Swank,  M.D., 

Detection  and  Management  Portland,  Oregon 

The  Development  of  Stereotaxic  Neurological  Surgery  Loyal  Davis,  M.D., 
Sommer  Memorial  Lecture  Chicago,  Illinois 


Seattle,  Washington 
John  W.  Kendall,  M.D., 
Portland,  Oregon 
Monte  A.  Greer,  M.D., 
Portland,  Oregon 


Friday,  April  22,  1966 

Morning: 

Presiding:  Allan  R.  McClary,  M.D.,  ’46,  Glenarm,  Maryland 
Venous  Disease  of  the  Lower  Extremity  Angus  D.  McLachlin,  M.D., 
Sommer  Memorial  Lecture  London,  Ontario,  Canada 

Wound  Healing  in  Experimental  William  Krippaehne,  M.D.,  ’46, 

Vascular  Grafts  Portland,  Oregon 

The  Diagnosis  and  Treatment  of  Intracranial  Bleeding  Loyal  Davis,  M.D., 
Sommer  Memorial  Lecture  Chicago,  Illinois 

Afternoon : 

Presiding:  Donald  E.  Olson,  M.D.,  ’47,  Portland,  Oregon 
Diagnosis  and  Mangement  of  Hypoglycemia  Robert  H.  Williams,  M.D., 
Sommer  Memorial  Lecture  Seattle,  Washington 

Facts  and  Fancies  of  the  Menopause  Leroy  S.  Casperson,  M.D.,  ’56, 

Portland,  Oregon 

Significance  in  Psychiatry  Allan  McClary,  M.D.,  ’46, 

Glenarm,  Maryland 

Educating  Doctors  for  the  Sick  and  the  Sex  Joseph  B.  Trainer,  M.D.,  ’46, 

Portland,  Oregon 


Examiners  Board  Licenses  9 Doctors 

At  the  conclusion  of  a special  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  January  26,  David  B.  Judd,  Secretary,  an- 
nounced that  9 doctors  who  wrote  the  State  Board 
Written  Examination  on  January  12  and  13,  had 
qualified  for  licensure  to  practice  medicine  and 
surgery  in  Oregon.  Those  who  received  licenses  are: 

Lyle  E.  Crecelius;  James  W.  Cruickshank;  S.  Hope 
Davidson;  David  L.  Haugen;  Arlen  Quan;  David 
W.  Rich;  and  Eugene  Wonderlick  all  of  Portland. 

John  N.  Anderson,  Quonset  Point,  Rhode  Island; 
and  Yuksel  A.  Inankur,  Council  Bluffs,  Iowa. 

The  next  State  Board  Written  Examination  will 
be  given  in  July,  1966. 
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WASHINGTON 


ns/ll llgtOll  S((lt€  AIciI  I C(l  l Association  — 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  Al.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


Review  of  Actions  of  Executive  Committee  and  Board  of  Trustees  of 
the  Washington  State  Medical  Association 

October,  1965,  through  January,  1966 

(Note:  Actions  and  information  regarding  implementation  of  Medicare  are  not  included 
in  this  review.  Medicare  information  is  being  assembled  and  will  be  sent  to  Associ- 
ation members  via  direct  mail.) 


October  6,  1965 

1. — Elected  Roland  D.  Pinkham,  Immediate  Past- 
President,  as  Chairman  of  the  Executive  Committee. 
Each  year,  the  Board  of  Trustees  has  approved  the 
membership  of  the  Executive  Committee  as  con- 
sisting of  the  Immediate  Past  President,  the  Presi- 
dent-Elect, the  Secretary-Treasurer  and  the  Presi- 
dent, ex-officio.  This  policy,  recommended  by 
previous  Boards  of  Trustees,  has  provided  the 
Association  with  a continuity  of  experienced  and 
informed  Executive  Committee  members. 

2. — Received  for  information,  a report  that  Carl  P. 
Schlicke,  WSMA  President,  and  Harry  Hunter, 
Chairman  of  the  WSMA  Mental  Health  Committee, 
will  serve  on  the  Medical  Advisory  Committee  to  the 
Department  of  Institutions;  and  that  Lucius  D.  Hill, 
President-Elect,  was  appointed  to  the  Department 
of  Institutions’  Hospital  Community  Council. 

3. — Received  a report  from  Dr.  Schlicke  on  the 
WSMA  Mental  Health  Committee’s  approach  to  the 
House  of  Delegates’  directive  regarding  state  mental 
hospitals,  sexual  psychopaths,  etc.,  and  determined 
that  the  Committee  would  circularize  the  county 
medical  societies  for  opinions  on  local  experience 
with  the  Department  of  Institutions  in  these  fields. 

4. — Received  the  resignation  of  Robert  C.  Coe  of 
Seattle,  from  the  WSMA  Publications  Committee, 
and  elected  Charles  R.  Cavanaugh  of  Spokane  to 
the  position.  The  Publications  Committee,  along 
with  similar  committees  from  Oregon  and  Idaho, 


supervise  the  northwest  medicine  publishing  op- 
eration. 

5. — Received  a report  from  Dr.  Schlicke  on  his 
meeting  with  Dean  John  Hogness  and  Governor 
Daniel  Evans  concerning  the  implementation  of 
H.R.  3140  (DeBakey  Program)  in  the  State  of 
Washington,  and  recommended  that  since  the  Uni- 
versity of  Washington  School  of  Medicine,  under 
the  direction  of  Dean  Hogness,  expects  to  apply 
for  a grant,  that  the  WSMA  should  continue  to 
maintain  liaison  with  Dean  Hogness  and  to  offer 
its  services  as  a direct  participant  in  formulating 
-plans.  It  was  the  opinion  of  the  Committee  that  any 
program  concerning  postgraduate  medical  educa- 
tion should  involve  practicing  physicians. 

6. — Authorized  the  attendance  of  John  Shaw  of  Ta- 
coma at  the  AMA  meeting  on  Venereal  Disease  in 
Chicago  on  November  20,  1965. 

7. — Approved  a meeting  between  Dr.  Schlicke  and 
the  Washington  State  Railroad  Association  with 
regard  to  preventable  incidents  of  car-train  collisions 
due  to  poorly  marked  railroad  crossings.  An  effort 
will  be  made  to  persuade  railroad  officials  to  im- 
prove warning  systems  at  railroad  crossings. 

8. — Appointed  a Special  Committee  on  Revision  of 
Constitution  and  By-Laws  composed  of  the  follow- 
ing physicians:  Vernon  W.  Spickard,  Seattle,  Chair- 
man; Homer  W.  Humiston,  Tacoma;  and  Heyes 
Peterson,  Vancouver. 


240 

Northwest  Medicine,  March  1966 


9. — Referred  to  the  WSMA  Subcommittee  on  Adop- 
tions, a letter  from  the  Children’s  Home  Society  of 
Washington  with  regard  to  the  formation  of  an 
Interprofessional  Committee  on  Adoption,  and 
directed  the  Subcommittee  to  investigate  the  feasi- 
bility of  such  an  Interprofessional  Committee  and 
report  to  the  Executive  Committee. 

10. — Received  a favorable  report  on  negotiations  now 
under  way  between  the  WSMA  Industrial  Insur- 
ance Committee  and  the  State  Department  of  Labor 
and  Industries  which  hopefully  will  result  in  an 
agreement  which  will  include  an  improved  fee 
schedule. 

11. — Recommended  the  appointment  of  an  Ad  Hoc 
Committee  to  study  and  make  recommendations 
concerning  the  duties,  functions  and  authorities  of 
the  Grievance  Committee,  and  that  the  Committee 
consist  of  the  following  physicians:  J.  F.  Vaughan, 
Vancouver,  Chairman;  Frederick  Schwind,  Tacoma; 
Lawrence  Penny,  Seattle;  and  Joseph  Delaney  of 
Spokane.  The  Ad  Hoc  Committee  will  meet  with 
Legal  Counsel  and  consult  with  James  Berge, 
Chairman  of  the  AMA  Judicial  Council,  and  with 
the  WSMA  Grievance  Committee,  the  immediate 
past  chairman  of  the  Grievance  Committee,  the 
Washington  State  Medical  Disciplinary  Board,  the 
Washington  State  Board  of  Medical  Examiners,  and 
others,  for  the  purpose  of  making  recommendations 
to  the  Board  of  Trustees  at  its  May  15,  1966,  meet- 
ing to  clarify  the  duties  and  functions  of  the  WSMA 
Grievance  Committee  and  to  make  appropriate 
recommendations  for  such  changes  in  the  WSMA 
Constitution  and  By-Laws  as  the  study  may  indicate 
are  necessary. 

November  10,  1965 

12. — Approved  the  Auditor’s  Financial  statements 
and  the  Secretary-Treasurer’s  Financial  Report  for 
the  month  of  October  and  the  year  to  date.  It  was 
noted  that  the  Chairman  of  the  Finance  Committee, 
Dr.  Watson,  will  meet  with  the  Executive  Committee 
on  December  15  for  the  purpose  of  discussing  the 
first  draft  of  the  Proposed  Budget  for  1966,  includ- 
ing detailed  analyses  of  costs  of  Association  projects, 
purchase  of  office  supplies,  printing,  office  equip- 
ment and  office  salaries. 

13. — Approved  the  formation  of  a Special  Ad  Hoc 
Committee  on  Blood  Banks  to  study  blood  banking 
problems,  to  draft  suggested  guiding  principles  for 
the  operation  of  blood  banking  in  the  state,  and  to 
submit  a report  on  its  work  to  the  Board  of  Trustees 
and  the  House  of  Delegates  at  the  Annual  Meeting 
in  September.  The  need  for  this  activity  became 
apparent  during  the  luncheon  on  blood  banking 
held  during  the  1965  Annual  Meeting  and,  since 
then,  in  written  remarks  on  the  problem  addressed 
to  the  Executive  Committee.  On  the  basis  of  then- 


expressed  interest  and  knowledge  in  this  field,  the 
following  physicians  are  recommended  for  this 
Ad  Hoc  Committee:  F.  E.  Geisert,  Yakima,  Chair- 
man, Ian  Black,  Mount  Vernon,  Oscar  O.  Christian- 
son, Spokane,  Quin  B.  DeMarsh,  Seattle,  R.  P.  Gibb, 
Bellingham. 

14. — Approved  the  appointment  of  the  WSMA 
Committee  on  Rehabilitation  Programs  to  serve  in 
the  additional  capacity  as  the  WSMA’s  official  Medi- 
cal Advisory  Committee  to  the  Division  of  Voca- 
tional Rehabilitation  of  the  State  of  Washington; 
and  as  the  Association’s  Medical  Advisory  Commit- 
tee to  the  O.A.S.I.  District  Offices  on  the  Social 
Security  Disability  program. 

Committee  Members  are:  Sherburne  W.  Heath, 
Seattle,  Chairman,  Robert  W.  Florence  and  George 
Gervin,  Spokane,  Buell  C.  Kingsley,  Bellingham, 
Neal  R.  Kirkpatrick,  Longview,  George  R.  Kunz, 
Tacoma,  W.  B.  Richardson,  Bremerton,  Donal  R. 
Sparkman,  Seattle. 

15. — Approved  the  following  proposal  relative  to 
Trustees  and  AMA  Delegates: 

For  several  years,  Reference  Committees  of  the 
House  of  Delegates  have  mentioned  the  desirability 
of  having  the  members  of  the  Board  of  Trutsees 
make  themselves  available,  insofar  as  is  practical, 
to  county  medical  societies  for  the  purpose  of  keep- 
ing the  societies  informed  of  State  Association 
activities,  policies,  and  special  programs  and  events. 

Likewise,  it  has  been  mentioned  that  our  AMA 
Delegates  might  make  themselves  available  to 
county  medical  societies  for  the  purpose  of  keeping 
them  informed  on  policies  and  programs  of  the  AMA 
House  of  Delegates. 

Your  Executive  Committee  believes  this  often- 
repeated  suggestion  has  merit  and  recommends  that 
WSMA  Trustees  and  AMA  Delegates,  to  the  extent 
possible,  attend  county  society  membership  and 
Board  meetings  for  the  purposes  outlined  above.  It 
also  is  recommended  that  Delegates  and  Trustees 
consider  the  feasibility  of  appearing  before  hospital 
staff  meetings.  It  is  further  recommended  that  the 
State  Association  pay  for  ordinary  out-of-pocket 
expenses  incurred  by  Trustees  and  Delegates  in 
such  informational  work. 

If  these  recommendations  meet  with  the  general 
approval  of  the  Board  of  Trustees,  the  Executive 
Committee  will  instruct  the  Central  Office  to  assist 
in  obtaining  speaking  engagements  for  Trustees 
and  AMA  Delegates  before  County  Society,  hospital 
staff  and  specialty  group  meetings. 

The  following  listing  shows  how  AMA  Delegates 
and  members  of  the  Board  of  Trustees  can  cover 
the  state: 

AMA  Delegates:  County  Medical  Societies 

Peter  T.  Brooks  Benton  - Franklin;  Chelan; 

(Assisted  by  Alternate)  Grant;  Kittitas;  Lincoln; 
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Okanogan;  Spokane;  Stev- 


ens;  Walla  Walla;  Whit- 
man, and  Yakima 

Robert  B.  Hunter 

Clallam;  Jefferson;  Skagit; 
Snohomish,  and  Whatcom 

E.  Harold  Laws  and 

All  other  Western  Washing- 

Waldo O.  Mills 

ton  County  Medical  Soci- 
eties 

W.S.M.A.  TRUSTEES: 

County  Medical  Society 

T rustee 

Benton-Franklin 

Ray  Rose 

Chelan 

Warren  Kraft 

Clallam 

Robert  Hunter 

Clark 

Heyes  Peterson  and 
Paul  Dygert 

Cowlitz- Wahkiakum 

John  Nelson 

Grant 

Harold  Tracy 

Grays  Harbor 

John  Nelson 

Jefferson 

Robert  Hunter 

King 

Robert  Coe;  Donald  Hall; 
Lucius  Hill;  E.  Harold 
Laws;  William  Mead;  Wal- 
do Mills;  Carl  Mudge; 
Roland  Pinkham;  Duncan 
Robertson;  and  Wilbur 
Watson 

Kitsap 

Charles  Muller 

Kittitas 

Herbert  Lynch 

Klickitat-Skamania 

H.  Paul  Dygert 

Lewis 

John  Nelson 

Okanogan 

Louis  Dewey 

Pacific 

John  Nelson 

Pierce 

William  Bowen  and 
G.  Marshall  Whitacre 

Snohomish 

William  Myers 

Spokane  ) 

Robert  Parker  and 

Lincoln  ) 
Stevens  ) 

Larry  Highsmith 

Thurston-M  ason 

Waldo  Mills  (in  connection 
with  AMA  Delegate  visits) 

Walla  Walla 

Peter  T.  Brooks 

Whatcom 

Warren  Bergholz 

Whitman 

Peter  T.  Brooks 

Yakima 

Herbert  Lynch  and 
Ralph  Nuzum 

27th  Medical  Society 

E.  Harold  Laws 

(Your  Executive  Committee  has  also  considered 

another  suggestion,  i.e., 

that  a member  of  the  Board 

of  Trustees  be  assigned  as  a Board  representative 
to  each  of  our  36  working  committees  which  does 
not  already  have  a Trustee  among  its  members. 

This  is  much  more  difficult  to  accomplish  on  the 
state  level  than  is  the  case  in  a County  Medical 
Society,  due  to  travel  time  and  geographic  factors. 

It  seems  we  are  not  ready  to  move  effectively  in  this 
direction  until  such  time  as  travel  expenses  are 
paid  to  all  committee  members  who  attend  commit- 
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tee  meetings.  This  in  turn  will  depend  on  future 
actions  of  the  House  of  Delegates  relative  to  in- 
creases in  dues.) 

16. — Approved  the  Association’s  taking  the  leader- 
ship in  organizing  medical  and  other  groups  to 
support  the  passage  of  a Medical  Examiner  Act  at 
the  1967  Session  of  the  State  Legislature. 

17. — Approved  a recommendation  of  the  Committee 
on  Mental  Health  that  the  W.S.M.A.  sponsor  a 
statewide  colloquium  on  sexual  psychopaths  during 
the  Spring  of  1966. 

The  purpose  of  the  Conference  is  to  review  the 
treatment,  confinement  and  aftercare  of  the  sexual 
psychopath.  The  Conference  will  be  presented  with 
the  cooperation  of  the  Mental  Health  Division  of 
the  Department  of  Institutions,  and  participants 
will  include  representatives  from  the  Superior  Court 
Judges  Association;  Washington  State  Bar  Associ- 
ation; District  Branch  of  the  American  Psychiatric 
Association;  Washington  State  Hospital  Association; 
Washington  State  Nurses  Association;  the  University 
of  Washington;  the  Washington  Correctional  As- 
sociation and  various  law  enforcement  agencies. 
The  Department  of  Institutions  is  investigating  the 
availability  of  funds  to  assist  in  underwriting  Con- 
ference costs. 

18. — Approved  a progress  report  from  the  School 
Health  Committee  on  the  previously  authorized 
Biennial  Conference  of  Physicians  and  Schools  to 
be  held  March  11-12,  1966,  in  Moses  Lake,  and 
authorized  a budget  of  $475  for  staff  expenses, 
■paper,  stamps,  signs,  envelopes  and  follow-up 
reports,  and  approximately  $750  worth  of  Central 
Office  staff  time. 

19. — Approved  plans  of  the  WSMA  Special  Commit- 
tee on  Communicable  Diseases  for  Regional  School- 
Teacher  Workshops  on  Venereal  Disease.  This  is  a 
major  AMA  program  and  our  Committee  has  ob- 
tained co-sponsorship  by  the  Washington  Congress 
of  Parents  and  Teachers,  the  Office  of  the  Superin- 
tendent of  Public  Instruction,  and  the  Washington 
State  Department  of  Health.  Public  health  funds 
are  expected  to  finance  most  of  the  costs. 

20. — Approved  the  following  recommendation  from 
the  WSMA  Committee  on  Rural  Health: 

“That  each  county  medical  society  be  urged 
to  form  a Rural  Health  Committee  if  such  a 
committee  does  not  now  exist,  and  that  the 
county  society  rural  health  committees  direct 
their  efforts  toward  ( 1 ) developing  an  effective 
tetanus  immunization  program  at  the  county 
level,  and  (2)  promote  a working  relationship 
with  high  schools  to  develop  interest  in  medicine 
as  a career  for  students  with  a rural  back- 
ground.” 

March  1966  |k 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

# WALLACE  LABORATORIES 

,Cranbury,  N.J.  cx-srei 
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21. — Received  a copy  of  the  Survey  Report  and 
Recommendations  of  the  Council  for  Reorganization 
of  Washington  State  Government  and  referred 
health  and  health-related  sections  to  appropriate 
WSMA  committees  for  study  and  report. 

22. — Approved  staff  work  by  the  Public  Relations 
Director  on  a pilot  project  with  the  Pierce  County 
Medical  Society  in  developing  a Code  of  Under- 
standing between  physicians  and  pharmacists. 

23. — Requested  further  study  of  a report  of  the 
WSMA  Advisory  Committee  to  the  State  Depart- 
ment of  Motor  Vehicles. 

December  15,  1965 

24. — Received  reports  from  Carl  P.  Schlicke,  Presi- 
dent, on  his  attendance  at  the  following  meetings: 
(1)  a first  meeting  of  the  Governor’s  Medical  Ad- 
visory Committee;  (2)  a meeting  with  the  Depart- 
ment of  HEW  in  Baltimore  on  December  13,  1965, 
which  concerned  primarily  Washington  Physicians 
Service  submitting  its  application  as  a “carrier’’  for 
Part  B of  Medicare;  and  (3)  a meeting  of  the 
Advisory  Committee  to  the  Department  of  Institu- 
tions. (Drs.  Schlicke  and  Harry  Hunter,  Chairman 
of  the  WSMA  Mental  Health  Committee,  represent- 
ed the  State  Medical  Association.) 

25. — Received  a report  from  Lucius  D.  Hill,  Presi- 
dent-Elect, on  his  attendance  at  a meeting  of  the 
Governor’s  Commission  to  study  the  problem  of 
sexual  psychopaths.  It  was  learned  that  the  Gov- 
ernor’s Commission  has  no  financial  support  and 
plans  are  being  made  to  apply  for  a grant  to  the 
National  Institute  of  Mental  Health. 

26. — Received  a report  from  Roland  D.  Pinkham, 
Immediate  Past-President,  on  the  activities  of  the 
Hill-Harris  Committee.  Dr.  Pinkham  stated  that 
the  distribution  of  Hill-Harris  funds  must  be  decided 
on  a priority  system  established  by  the  Department 
of  HEM7.  All  institutions  (hospitals)  are  classified 
as  to  eligibility  for  Hill-Harris  monies  in  the  various 
categories,  i.e.,  new  construction  and  renovation  of 
hospitals,  public  health  centers,  long-term  care  facili- 
ties, diagnostic  and  treatment  centers,  and  rehabili- 
tation facilities.  Priority  is  established  by  an  area’s 
need  in  the  various  categories,  in  accordance  with 
formulae  established  by  the  federal  government. 

27. — Received  the  following  report  from  the  WSMA 
Subcommittee  on  Adoption,  and  approved  the  ef- 
forts of  the  Subcommittee  in  the  formation  of  a 
Washington  Interprofessional  Committee  on  Adop- 
tions; and  requested  that  the  Subcommittee  keep 
the  Executive  Committee  fully  informed  as  plans 
progress.  The  report  follows: 

“It  was  decided  that  such  a Committee 
should  be  composed  of  nine  (9)  members, 


three  from  each  of  the  three  major  professions 
involved  in  adoption— the  medical,  legal  and 
social  work  professions.  One  of  the  three  rep- 
resentatives of  the  legal  profession,  should  be 
appointed  by  the  Association  of  Superior  Court 
Judges.  The  remaining  two  would  be  appointed 
by  the  Washington  State  Bar  Association.  The 
three  representatives  of  the  medical  profession 
would  be  appointed  by  the  Washington  State 
Medical  Association,  and  should  include  the 
Chairman  of  the  WSMA  Subcommittee  on 
Adoptions.  Preferably  among  these  three  would 
be  a pediatrician,  an  obstetrician  and  a general 
practitioner.  The  three  representatives  of  the 
social  work  professions  would  be  appointed  by 
the  State  Council  of  Chapters  of  the  National 
Association  of  Social  Workers,  which  is  the 
major  social  work  organization.  This  was  con- 
sidered preferable  to  having  specific  agency 
representation. 

“It  is  conceived  that  the  function  of  the 
Committee  be  the  improvement  of  communica- 
tion and  cooperation  among  those  professional 
groups  involved  in  adoption,  and  the  Committee 
would  act  as  an  interprofessional  clearing  house 
for  information.  It  is  felt  that  the  mutual 
responsibility,  in  scope  of  the  Committee,  should 
be  refined  in  the  course  of  discussion  and  ex- 
perience. 

“Upon  due  consideration  of  the  Executive 
Committee,  we  would  hope  the  various  groups 
so  stated  could  be  invited  to  join  us  in  the 
formation  of  such  a Washington  Interprofes- 
sional Committee  on  Adoption.” 

28. — Approved  a request  from  the  National  Society 
for  the  Prevention  of  Blindness  that  the  WSMA 
endorse  its  efforts  to  form  a Washington  State 
Chapter. 

January  19,  1966 

29. — Authorized  use  of  the  Association’s  name  as 
one  of  eight  co-sponsors  of  a symposium  on  “Fluor- 
ides in  Public  Health,”  at  no  cost  to  the  WSMA,  to 
be  held  in  the  Health  Sciences  Auditorium  at  the 
University  of  Washington  on  Friday,  April  22,  1966. 

30. — Received  official  notification  of  the  appoint- 
ment of  a Governor’s  Medical  Advisory  Commit- 
tee as  follows:  Robert  A.  Tidwell,  of  Seattle,  Chair- 
man; Carl  P.  Schlicke  and  Robert  P.  Parker  of  Spo- 
kane; James  W.  Haviland  and  Roland  D.  Pink- 
ham of  Seattle;  Dean  John  Hogness  of  Seattle. 
Other  members  are:  Miss  Margaret  Regan  of  Seattle, 
from  the  Nursing  Association;  Mr.  John  Dare  of 
Seattle,  representing  hospitals;  Mr.  Roy  McDonald 
of  Colfax,  representing  nursing  homes,  and  Howard 
Henderson,  D.D.S.,  of  Bremerton. 

31. — Received  from  WSMA  Sections  and  medical 
specialty  groups,  names  of  physicians  selected  to 
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serve  on  WSMA  Technical  Advisory  Committees  on 
state  administration  of  Public  Law  89-97  (Medicare) 
and  similar  programs,  as  follows: 


Anesthesiology: 

East  Side: 

Malcolm  W.  Bulmer,  Wenatchee 
Gordon  Clappison,  Yakima 
Richard  L.  Pokorny,  Spokane 
Delbert  F.  Small,  Spokane 
West  Side: 

Phillip  H.  Backup,  Tacoma 
Donald  Bridenbaugh,  Seattle 
Edward  S.  Eylander,  Tacoma 
Lucien  E.  Morris,  Seattle 
Milton  Share,  Seattle 
Donald  E.  Soltero,  Seattle 
Clayton  P.  Wangeman,  Seattle 

General  Practitioners: 

East  Side: 

Orval  Dean,  Spokane 
Louis  S.  Dewey,  Omak 
Arthur  L.  Ludwick,  Wenatchee 
Harold  L.  Tracy,  Moses  Lake 
West  Side: 

Frank  Butler,  Vancouver 
George  Hess,  Tacoma 
Wm.  A.  Johnson,  Longview 
Carl  E.  Mudge,  Seattle 

Internal  Medicine: 

East  Side: 

Joseph  Delaney,  Spokane 
Theodore  Fuller,  Wenatchee 
Ralph  Nuzum,  Yakima 
O.  Charles  Olson,  Spokane 
West  Side: 

Ralph  Brown,  Everett 
Ernest  Creelman,  Bremerton 
H.  Paul  Dygert,  Vancouver 
E.  Harold  Laws,  Seattle 
John  Lindberg,  Seattle 
William  Watts,  Seattle 
Marshall  Whitacre,  Tacoma 

Obstetrics: 

East  Side: 

Robert  C.  Beck,  Walla  Walla 
Franklin  E.  Kells,  Wenatchee 
Frank  LeCocq,  Yakima 
D.  W.  Robinson,  Spokane 
West  Side: 

Frederick  Balz,  Olympia 
Thomas  Critchfield,  Everett 
David  Figge,  Seattle 
Wayne  Holmes,  Vancouver 
Albert  Lee,  Seattle 
Robert  Rutherford,  Seattle 
Charles  G.  Stipp,  Seattle 

Ophthalmology : 

East  Side: 

Charles  L.  Gates,  Spokane 
Cornelius  E.  Hagan,  Spokane 
James  P.  McNeill,  Spokane 
Claude  K.  Miller,  Wenatchee 
West  Side: 

Wm.  P.  Berard,  Seattle 
Herschell  H.  Boyd,  Bellevue 
Geo.  H.  Drumheller,  Everett 
Louis  N.  Hungerford,  Seattle 
Walter  C.  Petersen,  Seattle 
Neil  Thorlakson,  Seattle 


Orthopedics: 

East  Side: 

Norman  Brown,  Spokane 

R.  D.  Luther,  Spokane 
William  V.  Smith,  Wenatchee 
George  Wallace,  Spokane 
Jack  B.  Watkins,  Spokane 
West  Side: 

Harry  Emmel,  Seattle 
Forrest  Flashman,  Seattle 
Robert  Florence,  Tacoma 
Louis  Fry,  Seattle 
James  Miller,  Seattle 
J.  Irving  Tuell,  Seattle 
Pathology: 

East  Side: 

Robert  W.  Bonifaci,  Wenatchee 
T.  E.  Ludden,  Spokane 
Thomas  D.  Mahoney,  Richland 
George  W.  Schneider,  Spokane 
West  Side: 

Emmanuel  Bitar,  Everett 

S.  Allison  Creighton,  Seattle 
Robert  P.  Gibb,  Bellingham 
Hugh  W.  Jones,  Seattle 
Charles  P.  Larson,  Tacoma 
Paul  K.  Lund,  Seattle 

John  L.  Whitaker,  Bremerton 
Pediatrics: 

East  Side: 

Bruce  H.  Hudson,  Yakima 
Henry  T.  Lang,  Spokane 
Donald  McGuinness,  Yakima 
Donald  C.  Phillips,  Wenatchee 
West  Side: 

Kenneth  I.  Jernberg,  Bellingham 
Glenn  Lembert,  Vancouver 
Donald  Lewis,  Seattle 
Robert  R.  Miller,  Longview 
C.  W.  Reade,  Olympia 
Alfred  L.  Skinner,  Seattle 
George  A.  Tanbara,  Tacoma 
Psychiatry: 

East  Side: 

Verne  Cressey,  Spokane 
Harry  Hunter,  Wenatchee 
Ralph  Keyes,  Walla  Walla 
Walter  Puddy,  Spokane 
West  Side: 

James  Boudwin,  Tacoma 
Neal  Ely,  Seattle 
Harold  Heinemann,  Seattle 
Howard  Krouse,  Seattle 
Arthur  Murray,  Seattle 
Marcus  R.  Stuen,  Tacoma 
Adolph  Whiting,  Seattle 

Radiology: 

East  Side: 

John  E.  Downing,  Yakima 
Ross  R.  Harcus,  Spokane 
Lloyd  H.  Smith,  Wenatchee 
Charles  L.  Stevenson,  Spokane 
West  Side: 

Wayne  A.  Chesledon,  Seattle 
Thomas  W.  Crowell,  Bellingham 
Richard  C.  Kiltz,  Everett 
Vernon  O.  Larson,  Tacoma 
John  W.  Settle,  Olympia 
Arnold  M.  Stevens,  Seattle 
M.  Marvin  Wallace,  Bellevue 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  uniikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 
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Surgery: 

East  Side: 

Richard  E.  Ahlquist,  Spokane 
Edward  F.  Cadman,  Wenatchee 
W.  Shuler  Ginn,  Yakima 
Gilman  E.  Sanford,  Spokane 
West  Side: 

Alexander  Bill,  Seattle 
James  R.  Cantrell,  Seattle 
Richard  O.  Diefendorf,  Bremerton 
David  H.  Dillard,  Seattle 
Wm.  B.  Hutchinson,  Seattle 
Lester  Sauvage,  Seattle 
Alfred  I.  Sheridan,  Seattle 

Urology: 

East  Side: 

Alfred  E.  Dodson,  Spokane 
Wilfred  A.  Flaherty,  Spokane 
Thomas  J.  Mathieu,  Yakima 
C.  Balcom  Moore,  Walla  Walla 
West  Side: 

Frank  H.  Clark,  Bellingham 
Marion  A.  Clark,  Longview 
Tate  Mason,  Seattle 
Robert  W.  Osborne,  Tacoma 
Morton  Palken,  Seattle 
Dean  Parker,  Seattle 
Rollin  G.  Wyrens,  Everett 

32. — Appointed  Roland  Pinkham  to  the  Medical 
Advisory  Committee  of  the  State  Department  of 
Health  for  Public  Health  Residency  training  pro- 
grams. 

33. — Received  a report  from  the  WSMA  Industrial 
Insurance  Committee  reporting  that  satisfactory 
progress  is  being  made  in  fee  schedule  negotiations. 
The  Committee  met  with  the  Department  of  Labor 
and  Industries’  Medical  Director  on  January  28, 
1966,  to  prepare  for  a full  meeting  between  the 
Committee  and  Department  in  February.  A public 
hearing  must  be  held,  as  soon  as  this  can  be  ar- 
ranged, and  the  fee  schedule  publicly  adopted  by 
the  Department.  Adoption  of  the  new  fee  schedule 
will  signal  the  formation  by  the  WSMA  and  the 
Department  of  a medical  advisory  and  review  com- 
mittee (s)  to  assist  in  the  medical  and  financial 
management  of  the  program  in  accordance  with  the 
Department’s  proposals  previously  distributed  to 
the  Board  of  Trustees.  Physicians  serving  on  the 
advisory  and  review  committee (s)  will  receive  out- 
of-pocket  expenses  and  a reasonable  consultation 
fee,  to  be  paid  by  the  Department,  if  the  program 
is  satsifactorily  concluded. 

34. — Discussed  proposed  “Good  Samaritan”  initia- 
tive authored  by  the  Fire  Chiefs  Association,  and 
directed  the  Public  Relations  Director  to  consult  with 
the  Chiefs  and  their  legal  counsel  to  obtain  proper 
language  as  suggested  by  the  WSMA  Legal  Counsel. 

35. — Approved  the  following  Resolutions  on  Radi- 
ology and  Pathology: 


Washington  State  Radiological  Society 
Resolution 

WHEREAS;  The  prevailing  system  in  many  hos- 
pital radiology  departments  of  merging  the  cost  of 
hospital  service  and  the  professional  fee  of  the 
radiologist,  with  collection  of  the  bill  by  the  hospital, 
has  been  responsible  for  misinterpretation  of  the 
radiologists’  position  as  being  that  of  a hospital 
employee;  and  has  led  in  many  instances  to  disputes 
over  the  method  of  division  of  the  amounts  collected 
with  resulting  strain  in  relations  between  hospital 
administration  and  radiologist;  and  leads  to  the 
possibility  of  appointment  of  a hospital  radiologist 
based  on  economic  considerations  rather  than  pro- 
fessional competence;  and 

WHEREAS;  such  misinterpretations,  disputes  and 
questionable  appointments  can  be  eliminated  by 
the  radiologists,  billing  the  patient  for  his  profes- 
sional fee  in  the  same  way  as  do  other  practicing 
physicians,  with  the  hospital  billing  separately  for 
its  technical  costs;  and 

WHEREAS;  the  terms  of  Public  Law  89-97  estab- 
lish as  the  view  of  the  Government  of  the  United 
States  that  professional  services  of  all  physicians, 
including  radiologists,  are  to  be  considered  separate 
and  distinct  from  hospital  services  in  billing;  and 
WHEREAS;  the  ACR  has  stated  that  members  of 
the  College  shall  separate  their  professional  fees 
from  hospital  charges,  and  present  their  own  bills 
to  all  patients  expected  to  pay  for  services;  and 
WHEREAS;  the  House  of  Delegates  of  the  AMA 
has  stated  that  the  fees  for  services  of  hospital- 
based  specialists  should  not  be  merged  with  hospital- 
charges;  and  that  charges  for  the  services  of  such 
specialists  should  be  established,  billed,  and  collect- 
ed by  the  medical  specialists  in  the  same  manner 
as  are  the  fees  for  other  physicians;  now  therefore 
BE  IT  RESOLVED;  that  the  Washington  Chap- 
ter of  the  American  College  of  Radiology  (Wash- 
ington State  Radiological  Society)  favor  the  prin- 
ciple and  the  implementation  of  separation  of  the 
professional  fee  from  the  hospitals’  cost  of  radio- 
graphic  examinations  with  the  radiologist  submitting 
his  own  bill  to  the  patient  in  the  same  way  as  is 
done  by  other  practicing  physicians  in  this  State; 
and  be  it  further 

RESOLVED;  that  all  members  should  arrange  to 
begin  separate  billing  on  or  before  April  1,  1966, 
except  in  such  instances  as  this  may  not  be  possible 
by  virtue  of  the  existence  of  film  contracts  which 
do  not  expire  until  after  that  date;  and  be  it  further 
RESOLVED;  that  the  Executive  Committee  of 
the  WSRS  inform  the  Washington  State  Medical 
Association  and  all  hospital  staffs  of  this  resolution, 
and  request  their  assistance  in  accomplishing  separa- 
tion of  professional  fees;  and  be  it  further 

RESOLVED;  at  such  time  as  it  believes  proper, 
the  Executive  Committee  of  the  WSRS  notify  the 
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Boards  of  Trustees  and  Administrators  of  all  Wash- 
ington State  Hospitals  and  the  local  insurance  car- 
riers of  this  resolution,  and  request  their  cooperation 
in  radiologists’  billing  of  professional  fees. 

Washington  State  Society  of  Pathologists 
Resolution 

WHEREAS,  Pathology  has  been  repeatedly  de- 
fined as  an  integral  part  of  the  practice  of  medicine; 
and 

WHEREAS,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  at  a recent  meeting  in 
Chicago,  adopted  the  following  statement  of  policy: 

“ ‘Hospital  based’  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not  be 
merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 
lished, billed,  and  collected  by  the  medical 
specialists  in  the  same  manner  as  are  the  fees 
of  other  physicians;”  and 

WHEREAS,  Public  Law  89-97,  the  Medicare 
Program,  provides  for  coverage  of  Pathology  in  such 
a manner;  and 

WHEREAS,  it  is  desirable  for  payment  of  all 
pathology  fees  to  be  done  in  a uniform  manner; 
now  therefore 

BE  IT  RESOLVED,  that  it  be  the  policy  of 
the  Washington  State  Society  of  Pathologists  that 
members  of  the  Society  shall  separate  their  profes- 
sional fees  from  hospital  charges  and  present  their 
own  bills  to  all  patients  expected  to  pay  for  services; 
and  be  it  further 

RESOLVED,  that  wherever  feasible,  hospitals 
should  not  be  designated  as  a billing  agent  for 
pathologists;  and  be  it  further 

RESOLVED,  that  pathologists  should  seek  a 
mutual  working  agreement  or  cost  reimbursement 
contract  (lease  or  concession)  for  their  services 
in  hospitals  as  this  allows  a maximum  identification 
of  the  professional  services  of  the  pathologist;  and 
be  it  further 

RESOLVED,  that  pathologists  set  their  fees 
according  to  the  worth  of  their  professional  service, 
maintaining  a zealous  guard  against  abuses  which 
would  significantly  increase  the  cost  of  medical 
care. 

36. — Received  information  from  the  Department  of 
Public  Assistance  that  John  Hodge  of  Bellingham, 
and  Hugh  Minor  of  Everett,  have  been  named  to 
the  Eye  Physicians’  Advisory  Committee.  Both  men 
had  been  nominated  by  the  WSMA. 

37. — Referred  to  the  WSMA  Committee  on  Maternal 
and  Child  Welfare  a report  of  action  by  the  AMA 
House  of  Delegates,  as  follows:  “That  all  hospitals 
and  county  medical  societies  make  an  active  investi- 
gation of  all  perinatal  deaths  occurring  in  their 
respective  areas  by  organizing  voluntary,  local  peri- 
natal mortality  study  committees.” 
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38. — Approved  a letter  of  endorsement  to  the 
Washington  Junior  Chamber  of  Commerce  wishing 
that  organization  success  in  “Project  Concern,”  an 
International  Jaycee  voluntary  effort  in  assisting 
three  out-patient  medical  clinics  in  Hong  Kong  and 
other  medical  help  programs  in  Viet  Nam. 

39. — Received  progress  reports  on  the  following: 

A.  1966  Washington  Physicians  and  Schools  Con- 
ference, Moses  Lake,  March  11-12,  1966. 

B.  Medical  Aspects  of  Sports—  One  state  and  a 
series  of  regional  conferences  at  University  of 
Washington  and  Community  Colleges  during  Fall  of 
1966.  Conferences  will  be  of  a caliber  to  provide 
college  credit  for  educators  attending. 

C.  Subcommittee  on  School  Health  Policy  has  40 
physicians  and  a like  number  of  educators  writing 
eight  separate  sections  of  comprehensive  “Guidelines 
for  School  Health  Programs”  to  be  published  by 
the  Office  of  the  Superintendent  of  Public  Instruc- 
tion and  distributed  to  local  school  systems. 

D.  Maternal  and  Child  Welfare  Committee— Sub- 
committee on  PKU.  Close  cooperation  and  communi- 
cation is  being  maintained  with  the  Washington 
Association  for  Retarded  Children  in  working  out 
voluntary  methods  of  screening  all  newborns  for 
PKU.  Mandatory  legislation  governing  PKU  tests 
has  been  passed  in  some  25  states  the  past  two  years. 

E.  Mental  Health  Committee— A state-level  “Col- 
loquium on  Sexual  Psychopaths”  will  be  presented 
April  2,  1966,  by  the  WSMA  in  close  cooperation 
with  the  State  Department  of  Institutions,  Judiciary, 
Legal,  Prosecuting  Attorneys,  Correctional  organ- 
izations, and  allied  professional  and  volunteer  health 
groups. 

F.  Communicable  Diseases  Committee  (Ad  Hoc)— 
Following  the  AMA  lead  in  re-educating  the  public 
and  students  in  particular  on  the  problem  of  venereal 
disease,  the  WSMA  is  cooperating  with  the  Depart- 
ment of  Health,  the  State  Congress  of  Parents  and 
Teachers,  and  the  Office  of  Superintendent  of  Public 
Instruction  in  presenting  21  Regional  Teachers 
Workshops  on  Venereal  Disease  in  cooperation  with 
local  County  Medical  Societies.  AMA  literature  and 
posters  will  be  distributed  along  with  a teaching 
unit  on  venereal  disease  published  by  the  U.S. 
Public  Health  Service. 

A Foundation  Proposal 

The  members  of  the  Executive  Committee, 
Trustees,  Delegates,  and  other  members  of  the  State 
Association,  for  several  years  and  particularly  during 
the  past  six  months,  have  been  discussing  ways  and 
means  of  bringing  the  knowledge  and  experience 
of  practicing  physicians  to  bear  on  the  seemingly 
endless  involvement  in  medical  practice  on  the  part 
of  the  federal  government,  labor  unions  and  other 
segments  of  the  lay  public. 
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The  following  Proposal  was  written  by  Roland 
Pinkham  and  was  referred  to  the  Board  of  Trustees 
by  the  Executive  Committee  at  its  meeting  on 
Wednesday,  January  19,  1966.  The  Board  of  Trustees 
on  Sunday,  January  23,  authorized  a Study  Com- 
mittee to  report  its  recommendations  concerning 
the  organization  of  a foundation  to  the  Board  at 
its  meeting  in  Yakima  on  May  15,  1966.  The  Study 
Committee  is  composed  of  the  following  members 
of  the  Board  of  Trustees:  H.  Paul  Dygert,  Vancou- 
ver, Chairman;  J.  William  Bowen,  Jr.,  Tacoma; 
Robert  C.  Coe  and  Duncan  Robertson,  Seattle; 
Herbert  C.  Lynch,  Yakima;  Robert  P.  Parker,  Spo- 
kane; and  J.  Walfred  Wallen,  Burlington. 

A Proposal 

During  the  past  few  years,  many  changes  have 
and  will  continue  to  alter  the  traditional  forms  of 
medical  care.  There  is  an  increasing  effort  by  social 
planners  and  governmental  agencies  to  down-grade 
the  medical  practitioner,  and  make  him  increasingly 
dependent  on  governmental  support. 

Our  services  have  never  been  needed  more  than 
they  are  right  now,  but  unless  we  can  effectively 
re-direct  present  trends,  we  shall  be  the  victims  of 
a new  “Numbers”  order  reminiscent  of  Huxley’s 
“Brave  New  World.” 

It  is  true,  social  orders  do  not  stand  still  nor 
should  they,  but  to  discard  sound  concepts  for  un- 
tried and  hastily  contrived  programs  just  must  not 
happen.  Medicine  has  always  adjusted  to  change  al- 
though at  times  reluctantly— to  new  concepts,  forms 
of  treatment,  and  socio-economic  problems.  It  is 
constantly  changing  and  with  this  change  has  gone 
an  ever-improving  quality  of  medical  care.  These 
changes  have  been  coming  at  an  increasing  rate 
so  that  now  it  is  difficult  to  keep  up  with  scientific 
advances  let  alone  the  adjustments  brought  about 
by  the  development  and  application  of  new  medical 
concepts  and  facilities. 

To  understand  and  orient  ourselves  to  these 
changes,  medical  societies  have  instituted  commit- 
tees, commissions,  study  groups  of  all  types,  and 
to  be  sure  these  have  done  well  to  keep  things 
moving  ahead  but  not  always  at  a consistent  pace. 
Recently,  we  have  had  to  expand  many  of  our  state 
activities  to  counteract  the  pressures  of  government 
and  centralized  bureaucratic  control.  Out  of  this 
maelstrom  of  social  changes  emerges  the  need  for 
continued  aggressive  action  by  your  State  Medical 
Association.  Some  of  the  major  areas  that  must  be 
reinforced  now  are  as  follows: 

1. — The  continued  control  of  medical  care  by 
the  medical  profession. 

2. — The  need  to  develop  medical  administrators 
who  can  direct  and  institute  proper  perspective 
in  formation  and  execution  of  these  programs. 

3. — The  future  planning  and  coordinating  of 
health  facilities  for  communities  and  regional 
areas,  including  education  needs. 

4. — The  development  of  sound  and  realistic 
systems  of  remuneration  for  physician  services. 
We  have  been  pushed  aside  by  the  social  planners 

for  the  moment,  but  I suspect  our  opportunities 
could  soon  again  be  forthcoming  and  we  must  be 
able  to  produce  the  men  and  ideas  to  keep  medicine 
alive  and  strong  and  free  from  bureaucratic  control. 

There  is,  therefore,  an  urgent  need  that  the  State 
Medical  Association  should  play  an  increasingly 


active  role  in  the  future  planning  and  initiating 
of  health  needs  in  this  state.  There  are  really  three 
ways  in  which  this  could  be  accomplished:  (1)  to 
continue  as  we  are  and  expand  our  programs  by 
increasing  membership  dues  every  year  or  two;  (2) 
to  greatly  increase  our  dues  now  and  establish  a 
much  larger  and  hopefully  effective  program;  and 
(3)  to  hold  our  dues  down  and  instead  establish 
a new  type  of  organization  within  the  WSMA  frame- 
work. Such  an  organization  could  then  direct  its 
attention  to  the  specific  problems  in  the  field  of 
medical  care  and  seek  funds  from  private  or  possibly 
government  agencies  to  carry  out  these  programs. 

It  seems  grossly  unfair  to  expect  the  doctors  of 
this  state  to  finance  such  public  services  programs 
by  their  own  funds  in  the  form  of  increased  dues. 
Since  these  projected  services  are  primarily  for  the 
benefit  of  society,  there  should  be  better  and  fairer 
ways  to  support  thse  programs  and  studies.  In  dis- 
cussing other  ways  of  financing  these  programs, 
the  idea  developed  that  a new  kind  of  organization 
under  WSMA  might  be  the  best  answer.  Such  an 
organization  could  apply  for  and  received  funds  to 
direct  an  educational  and  public  service  program, 
provided  the  program  is  consistent  with  the  require- 
ments of  both  the  medical  profession  and  the  grant- 
ing agency.  Money  from  private  foundations,  public 
donations,  or  through  government  grants  could  be 
used  to  help  organize  and  staff  such  an  undertaking. 

There  are  manv  things  that  immediately  come  to 
mind  that  should  be  studied  in  detail,  such  as:  (1)  a 
thorough  study  of  present  methods  and  possibly 
improving  the  system  of  remunerating  doctors  for 
medical  services;  (2)  promoting,  and  possibly  as- 
sisting, in  the  training  of  doctors  to  be  medical 
administrators;  (3)  to  work  with  the  University 
and  health  agencies  in  improving  the  quantity  and 
quality  of  anticipated  medical  personnel  and  the 
training  of  medical  specialists;  (4)  the  need  for 
establishing  hospital  programs  for  training  students, 
interns,  residents  and  para-medical  personnel  (this 
would  include  the  impact  of  medicare  on  the  county 
hospitals  in  the  state);  (5)  a working  and  fact-finding 
survey  to  assist  in  the  proper  allocation  of  funds  in 
conjunction  with  the  University  of  Washington  School 
of  Medicine,  the  state  health  agencies  and  the 
Washington  State  Hospital  Association— relative  to 
the  DeBakey  Act  and  other  pending  legislation;  and 
(6)  a sound  and  constructive  study  on  “a  look 
ahead”  in  the  field  of  environmental  health  and 
recommendations  to  civic  and  legislative  bodies 
as  to  the  medical  problems  involved. 

There  are  many  other  ideas  that  could  be  in- 
cluded. Obviously  not  all  of  these  can  and  should  be 
done  at  once,  but  this  does  given  one  an  idea  of 
what  might  be  included.  Certainly  such  an  organiza- 
tion would  be  working  closely  with  the  Executive 
Committee  of  WSMA,  Board  of  Trustees,  and  its 
Committees  and  their  Chairmen.  It  would  be  en- 
visioned that  this  would  augment  and  strengthen  the 
direction  of  the  WSMA  in  the  future,  and  make 
for  better  continuity  in  over-all  planning.  It  would 
be  contemplated  that  the  members  of  the  Board  of 
Trustees  of  the  WSMA  would  also  serve  as  the 
Board  of  Trustees  of  the  new  organization  during 
their  terms  in  office.  The  Board  of  Directors  would 
be  elected  by  the  Board  of  Trustees.  The  President 
and  President-Elect  of  the  WSMA  would  serve  as 
ex-officio  members  of  the  Board  of  Directors.  The 
Chairman  of  the  Executive  Committee  of  the  WSMA 
would  serve  as  a member  of  the  Board  of  Directors 
during  his  term  of  office.  The  number  and  term  of 

4 


249 

Northwest  Medicine,  March  1966 


membership  of  the  new  organization’s  Board  of 
Directors  is  to  be  determined.  It  would  be  hoped 
the  total  Board  would  not  number  over  8,  and  the 
term  of  office  would  not  be  less  than  5 years,  to 
provide  continuity. 

If  such  an  organization  is  decided  upon,  it  would 
seem  prudent  to  organize  and  proceed  as  soon  as 
possible.  A loan  from  the  WSMA  may  be  necessary 
at  first  to  grease  the  wheels,  but  from  then  on  all 
money  expended  by  the  new  organization  would  be 
drawn  from  specific  grants. 


Challenging  Speaker 

Physicians,  hospital  administrators  and  all  those 
in  the  health  care  field  are  invited  to  attend  an 
open  meeting  at  Washington  State  Nurses  Asso- 
ciation Biennial  Convention  when  Edward  Stain- 
brook,  Ph.D.,  M.D.,  professor  and  chairman  of  the 
Department  of  Psychiatry,  University  of  Southern 
California  School  of  Medicine,  speaks  Wednesday 
March  30,  at  8:00  p.m.,  in  the  Olympic  Hotel, 
Seattle. 

Dr.  Stainbrook,  who  is  well  known  as  a challenging 
speaker  in  both  health  science  and  educational  fields, 
will  discuss  “Self-Development,  Professional  Role 
and  the  Public  Health,”  giving  added  insight  on 
personal  as  well  as  professional  goals. 

A graduate  of  Duke  University,  he  was  formerly 
director  of  Yale  University  Psychiatric  Clinic  and 
Hospital  and  is  at  present  Chief  Psychiatrist  at  Los 
Angeles  County  General  Hospital. 

This  is  the  first  time  that  WSNA  has  opened  a 
program,  without  registration,  to  other  than  mem- 
bers. More  than  500  registered  nurses  from  through- 
out the  state  are  expected  to  attend  the  Biennial 
Convention,  March  30,  31,  April  1,  at  the  Olympic. 
Convention  theme  is  “Climate  for  Growth.” 

Health  Fraud  and  Quackery 

Good  communication  of  reliable  health  informa- 
tion is  the  theme  for  the  Washington  Conference 
on  Health  Frauds  and  Quackery,  Saturday,  May  7, 
1966,  at  The  Seattle  Center.  Professional  and 
volunteer  personnel,  including  teachers,  have  been 
invited  to  take  part  in  the  day  long  program.  Harry 
E.  Worley,  Mount  Vernon,  is  conference  chairman. 

Reviewing  the  need  for  good  communication, 
health  education  and  law  enforcement  will  be  Mr. 
C.  A.  Miller,  Postal  Inspector,  Washington,  D.C.; 
Mr.  Oliver  Field,  Department  of  Investigation, 
American  Medical  Association;  Mr.  Harold  J.  Cor- 
nacchia.  Chairman,  Health  Education  Department, 
San  Francisco  State  College;  Frederick  J.  Stare, 
Professor  of  Nutrition,  Harvard  School  of  Public 
Health;  Mr.  James  L.  Traywick,  Director  of  Con- 
sumer Education,  U.  S.  Food  and  Drug  Adminis- 
tration; Mr.  Jerry  Walsh,  The  Arthritis  Foundation; 
Sol  R.  Baker,  Associate  Clinical  Professor  of  Radi- 


ology, School  of  Medicine,  University  of  California, 
and  Mr.  William  Bechill,  first  Commissioner  on 
Aging  under  the  Department  of  Health,  Education 
and  Welfare,  Washington,  D.C. 

A Health  Facts  and  Fallacies  Exhibit  and  Film 
Program  will  be  presented  at  the  Pacific  Science 
Center  May  7 to  May  22  following  the  Conference. 
It  will  be  open  to  the  public.  Arrangements  are 
being  made  by  the  Office  of  the  Superintendent  of 
Public  Instruction,  Washington  State  Medical  Asso- 
ciation and  the  Washington  State  Council  on  Aging 
for  organized  tours  of  elderly,  student,  and  civic 
groups. 

Exhibits  and  the  film  program  constitute  a co- 
ordinated effort  by  professional  and  volunteer  organ- 
izations to  inform  the  public  on  some  of  the  more 
prevalent  quackery'  schemes  and  availability  of  com- 
petent health  information. 

Colloquium  on  Sexual  Psychopathy 

Confinement,  treatment,  release  and  follow-up 
care  of  habitual  sex  offenders  will  be  reviewed 
during  the  Washington  Colloquium  on  Sexual  Psy- 
chopathy, Saturday,  April  2,  1966,  in  Seattle. 

Recent  tragedy,  involving  a discharged  mental 
patient,  has  focused  considerable  attention  by  the 
public,  the  Governor,  and  members  of  the  Legis- 
lature, on  adequacy  of  state  law  and  programs 
dealing  with  sexual  psychopaths. 

Nationally  recognized  medical  and  legal  experts 
are  being  invited  to  attend,  and  Colloquium  partic- 
ipants will  have  opportunity  to  review  particular 
aspects  of  this  problem  during  informal  discussion 
sessions.  The  Colloquium  is  being  presented  by 
Washington  State  Medical  Association  in  close  co- 
operation with  the  Department  of  Institutions,  and 
key  voluntary  and  professional  organizations. 

For  additional  information  and  pre-registration 
material,  contact  the  Washington  State  Medical 
Association,  1800  Terry  Avenue,  Seattle  98101. 

Radiological  Society  to  Meet 

Annual  meeting  of  the  Pacific  Northwest  Radiolog- 
ical Society'  will  take  place  at  the  Empress  Hotel 
in  Victoria,  British  Columbia,  Canada,  on  May  6, 
7 and  8,  1966. 

Guest  speakers  are  Robert  G.  Fraser,  Chief, 
Diagnostic  Radiology,  Royal  Victoria  Hospital, 
Montreal,  and  professor  of  radiology  at  McGill 
University,  Montreal;  and  Harold  G.  Jacobson, 
Chief,  Division  Diagnostic  Radiology'  of  Montefiore 
Hospital,  New  York  City,  and  professor  of  radiology 
at  New  York  University. 

The  program  is  designed  for  radiologists.  The 
registration  fee  for  the  annual  meeting  is  ten 
dollars  for  Society'  members  and  twenty-five  dollars 
for  non-member  guests. 
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PRESIDENTS  page 


CARL  P.  SCHLICKE,  M.D. 


The  hottest  issue  facing  the  medical  profession 
in  the  state  of  Washington  today  is  the  problem  of 
the  sexual  psychopath.  The  problem  itself  is  as 
old  as  antiquity.  The  recent  tragic  events  which 
have  led  an  aroused  public  to  demand  that  some- 
thing be  done  are  so  well  known  as  to  require  no 
reiteration.  To  the  average  layman,  the  sexual  psy- 
chopath represents  a psychiatric  problem  pure  and 
simple.  Psychiatrists,  on  the  other  hand,  no  longer 
even  accept  the  term  “sexual  psychopath”  and  regard 
the  vast  majority  of  these  individuals  as  unbeatable. 
Regardless  of  whose  the  responsibility  is,  whether 
the  sexual  molester  or  criminal  belongs  in  a mental 
hospital  or  a correctional  institution,  the  fact  remains 
that  the  public  looks  to  the  medical  profession  for 
advice  and  guidance  in  this  matter. 

How  are  we  responding  to  this  challenge?  It  is 
immediately  apparent  that  there  are  numerous 
other  groups  who  must  share  with  us  this  responsi- 
bility. There  are  the  law  enforcement  agencies 
which  apprehend  these  offenders  in  the  first  place; 
the  prosecuting  attorneys  who  prepare  the  cases 
against  them;  the  members  of  the  bar  who  defend 
them;  the  superior  court  judges  before  whom  the 
offenders  are  tried;  the  department  of  institutions 
under  whose  custody  they  are  placed  if  convicted; 
the  board  of  prison  terms  and  parole;  the  legislators 
who  are  responsible  for  the  laws  governing  the 
handling  of  such  cases.  Then  there  are  social 
workers,  clergy  and  others  who  are  interested  al- 
though less  directly  involved.  It  was  our  hope  that 
if  we  could  bring  together  representatives  of  all 
these  groups,  and  encourage  free  discussion  between 
them,  some  ideas  might  be  forthcoming  which  would 
result  in  improved  ways  of  coping  with  the  problem. 
To  this  end  we  have  already  held  preliminary  dis- 
cussions with  the  representatives  of  most  of  these 
groups  and  invited  them  to  participate  with  the 
Mental  Health  Committee  of  the  WSMA  in  plan- 
ning and  conducting  a Colloquium  on  Sexual  Psy- 


chopathy to  be  held  in  Seattle  on  April  2nd.  It  is 
estimated  that  250  to  300  persons  will  attend  this 
gathering,  where  they  will  hear  nationally  recog- 
nized medical  and  legal  experts  and  have  an  oppor- 
tunity to  participate  in  small  informal  discussion 
groups.  Are  the  laws  of  our  state  concerning  sexual 
psychopaths  adequate  or  archaic,  do  they  need 
revision  or  only  enforcement?  Are  current  custody, 
treatment  and  release  policies  of  the  department  of 
institutions  compatible  with  the  public  welfare? 
What  is  the  latest  psychiatric  thinking  on  the  subject 
of  the  sexual  psychopath?  These  and  other  pertinent 
questions  will  be  considered. 

A second  avenue  of  approach  has  been  our 
participation  on  the  Governor’s  Advisory  Commis- 
sion. On  October  14,  1965,  Governor  Evans  released 
a statement  to  the  press  in  which  he  expressed  his 
conviction  of  the  need  “for  a broad  research  study 
to  explore  fully  the  development  of  sexual  psy- 
chopathy and  psychopathic  delinquency  and  to 
determine  more  effective  means  of  prevention  and 
correction.”  To  investigate  the  feasibility  of  such 
a study,  how  it  might  be  carried  out  and  financed, 
Governor  Evans  appointed  an  advisory  commission 
consisting  of  our  President-elect,  Lucius  D.  Hill, 
Francis  Young,  Ph.D.,  Executive  Secretary  of  the 
State  Psychological  Association,  Garrett  Heyns, 
Ph.D.,  Director  of  the  Department  of  Institutions, 
Charles  Odegaard,  Ph.D.,  President  of  the  Univer- 
sity of  Washington,  and  Mr.  Walter  C.  Howe,  legal 
assistant  to  the  governor.  With  the  intellectual 
resources  and  experience  of  the  associations  and 
institutions  represented  on  this  commission  and  the 
caliber  of  its  members,  a most  interesting  report 
should  be  forthcoming. 

Another  field  of  activity  has  been  our  cooperation 
with  the  Legislative  Council’s  Subcommittees  on 
Judiciary  and  State  Institutions.  The  latter  commit- 
tee in  particular  has  been  studying  the  institutional 
care  and  the  release  of  sexual  psychopaths  and 
the  criminally  insane  for  the  past  five  years.  Obvious- 
ly the  primary  consideration  of  the  State  Legisla- 
ture is  the  protection  of  the  general  public.  Yet 
the  committee  is  also  interested  in  determining  how 
to  afford  the  opportunity  for  rehabilitation  of  the 
sexual  psychopath  without  jeopardizing  the  safety 
of  the  community.  The  two  committees  held  joint 
hearings  in  Spokane  January  28th  and  29th  of  this 
year  under  the  chairmanship  of  Senator  George 
Kupka  of  Tacoma.  What  might  have  been  a politi- 
cal witch  hunt  proved  to  be  a sincere  and  dignified 
investigation,  with  a view  to  detecting  weaknesses 
in  existing  laws.  Witnesses  were  directed  to  refrain 
from  reference  to  specific  cases  and  to  confine  their 
remarks  to  general  consideration  of  the  overall 
problem— a wise  precaution  which  prevented  the 
hysteria  and  emotionalism  so  often  associated  with 
discussion  of  sex  crimes.  Members  of  the  medical 


251 

Northwest  Medicine,  March  1966 


profession  who  testified  included  Harry  Hunter, 
Chairman  of  the  WSMA  Mental  Health  Committee, 
G.  Charles  Sutch,  spokesman  for  the  Northwest 
District  Branch  of  the  American  Psychiatric  Associ- 
ation, John  L.  Hampson,  director  of  the  Adult 
Psychiatric  Clinic  of  the  University  of  Washington, 
Sol  Levy,  Spokane  psychiatrist,  Harris  F.  Bunnell, 
superintendent  of  Eastern  Washington  State  Hos- 
pital, William  R.  Conte,  supervisor  of  the  Division 
of  Mental  Health  for  the  State  Department  of  In- 
stitutions, and  myself  as  president  of  the  WSMA. 


We  await  with  great  interest  the  report  of  these 
legislative  committees  and  their  recommendations 
regarding  any  changes  which  they  may  deem 
advisable  in  statutes  governing  the  commitment, 
confinement,  treatment  and  release  of  the  sexual 
psychopath,  so  as  to  assure  maximum  protection 
tor  society  and  the  best  possible  medical  care  at 
the  institutional  and  community  level. 

O-lwuA  $ , V'-Vp 


WHEN  THE  CLINICAL 
SITUATION  CALLS 
FOR  VITAMIN  A- 

in  vitamin  A deficiencies  such 
as  acne  and  other  hyperkera- 
totic  dermatological  disor- 
ders, certain  ophthalmic  con- 
ditions and  disorders  in  which 
absorption  or  utilization  of 
fats  and  fat-soluble  vitamins 
may  be  impaired. 


AQUASOL A 

CAPSULES 


...aqueous  natural  vitamin  A for  faster,  more  complete  absorp- 
tion, smaller  dosage,  shorter  treatment  time,  and  better  toler- 
ance due  to  the  removal  of  allergens  and  elimination  of  fish  odor 
and  taste  by  special  processing. 


two  potencies:  25,000  U.S.P.  Units  or  50,000  U.S.P.  Units  per 
capsule. 

bottles  of  100  and  500  capsules 


Samples  and  literature  on  request 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N.  Y.  10017 
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continued  from  page  192 

Also,  through  our  relationships  at  these  confer- 
ences, we  feel  that  the  Council  helps  provide  the 
link  to  give  guidance  and  direction  to  community- 
wide planning  for  health  facilities  and  health  man 
power. 

Becoming  more  specific,  at  our  meeting  of  the 
National  Rural  Health  Conference  to  be  held  in 
Colorado  Springs  this  month,  we  shall  attack  many 
problems,  among  which  are  the  water  pollution 
control  measures,  the  medical  student  preceptor 
programs,  and  other  procedures  for  recruiting  health 
man  power  for  rural  America,  such  as,  the  AMA- 
Sears  Roebuck  Community  Medical  Assistance  pro- 
grams. Another  big  problem  is  prevention  of  farm 
accidents  because  farming  is  our  third  most  hazard- 
ous occupation  in  the  United  States,  exceeded  only 
by  mining  and  heavy  construction.  This  confer- 
ence has  been  approved  for  10  hours  AAGP  credit 
which  may  be  of  interest  to  the  many  AAGP  mem- 
bers. 

As  you  see,  we  have  a big  problem  and  much 
is  to  be  done  concerning  our  rural  health.  I shall 
attempt  to  summarize  the  proceedings  of  this  con- 
ference and  report  to  you  again. 

HOWEVER,  I WANT  TO  AGAIN  REMIND  YOU  THAT 
WE  HAVE  THE  21ST  NATIONAL  CONFERENCE  ON 
RURAL  HEALTH  SCHEDULED  FOR  THE  OLYMPIC  HOTEL 

in  Seattle  in  March  of  1968  where  everyone 

CAN  FIND  FIRST  HAND,  WHAT  WE  ARE  TRYING  TO  DO 
AND  HELP  US  DO  IT. 

Sincerely, 

LOUIS  S.  DEWEY,  M.D. 

Rural  Health  Council 
AM  A,  Region  9 
Washington,  Idaho,  Oregon,  and  Alaska 

Eye  Effects  of  DMSO 

EDITOR,  NORTHWEST  MEDICINE: 

I am  enclosing  an  official  program  of  the  meeting 
in  New  York,  March  14-16,  conducted  by  the  New 
York  Academy  of  Sciences,  and  wanted  to  bring 
you  up  to  date  on  the  present  status  of  “eye 
toxicity”  with  the  DMSO. 

We  have  now  done  ophthalmologic  checkups 
including  slit  lamp  evaluations  on  29  long  term 
patients.  The  longest  period  of  time  any  one  of 
these  patients  received  dimethyl  sulfoxide  was  18 
months.  This  is  the  total  number  of  patients  we 
have  now  checked.  In  this  group  of  29,  no  evidence 
of  any  lens  abnormality  is  present. 

As  to  animals,  large  oral  doses  can  produce  some 
alterations  in  the  lens.  Nobody  understands  the 
significance  of  these  changes.  They  do  not  seem 
to  be  cataracts.  Preliminary  evidence  indicates  that 
the  changes  whatever  their  significance  are  reversible. 


The  topical  administration  of  dimethyl  sulfoxide 
to  animals  produces  a suggestion  of  change  but  the 
lowest  topical  dose  which  has  produced  this  “sug- 
gestion” is  at  least  10  times  the  human  dosage. 

A study  will  be  presented  from  Germany  at  the 
New  York  Academy  of  Sciences  in  which  topical  di- 
methyl sulfoxide  was  applied  to  students  and  resi- 
dents at  the  Free  University  of  West  Berlin  with 
weekly  ophthalmologic  examinations.  No  changes 
occurred. 

You  will  be  pleased  to  know  that  Clare  Peterson 
will  be  on  the  program  of  the  New  York  Academy 
of  Scicences.  Clare’s  paper,  “A  Pharmacodynamic 
Study  of  DMSO,”  has  been  added  to  the  program 
and  the  abstract  will  appear  as  well  as  the  paper 
in  the  Annals. 

Thank  you  for  all  your  help. 

Yours  sincerely, 
STANLEY  W.  JACOB,  M.D. 

3181  SAV.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 


61  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


253 

Northwest  Medicine,  March  1966 


IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


Officers  and  Councilors  Meet 

First  meeting  of  the  Officers  and  Councilors  for 
1966  was  held  in  Boise  in  late  January  with  Presi- 
dent Wallace  H.  Pierce,  Lewiston,  presiding  at  the 
sessions  attended  by  immediate  Past  President  Cor- 
win E.  Groom,  Pocatello;  President-Elect  A.  Curtis 
Jones,  Boise;  Secretary-Treasurer  William  R.  Tre- 
goning, Boise;  Councilors  John  M.  Ayers,  Moscow; 
John  F.  Stecher,  Caldwell;  James  R.  Kircher,  Bur- 
ley; O.  D.  Hoffman,  Rexburg;  A.M.A.  Delegate 
Alexander  Barclay,  Couer  d’Alene,  and  A.M.A. 
Alternate  Delegate  Donald  K.  Worden,  Lewiston. 

During  the  two-day  meeting  15  persons  met 
with  the  Officers  and  Councilors  to  present  testi- 
mony on  matters  under  consideration. 

A great  deal  of  time  was  utilized  listening  to 
reports  and  plans  for  implementation  and  activation 
of  the  Social  Security  medical  care  program  destined 
to  become  effective  on  July  1,  1966.  Persons  appear- 
ing to  present  testimony  and  comments  included 
Terrell  O.  Carver,  Boise,  Administrator  of  Health; 
Mr.  Bill  Child,  Boise,  Commissioner,  Idaho  State 
Department  of  Public  Assistance.  Mr.  Leonard  O. 
Thompson,  Boise,  President,  Idaho  Hospital  Associ- 
ation (Blue  Cross),  and  O.  E.  Merrell,  State  De- 
partment of  Public  Health. 

Also  considered  was  implementation  of  Public 
Law  89-239— the  amendments  to  the  Public  Health 
Service  Act  to  assist  in  combating  heart  disease, 
cancer,  stroke  and  related  diseases. 

Persons  who  discussed  the  law  with  the  Officers 
and  Councilors  included  Lucius  D.  Hill,  Seattle, 
Clinical  Associate  in  Surgery,  University  of  Wash- 
ington School  of  Medicine;  C.  Hilmon  Castle,  Salt 
Lake  City,  Chairman,  Local  Advisory  Committee 
for  Regional  Medical  Development  Program. 

"Northwest  Mec 


Alfred  M.  Popma,  Boise,  a Past-President  of 
the  state  association,  and  one  of  Idaho’s  WICHE 
Commissioners,  Raymond  L.  White,  Boise,  former 
Idaho  A.M.A.  Delegate  and  Maurice  M.  Burkholder, 
Boise,  a former  member  of  the  A.M.A.  Council  on 
Mental  Health,  discussed  the  program  from  a local 
level  and  presented  information  concerning  the 
proposed  Idaho  Foundation  for  Medicine  and 
Biology. 

A new  form  to  be  used  in  reporting  child  abuse 
incidents  to  the  State  Department  of  Public  Assist- 
ance was  approved.  Approval  to  the  plan  had  been 
given  by  the  House  of  Delegates  when  it  adopted 
Resolution  No.  “H”  in  June,  1964. 

The  annual  audit  of  association  income  and 
expenditures  was  approved  along  with  a member- 
ship report  for  1965  and  proposed  membership  for 
the  coming  year. 

A report  calling  for  expansion  of  the  association’s 
group  insurance  programs  was  approved;  a report 
of  the  activities  of  Association’s  committees  was 
adopted;  a request  for  a meeting  with  the  Idaho 
State  Bar  Association  was  approved;  a proposed 
“Medical  Examiner’s  Law”  was  reviewed  and  re- 
ferred to  the  association’s  Medical  Planning  Com- 
mittee for  action;  a report  regarding  the  74th  An- 
nual Meeting  at  Sun  Valley,  July  6-9  was  accepted. 

A comprehensive  report  of  the  Society  of  the 
Idaho  Pathologists  regarding  Public  Law  89-97— 
Medicare— presented  by  John  S.  Broz,  Twin  Falls, 
Secretary  of  the  organization,  was  considered.  A 
resolution  containing  the  following  points  was  adopt- 
ed by  the  Officers  and  Councilors: 

L— The  practice  of  pathology,  both  clinical  and 
anatomical,  is  the  practice  of  medicine. 

2.— All  components  of  clinical  diagnostic  proced- 
ures are  professional  and  essentially  not  separable 
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CO-GEL 

THE  NEW  ANTACID 
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IN  VITRO  MEASUREMENT  OF 
ANTACID  ACTIVITY 
Procedure  of  Holbert,  Noble  and  Grote 

20  40  60  80  100  120  140  160 

TIME  (Minutes) 


___  Aluminum  Hydroxide  Magnesium  Carbonate  Co-Precipitate  (1  gram) 
» _ Aluminum  Hydroxide  Liquid  Gel  U.S.P.  (15  ml.) 

>•••*•  Aluminum  Hydroxide  Dried  Gel  U.S.P.  (1  gram) 


Holbert,  J.  M„  Noble,  N , and  Grote,  I.  W. — Jnl.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1948). 

Now,  an  antacid  tablet  with  the 
effectiveness  of  a liquid ! 

CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
Al(OH)3.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  Al(OH)3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
Al(OH)3. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 

Availability:  CO-GEL  Tablets  (bottles  of  100  and  1,000) 

CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples, 
write  to  Dept.  NW-100 


FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co-Precipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 


CONTRAINDICATIONS 

None. 


DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 
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into  professional  and  technical  components. 

3.— All  pathologists  should  make  an  effort  to  effect 
a mutual  working  agreement  with  hospitals  to  insure 
diagnostic  and  therapeutic  care  to  patients  in  the 
most  effective  manner  and  to  maintain  the  integrity 
of  pathologists  as  defined  under  the  laws  of  the 
State  of  Idaho. 

‘66  Officers  Elected 

Officers  of  the  South  Central  Idaho  District 
Medical  Society  for  1966  are: 

President:  James  E.  Sloat,  Jerome. 

President-Elect:  C.  R.  McWilliams,  Twin  Falls. 

Secretary-Treasurer:  Lauren  M.  Neher,  Jerome. 

Delegates:  James  E.  Sloat  and  Lauren  M.  Neher, 
Jerome;  Roy  O.  Shaub  and  Elmer  M.  Wright,  Twin 
Falls;  Thurman  A.  Hunt  and  Arthur  F.  Dailey, 
Rupert;  Eugene  H.  Holsinger,  Burley;  Vem  H. 
Anderson,  Buhl;  and  V.  Ellis  Knight,  Kimberly. 

Alternate  Delegates:  Reuben  C.  Matson,  Jerome; 
Royal  G.  Neher,  Shoshone;  O.  A.  Moellmer,  Rupert; 
Harry  F.  Brumbach,  Jr.,  and  Glen  A.  Hoss,  Jr.,  Twin 
Falls;  Charles  W.  Cullings,  Buhl;  and  Eugene  H. 
Holsinger,  Burley. 

Officers  of  the  Idaho  Falls  Medical  Society  for 
1966  are: 

President:  R.  Reed  Fife,  Idaho  Falls. 

President-Elect:  Jack  R.  Carey,  Idaho  Falls. 

Secretary-Treasurer:  Byron  T.  Weeks,  Idaho  Falls. 

Member-at-Large:  Taylor  H.  Carr,  Idaho  Falls. 

Delegates  and  Alternate  Delegates  not  reported. 

Officers  of  the  Bear  River  Valley  Medical  Society 
for  1966  are: 

President:  Clair  R.  Cutler,  Preston. 

President-Elect:  Glenn  W.  Schoper,  Montpelier. 

Secretary:  Leo  R.  Hawkes,  Preston. 

Delegate:  Paul  H.  Daines,  Montpelier. 

Alternate  Delegate:  Glenn  W.  Schoper,  Mont- 
pelier. 

The  Idaho  Society'  of  Anesthesiologists  has  elected 
the  following  officers  for  two-year  terms: 

President:  James  D.  Ball,  Sun  Valley. 

Vice-President:  Ly'le  E.  Wonderlich,  Twin  Falls. 

Secretary-Treasurer:  John  B.  Clauser,  Nampa. 

Personals 

L.  Stanley  Sell,  Idaho  Falls,  will  return  in  early 
April  from  a two  month  tour  to  Nicaragua  aboard 
the  medical  ship  S.  S.  Hope.  Dr.  Sell  left  in  January 
to  take  part  in  the  cruise  to  Central  America. 

S.  C.  Taylor,  Nampa,  was  named  president  of  the 
Samaritan  Community  Hospital  Staff  at  a recent 
meeting.  Others  elected  were  Henry  C.  Wesche, 
Vice-President;  Robert  A.  Blome,  Secretary,  and 
Robert  K.  Borron,  Treasurer. 

William  D.  Forney,  Boise,  has  been  re-elected  as 
President  of  the  Medical  Staff  of  St.  Luke’s  Hospital 


in  Boise.  Also  retaining  their  positions  are  Ralph  R. 
Jones,  President-Elect,  and  Richard  G.  Gardner, 
Secretary -T  reasurer. 

Thomas  R.  McDonnell,  Weiser,  has  been  selected 
by  Washington  County  Commissioners  to  serve  as 
county'  physician.  He  succeeds  Robert  M.  Coats, 
Weiser,  who  resigned. 

Claude  W.  Barrick,  Boise,  has  been  named  Presi- 
dent of  the  Medical  Staff  of  St.  Alphonsus  Hospital 
in  Boise  to  succeed  William  R.  Tregoning.  Maurice 
M.  Burkholder  was  named  President-Elect,  and 
Gerald  N.  Hecker  was  named  Secretary-Treasurer. 

Officials  honored  H.  J.  Hartvigsen,  Pocatello, 
County  Physician,  at  a recent  retirement  party  at  the 
Bannock  County  Courthouse.  Hartvigsen  has  served 
the  county  since  1917. 

Awards  for  15  years  of  service  on  the  Medical 
Staff  of  the  Caldwell  Memorial  Hospital  were  pre- 
sented at  a banquet  recently.  Receiving  the  awards 
were:  J.  P.  Finck,  J.  Lesley  Montgomery,  George 
W.  Montgomery,  Charles  E.  Kerrick,  Elizabeth  L. 
Munn,  L.  E.  Patrick  and  S.  D.  Simpson,  all  of 
Caldwell. 

State  Board  of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Boise,  January  10-12,  1966. 
Members  attending  the  session  included:  John  E. 
Comstock,  Chairman,  Pocatello;  Charles  A.  Terhune, 
Vice-Chairman,  Burley;  James  S.  Newton,  Lewis- 
ton; Charles  E.  Kerrick,  Caldwell;  Orland  B.  Scott, 
Kellogg,  and  Robert  E.  Lloyd,  Boise. 

During  the  session,  one  physician  was  denied 
permanent  licensure  and  seventeen  who  had  been 
granted  temporary  licenses  since  the  July  meeting 
of  the  Board,  received  permanent  licensure. 

Included  were:  Walter  R.  Petersen,  Talihina, 
Oklahoma;  William  G.  Doody,  Buhl;  William  N. 
Dire,  Wallace;  Ove  A.  Erdal,  Moscow;  Walter  A. 
Ricker,  Sun  Valley;  J.  Paul  Reimer,  Twin  Falls; 
John  M.  McKain,  Twin  Falls. 

John  B.  Bums,  Mtn.  Home  A.F.B.;  E.  Manley 
Briggs,  Boise;  Richard  B.  Gresham,  Pocatello;  Robert 
W.  Loehning,  Pocatello;  William  M.  Russell,  Oro- 
fino;  Wenzal  A.  Leff,  Pullman;  Eric  F.  Holt,  Black- 
foot;  Robert  M.  Phillips,  Spokane;  Stanley  W.  Moris, 
Gooding  State  TB  Hospital;  Thomas  A.  Angland, 
Hells  Canyon  Dam  Project,  Ox-Bow,  Oregon. 

SLx  physicians  were  granted  licensure  without 
written  examination  on  the  basis  of  endorsement 
from  states  maintaining  standards  comparable  to 
Idaho.  Included  were: 

Glen  D.  Baird,  Scott  Air  Force  Base,  Illinois. 
Graduate,  George  Washington  University',  Wash- 
ington, D.C.,  June  1949.  Internship,  Walter  Reed 
General  Hospital,  Washington,  D.C.,  June,  1950. 
Residency,  Fitzsimons  General  Hospital,  Denver, 
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Colorado,  1951-54.  Internal  Medicine. 

Joseph  T.  Burdic,  Ontario,  Oregon.  Graduate, 
University  of  Oregon  Medical  School,  June,  1952. 
Internship,  St.  Vincent  Hospital,  Portland,  1952-53. 
Residency,  Oregon  State  Hospital,  July,  1964,  to 
present.  Psychiatry. 

Robert  Gallagher,  Whittier,  California.  Graduate, 
Loma  Linda  University,  January,  1951.  Internship, 
Nashville  General  Hospital,  1950-51.  Residency, 
Nashville  General  Hospital,  1951-52  and  Hollywood 
Presbyterian  Hospital,  1952-54.  Obstetrics  and  Gyne- 
cology. 

Charles  G.  Smick,  Ritzville,  Washington.  Gradu- 
ate, Loma  Linda  University,  September,  1944.  In- 
ternship, Deaconess  Hospital,  Spokane,  April,  1944, 
to  December,  1944.  Residency,  Maynard  Hospital, 
Seattle,  1945.  General  Practice. 

John  T.  Mitchell,  Idaho  Falls.  Graduate,  St.  Louis 
University  School  of  Medicine,  June,  1959.  Intern- 
ship, Wadsworth  Hospital,  Veterans  Administration 
Center,  July,  1959-60.  Residency,  University  of 
Colorado  Medical  Center,  Denver,  July,  1960,  to 
June,  1964.  Pathology. 

Jimmie  C.  Starck  (Nampa)  Ft.  Hood,  Texas. 
Graduate,  Emory  University  School  of  Medicine, 
Atlanta,  Georgia,  June,  1964.  Internship,  Weld 
County  General  Hospital,  Greely,  Colorado,  June, 
1965.  Military  Duty. 

The  Board  met  with  the  Physical  Therapy  Ad- 
visory Committee.  Members  of  the  Committee  are: 
Mr.  J.  Perry  Silver,  Jr.,  Boise,  Chairman;  Mr.  Douglas 
S.  Raymond,  Idaho  Falls,  and  Mrs.  Mary  G.  Yost, 
Twin  Falls. 

Three  physical  therapists  took  the  written  examin- 
ation. They  were:  Reginald  L.  Wegner  and  Betty 
Lou  Wegner,  both  of  Caldwell,  and  Sheila  Bastian, 
Boise. 

Granted  registration  without  examination  on  the 
basis  of  endorsement  was  Mrs.  Laura  S.  Coleman, 
Boise. 

Two  Temporary  Licenses  were  granted  in  Jan- 
uary. Receiving  them  were: 

Al  H.  Kuykendall,  Boise.  Graduate,  University 
of  Tennessee  College  of  Medicine,  Memphis,  March 
21,  1960.  Internship,  University  of  Chicago  Hos- 
pitals and  Clinics,  Chicago,  June  28,  1961.  Neuro- 
logical Surgery  Residency,  Veterans  Administra- 
tion Hospital,  Portland,  1961  to  1966.  Granted  TL- 
359,  January  25,  1966.  Neurological  Surgery. 

William  D.  Fitzgerald,  Moscow.  Graduate,  Tu- 
lane  University  School  of  Medicine,  New  Orleans, 
May,  1943.  Internship,  Touro  Infirmary,  New  Or- 
leans, March,  1944.  Residency,  Memorial  Hospital, 
Roanoke,  Virginia,  1948-49.  Johnston  Memorial  Hos- 
pital, Abingdon,  Virginia,  1949-50.  Granted  TL-360, 
January  28,  1966.  Student  Health  Service. 


Idaho  Foundation  for  Medicine  and  Biology 

Several  Idaho  physicians  are  among  the  founders 
of  the  Idaho  Foundation  for  Medicine  and  Biology, 
which  it  is  hoped  will  ultimately  lead  to  the  estab- 
lishment of  a medical  school  in  Idaho. 

The  venture  was  officially  launched  at  an  organi- 
zational meeting  February  5 in  Boise. 

Among  those  signing  the  Articles  of  Incorporation 
were  A.  Curtis  Jones,  President-Elect  of  the  Idaho 
State  Medical  Association,  Alfred  M.  Popma,  Ray- 
mond L.  White,  Glenn  M.  Talboy,  M.  M.  Burkholder, 
Frank  W.  Crowe,  G.  E.  Rosenheim,  James  J.  Cough- 
lin, Robert  F.  Holdren  and  H.  L.  Newcombe.  all  of 
Boise,  and  Paul  M.  Ellis,  Wallace,  Chairman  of  the 
Idaho  State  Board  of  Health.  Also  signing  was 
Mr.  Armand  L.  Bird,  Executive  Secretary’,  Idaho 
State  Medical  Association. 

Officers  of  the  organization  include  Mr.  H.  West- 
erman  Whillock,  Boise,  President;  Alfred  M.  Popma, 
Vice  President,  and  Mr.  T.  H.  Eberle,  Secretary- 
Treasurer. 

Dr.  White  was  designated  as  Executive  Vice-Pres- 
ident and  General  Manager  of  the  foundation,  which 
will  seek  federal  funds  for  establishment  of  a number 
of  programs  in  Idaho,  including  research  centers, 
particularly  one  for  heart  disease,  cancer  and  stroke. 
The  foundation  will  work  with  private  and  govern- 
mental groups  to  establish  a center  for  community 
health  research  and  in  time  to  create  an  institute 
for  medical  and  biological  research. 

Initially,  the  foundation  will  provide  the  mechan- 
ism to  raise  funds  from  private,  foundation  and 
federal  sources  and  will  serve  as  a center  for  con- 
tinuing education  in  the  health  professions,  accord- 
ing to  Dr.  White.  After  the  research  center,  or 
centers,  come  into  being,  he  said,  the  program  can 
provide  the  basis  for  attraction  of  intern  programs 
in  “our  hospitals  and  the  basis  for  a medical  school 
in  Idaho.” 

He  said  “it  will  take  from  10  to  15  years  before 
we  would  be  ready  for  a medical  school.” 

It  was  agreed  at  the  organizational  meeting  that 
the  foundation  would  need  to  raise  a minimum  of 
$50,000  a year  from  private  sources  for  the  next 
two  years. 

Dr.  White  said  the  new  foundation  will  be  staffed 
with  professionals  and  will  establish  a medical  library 
and  various  facilities  in  its  program  to  continue 
education  in  the  health  professions. 

Dr.  White  reported  that  the  people  in  the  federal 
Department  of  Health,  Education  and  Welfare  also 
“are  enthusiatic  about  this  project.” 

The  Articles  of  Incorporation  were  filed  with  the 
Idaho  Secretary’  of  State  February  7. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


The  keys  to  orthopedic  anatomy.  By  William  A.  Miller, 
M.D.,  Assistant  Professor  of  Orthopedic  Surgery,  and  Chair- 
man of  the  Residents'  Training  Committee.  University  of 
Oklahoma  School  of  Medicine,  Oklahoma  City,  Oklahoma. 
155  pp.  Price  $5.75.  Charles  C Thomas,  Springfield,  111., 
1965. 

Anatomy  and  surgical  technique  of  groin  dissection  . By 
John  S.  Spratt.  Jr.,  M.D.,  F.A.C.S.,  Chief  Surgeon  and  Chief 
of  Staff,  Ellis  Fischel  State  Cancer  Hospital,  and  Associate 
Professor  in  Surgery  (nonregular),  University  of  Missouri, 
Columbia,  Mo.;  Associate  Professor  in  Surgery,  Washing- 
ton University  and  Assistant  Surgeon,  Barnes  Hospital, 
St.  Louis,  Mo.;  William  Shieber,  M.D.,  F.A.C.S.,  Chief,  Di- 
vision of  Vascular  Surgery,  Jewish  Hospital  of  St.  Louis, 
Instructor  in  Surgery,  Washington  University,  and  Assist- 
ant Surgeon,  Barnes  Hospital,  St.  Louis,  Mo.;  Consultant  in 
Surgery  and  formerly  Resident  Surgeon,  Ellis  Fischel 
State  Cancer  Hospital,  Columbia.  Mo.,  and  Burl  Mayes 
Dillard,  M.D.,  Director,  Tumor  Clinic.  St.  Louis  City 
Hospital,  Assistant  Surgeon,  Barnes  Hospital,  and  Instruc- 
tor in  Surgery,  Washington  University.  St.  Louis,  Mo.; 
Consultant  in  Surgery  and  formerly  Resident  Surgeon  and 
Assistant  Surgeon,  Ellis  Fischel  State  Cancer  Hospital, 
Columbia,  Mo.  97  pp.  Illustrated.  Price  $9.95.  C.  V.  Mosby 
Company,  St.  Louis  Mo.,  1965. 

Surgery  in  America:  From  the  colonial  era  to  the  twen- 
tieth century.  Edited  by  A.  Scott  Earle,  M.D.,  280  pp.  Illus- 
trated. $8.50.  W.  B.  Saunders  Company,  Philadelphia,  Pa., 
1965. 

Medicine  in  transition.  By  Iago  Galdston,  M.D.  220  pp. 
Illustrated.  Price  $5.95.  University  of  Chicago  Press,  Chi- 
cago, 1965. 

Microhemocirculation.  Observable  variables  and  their  bio- 
logic control.  By  Elio  Maggio,  M.D.,  F.I.C.A.,  Assistant 
Professor  of  Otolaryngology,  University  of  Illinois,  College 
of  Medicine.  Chicago,  Illinois;  "Privat  Dozent”  of  Bio- 
chemistry and  Otolaryngology,  University  of  Naples,  Col- 
lege of  Medicine,  Naples,  Italy.  194  pp.  Illustrated.  Price 
$16.50.  Charles  C Thomas,  Springfield,  111.,  1965. 

Psychological  and  allergic  aspects  of  asthma.  By  Michael 
L.  Hirt,  Ph.D.,  Assistant  Professor,  Department  of  Psy- 
chiatry. Marquette  University  School  of  Medicine,  Mil- 
waukee, Wisconsin;  Lecturer,  University  of  Wisconsin,  Mil- 
waukee, Wisconsin;  and  Chief.  Gerontology  Research  Sec- 
tion, Psychology  Service,  Veterans  Administration  Center, 
Wood,  Wisconsin.  332  pp  Illustrated.  Price  $10.50.  Charles 
C Thomas,  Springfield.  111.,  1965. 

Biophysical  mechanisms  in  vascular  homeostasis  and  intra- 
vascular thrombosis.  Edited  by  Philip  N.  Sawyer,  M.D., 
Associate  Professor  of  Surgery  at  the  State  University  of 
New  York,  Downstate  Medical  Center:  Head,  Vascular 
Surgical  Service,  King  County  Hospital  Center;  Consul- 
tant in  Vascular  Surgery  to  St.  John’s  Episcopal  Hospital, 
Swedish  Hospital,  and  Methodist  Hospital,  Brooklyn: 
Markle  Scholar  in  Medical  Science.  379  pp.  Illustrated. 
Price  $8.95.  Appleton-Century-Crofts,  New  York,  1965. 

Handbook  of  physical  medicine  and  rehabilitation.  Edited 
by  Frank  H.  Krusen.  M.D..  Professor  and  Coordinator  of 
Physical  Medicine  and  Rehabilitation.  Temple  University 
School  of  Medicine;  Emeritus  Professor  of  Physical  Medi- 
cine and  Rehabilitation,  Mayo  Graduate  School  of  Medi- 
cine, University  of  Minnesota.  725  pp.  Illustrated.  Price 
$16.50.  W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1965. 

The  management  of  fractures  and  soft  tissue  injuries,  2nd 
edition.  By  the  Committee  on  Trauma.  American  College 
of  Surgeons.  Based  on  An  outline  of  the  treatment  of  frac- 
tures, 8th  edition  and  Early  care  of  acute  soft  tissue  in- 
juries. 3rd  edition.  365  pp.  Illustrated.  Price  $7.50.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.,  1965. 

Electrocardiography  and  vectorcardiography.  Instrumenta- 
tion. fundamentals  and  clinical  applications.  By  Lawrence 

E.  Lamb,  M.D.,  Professor  of  Internal  Medicine,  Chief, 
Medical  Sciences  Division,  USAF  School  of  Aerospace 
Medicine.  Brooks  Air  Force  Base,  Texas.  609  pp.  Illus- 
trated. Price  $17.00.  W.  B.  Saunders  Company,  Philadel- 
phia, Pa.,  1965. 

Obstetrics,  13th  edition.  By  J.P.  Greenhill,  M.D.,  F.A.C.S., 

F. I.C.S.-Hon-,  F.A.C.O.G.,  Senior  Attending  Obstetrician 
and  Gynecologist,  The  Michael  Reese  Hospital;  Obstetri- 
cian and  Gynecologist,  Associate  Staff,  The  Chicago  Lying- 
in  Hospital;  Attending  Gynecologist,  Cook  County  Hos- 
pital, Professor  of  Gynecology,  Cook  County  Graduate 
School  of  Medicine.  1296  pp.  Illustrated.  Price  $20.00.  W.  B. 
Saunders  Company,  Philadelphia,  Pa.,  1965. 


A current  technique  of  aortoiliac  and  femoropopliteal 
endarterectomy  for  obliterative  atherosclerosis.  By  Jack  A. 
Cannon,  M.D.,  Department  of  Surgery,  School  of  Medicine, 
University  of  California,  Center  for  Health  Sciences,  Los 
Angeles,  California.  54  pp.  Illustrated.  Price  $4.75.  Charles 
C Thomas,  Springfield,  111.,  1965. 

Civil  war  medicine.  By  Stewart  Brooks.  148  pp.  Illustrated. 
Price  $6.00.  Charles  C Thomas,  Springfield,  111.,  1966. 

The  chest  film  in  massive  pulmonary  embolism.  By  Daniel 
J.  Torrance,  Jr.,  M.D.,  Member,  Scripps  Clinic  and  Re- 
search Foundation;  Chief.  Division  of  Diagnostic  Roentgen- 
ology, La  Jolla,  California;  Formerly,  Associate  Professor, 
The  Johns  Hopkins  University  of  Medicine  and  Chief, 
Division  of  Diagnostic  Roentgenology,  The  Johns  Hopkins 
Hospital  and  Medical  School.  Baltimore,  Maryland.  74  pp. 
Illustrated.  Price  $6.75.  Charles  C Thomas,  Springfield, 
111.,  1963. 


The  cry  for  help.  Edited  by  Norman  L.  Farberow,  Ph.D. 
and  Edwin  S.  Felix,  M.D.  398  pp.  Illustrated.  Price  $9.95. 
The  Blakiston  Division,  McGraw-Hill  Book  Company, 
Inc.,  New  York,  1961. 


Current  problems  in  tuberculosis.  By  Samuel  Phillips, 
M.D.,  Chief.  Pulmonary  Diseases,  Veterans  Administration 
Hospital;  Associate  Professor,  Department  of  Medicine, 
Division  of  Pulmonary  Diseases,  University  of  Tennessee 
College  of  Medicine.  Memphis.  Tennessee.  123  pp.  Illus- 
trated. Price  $7.50.  Charles  C Thomas,  Springfield,  111., 
1966. 


Ferment  in  medicine,  A study  of  the  essence  of  medical 
practice  and  of  its  new  dilemmas.  By  Richard  M.  Magraw, 
M.D..  Professor,  Departments  of  Internal  Medicine  and 
Psychiatry.  University  of  Minnesota;  Director,  Compre- 
hensive Clinic  Program,  University  of  Minnesota  Medical 
School.  With  a chapter  on  Automation  in  Medicine  written 
in  collaboration  with  Daniel  B.  Magraw.  M.B.A.,  Lecturer 
in  Accounting,  School  of  Business  Administration,  and 
Lecturer  in  Public  Administration,  School  of  Public  Ad- 
ministration. University  of  Minnesota.  273  pp.  Illustrated. 
Price  $6.50.  W.  B.  Saunders  Company,  Philadelphia,  Pa., 
1966. 


Guide  questions  for  medical  technology  examinations. 
By  Rose  M.  Morgan.  B.S.,  M.T.  (ASCP).  President,  North 
Dakota  Society  of  Medical  Technologists:  Formerly  In- 
structor, School  of  Medical  Technology,  Trinity  Hospital: 
Chairman,  Membership  Committee.  American  Society  of 
Medical  Technologists;  Member,  Advisory  Council.  Ameri- 
can Society  of  Medical  Technologists,  Minot,  North  Dakota. 
240  pp.  Illustrated.  Price  $14.00.  Charles  C Thomas,  Spring- 
field,  111.,  1966. 

Mechanisms  of  disease.  An  introduction  to  pathology.  By 
Ruy  Perez-Tamayo.  M.D.,  Professor  and  Director  of  the 
Department  of  Pathology  of  the  School  of  Medicine,  Na- 
tional University  of  Mexico.  512  pp.  Illustrated.  Price 
$14.00.  W.  B.  Saunders  Company.  Philadelphia,  Pa.,  1961. 

Neurocutaneous  diseases.  By  John  A.  Aita.  PhD.,  M.D., 
Associate  Professor,  Neurology  and  Psychiatry,  University 
of  Nebraska  College  of  Medicine,  Omaha,  Nebraska.  85  pp. 
Illustrated.  Price  $4.75.  Charles  C Thomas,  Springfield. 
111.,  1966. 

Operative  obstetrics,  2nd  edition.  By  R.  Gordon  Douglas. 
Emeritus  Professor  Obstetrics  and  Gynecology,  Cornell 
University  Medical  College;  Consultant  in  Obstetrics  and 
Gynecology  to  the  New  York  Hospital  and  to  The  Roose- 
velt Hospital;  Formerly  Director  of  The  New  York  Lying- 
In  Hospital;  Director,  Maternal  and  Child  Care  Project, 
Department  of  Health.  New  York  City,  and  William  B. 
Stromme,  Clinical  Assistant  Professor  in  Obstetrics  and 
Gynecology,  University  of  Minnesota  Medical  School:  At- 
tending Obstetrician  and  Gynecologist.  Northwestern  Hos- 
pital and  Fairview  Hospital,  Minneapolis;  Formerly  In- 
structor in  Obstetrics  and  Gynecology,  Cornell  University 
Medical  College;  Assistant,  Attending  Obstetrician  and 
Gynecologist,  The  New  York  Hospital.  With  assistance 
from  Masao  Nakamoto.  M.D..  Chief  of  Obstetrics,  The 
White  Memorial  Medical  Center;  Attending  Obstetrician 
and  Gynecologist,  The  White  Memorial  Hospital.  Los  An- 
geles; Assistant  Clinical  Professor  of  Gynecology  and 
Obstetrics.  Loma  Linda  University  School  of  Medicine; 
Formerly  Clinical  Instructor  in  Obstetrics  and  Gynecology. 
Cornell  University  Medical  College;  Assistant  Attending 
Obstetrician  and  'Gynecologist.  The  New  York  Hospital. 
779  pp.  Illustrated.  Price  $22.50.  Appleton-Century-Crofts, 
New  York,  1965. 

Splenoportography.  Diagnostic  phlebography  of  the  portal 
venous  system.  By  Lucien  Leger,  M.D.,  Professor  of  Clinical 
Surgery.  Medicine  Faculty  of  Paris:  Chief  Surgeon  of 
Cochin'  Hospital.  Paris;  Member  of  French  Academy  of 
Surgery.  121  pp.  Illustrated.  Price  $8.50.  Charles  C Thomas, 
Springfield,  111.,  1966. 

Antiviral  substances.  By  L.  W.  Akers,  G.  Appleyard, 
R.  Bablanian.  et  al.  Edited  by  Harold  B.  Whipple,  pp. 
1-482.  Illustrated.  Price  $8.00.  New  York  Academy  of 
Sciences,  New  York,  1965. 


258 

Northwest  Medicine,  March  1966 


PRESIDENT’S  page 


WALLACE  H.  PIERCE,  M.D. 


The  Officers  and  Councilors  of  the  Idaho  State 
Medical  Association  are  pleased  to  announce  that 
Idaho  will  nominate  Raymond  L.  White,  Boise,  as 
Trustee  of  the  American  Medical  Association  to 
succeed  Raymond  M.  McKeown  of  Oregon  at  the 
next  annual  convention  in  Chicago. 

Dr.  White,  known  across  the  nation  as  “Bud,” 
has  a most  distinguished  record  of  service  to  his 
profession,  his  state  and  his  country. 

He  has  served  in  the  AMA  House  of  Delegates, 
three  times  as  Chairman  of  the  Reference  Commit- 
tee on  Leglislation  and  Public  Relations.  As  a mem- 
ber of  the  Council  on 
Legislative  Activities,  he 
was  a member  of  the 
sub-committee  that  de- 
veloped the  structure  and 
recommended  the  forma- 
tion of  AMPAC. 

He  has  had  the  experi- 
ence of  four  years  of 
military  service,  18  years 
in  the  private  practice 
of  general  surgery,  and 
four  years  as  Director  of 
the  Division  of  Socio- 
Economic  Activities  of 
the  American  Medical  Association  (formerly  the 
Division  of  Environmental  Medicine  and  Medical 
Services ) . 

On  January  1,  1966,  Dr.  White  became  an  inde- 
pendent consultant  in  medical  socio-economics.  He 
serves  as  consultant  to  the  Executive  Vice-President 


of  the  American  Medical  Association,  to  the  Assist- 
ant Secretary  of  Health,  Education  and  Welfare 
(Science  and  Health)  and  to  industry. 

He  is  a Commissioner  and  member  of  the  Execu- 
tive Committee  of  the  National  Commission  on  Com- 
munity Health  Services  and  a member  of  the 
Surgeon  General’s  Community  Health  Advisory 
Committee. 

In  Idaho,  Dr.  White  served  as  a State  Senator 
with  a primary  interest  in  health,  welfare  and 
education  legislation.  He  is  a Trustee  of  the  College 
of  Idaho  and  is  a member  of  the  Board  of  Directors 
and  Executive  Vice-President  of  the  newly  estab- 
lished Idaho  Foundation  for  Medicine  and  Biology. 

Dr.  White  left  his  administrative  position  with 
the  AMA  because  of  a health  problem  but  his 
health  is  now  better  than  ever. 

Within  the  past  four  months.  Dr.  White  has 
traveled  more  than  50,000  miles  in  medicine’s 
interest.  Dr.  and  Mrs.  White  have  re-established 
their  residence  at  300  South  Straughn  Avenue, 
Apartment  604,  Boise,  Idaho. 

We  recommend  Dr.  White  to  your  support  for 
many  reasons:  his  demonstrated  sound  judgment, 
his  broad  experience,  his  personal  knowledge  of 
medicine’s  problems,  his  vast  energy,  his  proven 
ability  and  his  deep  concern  for  the  future  of  our 
profession. 
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RAYMOND  L.  WHITE,  M.D. 


Biographical  Sketch,  Raymond  L.  White,  M.D. 


RAYMOND  L.  WHITE,  M.D. 


Raymond  L.  “Bud’’  White  was  bom  in  New 
Plymouth,  Idaho,  December  19,  1913.  He  gradu- 
ated from  the  College  of  Idaho  in  1935  with  a 
B.S.  Degree  in  Biology. 

He  obtained  his  medical  education  at  Stritch 
School  of  Medicine  of  Loyola  University,  Chicago, 
receiving  his  degree  in  1940.  He  interned  at  Mary’s 
Help  Hospital,  San  Francisco  and  received  special- 
ized training  at  the  U.  S.  Air  Force  School  of  Avia- 
tion Medicine,  Randolph  Field,  Texas,  and  at  the 
School  of  Tropical  Medicine,  Washington,  D.C. 

He  served  on  active  duty  with  the  Air  Force  from 
November,  1940,  to  September,  1944,  and  was 
Chief  of  Surgeiy  at  Hickam  Field,  T.H.,  on  Decem- 
ber 7,  1941.  He  was  a major  at  the  time  of  his 
retirement  from  active  duty. 

Dr.  White  has  served  organized  medicine  in  many 
capacities.  During  the  time  he  was  engaged  in  his 
surgical  practice,  he  was  President  of  the  South- 
western Idaho  District  Medical  Society  for  two 
terms;  was  a Delegate  from  his  society  to  the  Idaho 


State  Medical  Association  from  1947  to  1961;  he 
served  as  Alternate  Delegate  to  the  A.M.A  from 
1952  to  1957  and  as  Idaho  Delegate  to  the  American 
Medical  Association  from  1957  to  1961. 

He  was  Chairman  of  the  Executive  Committee 
of  the  Idaho  Division  of  the  American  Cancer 
Society  from  1950  to  1959,  and  was  a member  of 
the  Board  of  Directors  of  the  Idaho  Public  Health 
Association  from  1947  to  1954  and  served  as  Presi- 
dent from  1952  to  1954. 

Active  in  civic  and  fraternal  affairs,  Dr.  White 
is  a member  of  the  B.P.O.E.  Lodge  No.  310,  Boise; 
Oriental  Lodge  No.  60,  A.F.  and  A.M.;  Scottish  Rite 
Bodies;  Royal  Arch  Mason  and  Knight  Templar; 
El  Korah  Shrine;  the  Idaho  Historical  Society  and 
Rotary  Club. 

Dr.  and  Mrs.  White  have  two  children,  Susan, 
22,  a senior  at  the  College  of  Idaho,  and  Robert 
Martin,  17,  a junior  at  St.  John’s  Military  Academy, 
Delafield,  Wisconsin.  The  White’s  are  members  of 
the  Presbyterian  Church. 
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iow  available  for  many  vital 
clinical  situations.  For  complete 
nformation  on  Baxter 


Mannitol,  see  your 
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Dr.  Smith  Returns  from  Bogota' 


In  conversation  at  a reception  at  the  British  Embassy 
in  Bogota',  Colombia,  on  January,  18,  1966,  are:  (from  left 
to  right  seated)  British  Ambasador  Sir  Edgar  Vaughan, 
Robert  S.  Smith,  M.D.,  Boise  surgeon,  Juan  Jacobo  Munoz, 
M.D.,  Colombian  Minister  of  Health;  and  Rafael  Cases, 
M.D.,  Dean  of  the  Faculty  of  Medicine  of  the  National 
University;  (standing)  Mr.  Francis  E.  Townsend,  Cultural 
Attache  of  the  American  Embassy. 

Robert  S.  Smith,  of  Boise,  has  returned  from  an 
extended  visit  to  Bogota',  Colombia,  where  he  gave 
a paper  on  “Pancreatic  Injuries”  before  the  staff 
of  San  Juan  de  Dios  Hospital,  a teaching  center  of 
the  Faculty  of  Medicine  of  the  National  University. 
While  in  Bogota',  Dr.  Smith  had  an  opportunity  to 
inspect  hospital  facilities  of  the  Colombian  capital 
and  to  meet  a number  of  the  leading  medical  men 
there.  Dr.  Smith  was  under  the  guidance  of  Rafael 
Casas,  Dean  of  the  Faculty  of  Medicine  of  the 
National  University,  Luis  Forero,  English-educated 
Vice-Dean,  and  Juan  Jacobo  Munoz,  Colombian 
Minister  of  Health.  Dr.  Smith’s  paper  at  San  Juan 
de  Dios  Hospital  was  given  in  English,  and  trans- 
lated immediately  by  Dr.  Forero. 

While  the  visit  to  Colombia  was  under  the 
auspices  of  the  United  States  Information  Service, 
and  many  related  details  were  arranged  by  Mr. 
Francis  E.  Townsend,  Cultural  Attache  of  the  Ameri- 
can Embassy,  Dr.  Smith  was  in  Bogota'  as  the  guest 
of  Sir  Edgar  Vaughan,  British  Ambassador,  and 
Lady  Vaughan.  Ambassador  Vaughan  and  Dr.  Smith 
have,  in  common,  degrees  from  Oxford  University, 
and  are  personal  friends. 

Dr.  Smith  found  the  services  at  San  Juan  de  Dios 
Hospital  to  be  comparable  in  scope  and  operation  to 
some  of  the  large  charity  and  city  operated  institu- 
tions in  metropolitan  locations  throughout  the  United 
States.  Figures  from  the  general  surgical  section  of 
the  hospital  emphasize  the  large  percentage  of  trau- 
matic surgical  cases  now  being  handled  at  San 
Juan  de  Dios.  Because  of  population  pressures  in 
Bogota',  the  facilities  and  staff  of  the  hospital  are 
much  in  demand. 
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DEPROL 

meprobamate  400  mg,  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride—  Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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SPECIAL  ARTICLE 


State-Community  Partnership  in  Mental  Health  Services 

THE  HONORABLE  DANIEL  J . EVANS,  Governor,  Olympia,  Washington 


D uring  the  past  year,  and  beginning  with  the  last 
legislative  session,  I think  we  have  seen  a shift,  a 
remarkable  shift,  in  the  attitude  of  government  and 
the  attitude  of  the  legislature  and  administration 
towards  this  problem  of  mental  health  and  mental 
retardation,  particularly  as  it  affects  the  community. 

I think  we  are  on  the  brink  of  a new  and  exciting 
era  in  the  development  of  services  for  the  mentally 
ill  and  the  mentally  retarded.  We  have  set  as  our 
objective,  and  I hope  it  is  yours,  reversal  of  the  em- 
phasis of  a hundred  years  on  institutional  confine- 
ment and  have  marked  down  a program  of  returning 
care  of  the  mentally  ill  and  the  mentally  retarded 
to  the  communities  in  which  those  so  afflicted  live. 
With  the  knowledge  already  available  to  us,  and 
that  which  we  will  gain  along  the  way  in  experi- 
mental programs  such  as  that  currently  being 
initiated  in  the  Olympic  Center  in  Bremerton,  it  is 
clear  that  our  goal  is  an  attainable  one  and  the  road 
ahead  is  bright  with  new  promise. 

There  is  also  work  ahead.  It  is  one  thing  to 
realize  that  community  services  are  possible  and 
quite  another  to  bring  about  this  local  program 
on  a statewide  basis  and  to  provide  high  quality 
service  for  all  the  needs  of  all  of  the  communities 
of  this  state.  Equitable  distribution  of  available 
supplies,  of  both  manpower  and  money,  in  meeting 
the  needs  of  all  of  our  citizens  is  really  the  challenge 
that  faces  all  of  us.  This  requires  critical  appraisal 
of  our  resources  in  an  attempt  creatively  to  match 

them  to  existing,  unmet 
needs— and  those  unmet 
needs  are  huge.  In  doing 
so  we  must  look  beyond 
current  concepts  and  op- 
erational models  in  an 
effort  to  improve  our  ef- 
ficiency. We  shall  need 
to  bring  more  people  to 
the  task  of  caring  for  the 
mentally  ill  and  the  men- 
tally retarded  in  both 
traditional  personnel  ca- 
tegories and  probably  in 
new  ones  yet  to  emerge; 

Delivered  at  a meeting  sponsored  by  the  Washington 
State  Department  of  Institutions,  at  the  Hilton  Inn,  Seattle. 
Washington,  January  12.  1966.  The  meeting,  listed  as 

Discussion  in  Depth,  was  attended  by  physicians  and 
others,  volunteers  and  professionals,  interested  in  mental 
health. 


we  shall  need  to  modernize  and  coordinate  our  acti- 
vities to  eliminate  the  duplication,  the  overlap,  and 
unnecessary  efforts  that  I am  sure  exist  today.  We 
shall  need  to  discover  funding  possibilities  that  will 
be  both  fair  and  sufficient  to  meet  these  needs. 

To  these  ends  many  have  been  working  for  some 
time.  As  a result,  certain  tentative  courses  of  action 
have  already  been  set  forth  in  our  two  facilities- 
construction  plans.  I am  looking  forward  to  comple- 
tion of  the  twin  Comprehensive  Mental  Health  and 
Mental  Retardation  Plans  for  further  elaborations 
and  suggestions.  At  the  same  time  we  await  a new 
state  plan  for  the  use  of  grant-in-aid  monies  that, 

I am  told,  is  now  in  the  process  of  group  discussion 
and  decision  making.  We  expect  it  to  be  completed 
by  Spring.  These  three  sets  of  plans,  reflecting  as 
they  do  the  best  recommendations  of  laymen  and 
professionals  alike,  should  constitute  an  excellent 
beginning  in  this  new  venture. 

However,  this  venture  will  never  be  brought  to 
fruition  without  a close-working  cooperative  partner- 
ship between  the  state  government  and  local  com- 
munities where  the  services  are  to  be  rendered. 
It  is  to  this  essential  partnership  that  I wish  to 
direct  my  remarks  this  morning. 

the  goals 

First,  and  very  simply,  why  the  partnership— 
what  are  we  trying  to  accomplish?  When  we  come 
to  some  agreement  on  the  objectives  of  this  partner- 
ship, the  next  question  is— in  what  areas  may  the 
state  and  local  communities  work  in  harmony  to 
accomplish  them?  And  third,  within  what  frame- 
work shall  we  assemble  our  several  resources  and 
make  determined  approach  to  our  goals? 

It  is  hardly  within  my  responsibility  as  Governor 
to  define  the  goals  of  a mental  health  program. 
The  task  of  defining  goals  of  a mental  health  pro- 
gram rests  with  the  professional  people,  who  know 
what  is  possible,  and  with  the  people  in  the  com- 
munity who  know  and  understand  the  needs  of  their 
own  immediate  neighbors.  However,  as  Governor, 
and  as  a citizen,  I am  painfully  aware  of  the 
suffering  of  the  mentally  ill  and  the  mentally  re- 
tarded across  our  state.  I know  there  is  need  for 
high  quality  services  to  relieve  the  emotional  ten- 
sions and  to  make  life  more  effective  for  individuals 
so  afflicted.  I know  also,  that  none  of  us  in  Wash- 
ington will  be  satisfied  with  less  than  the  best  we 
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can  provide.  Thus,  without  infringing  on  the  role 
of  the  professional  mental  health  worker,  our  goal 
in  mental  health  services  is  the  establishment  of 
high-quality,  community-based  programs  through 
which  we  may  assist  people  who  are  plagued  with 
anxieties,  who  are  incapacitated  by  depression  and 
isolation,  and  whose  potential  for  more  effective 
living  can  be  released  only  by  expert  treatment, 
training  and  leadership. 

the  planning 

What  are  the  areas  in  which  there  is  need  for 
state  and  local  partnership  in  this  task  that  remains 
before  us?  First,  in  any  field  of  this  nature,  planning 
is  required. 

Throughout  the  two  years  of  our  concentrated 
efforts  in  planning  long-range  mental  health  and 
mental  retardation  services,  an  excellent  relationship 
has  been  built  up  between  state  planning  commit- 
tees and  the  communities  through  their  local  plan- 
ning committees.  Early  in  my  term  as  Governor, 

I became  acquainted  with  the  constructive,  and 
productive,  collaboration  that  took  place  between 
these  two  levels  of  operation.  At  the  local  level  there 
was  description  of  existing  facilities  and  needs.  At 
the  same  time,  on  the  state  scene,  there  was  broad 
evaluation  of  needs  and  capacity  to  meet  those 
needs.  As  a result  of  this  study  and  planning  process, 
we  shall  soon  have  the  State  Plan  for  Comprehen- 
sive Mental  Health  Services— a plan  that  gives  us 
definitions,  guidelines,  and  specific  suggestions,  as 
to  how  mental  health  programs  can  be  created  and 
administered  to  serve  the  needs  of  the  greatest 
number  of  citizens  in  the  best  manner  possible. 
This  partnership  in  planning  must  continue,  for  it 
is  only  through  careful,  continuing  reappraisal  of 
existing  needs  that  we  will  be  able  to  determine  new 
and  improved  methods  of  dealing  with  those  needs. 

As  you  know,  the  legislature,  in  the  1965  session, 
authorized  a Statutory  Advisory  Council.  It  is  a 
continuation  of  the  planning  committee.  While  its 
function  is  changed  somewhat  by  legislative  action, 
and  by  central  requirements,  I shall  look  to  it,  at 
the  state  level,  to  perpetuate  the  progress  that  has 
developed  in  the  planning  relationship. 

Th  Director  of  the  Department  of  Institutions,  in 
whose  hands  now  rests  the  responsibility  for  state 
level  administration  of  mental  health  programs,  has 
appointed  a Community  Planning  Board.  It  consists 
of  representatives  of  the  several  divisions  of  the 
Department  of  Institutions  and  membership  is  from 
the  highest  level  of  professional  staff  available.  The 
Board,  working  in  close  relationship  with  the  Dean 
of  the  School  of  Social  Work  at  the  University  of 
Washington,  will  have  as  one  of  its  primary  func- 
tions the  perpetuation  of  this  state  and  local  planning 
relationship.  Already  it  has  moved  to  support  and 


encourage  local  planning  committees  in  continuing 
their  work;  and,  because  it  has  established  a series 
of  consultants  in  the  several  planning  areas  of 
the  state,  the  process  of  planning  will  continue. 

Right  with,  or  perhaps  a little  behind  planning, 
comes  finance.  Another  vital  area  of  cooperation 
between  the  state  and  the  community  rests  in  this 
area  of  finance.  In  Washington,  we  are  devoted 
to  the  concept  that  community  based  operations 
should  spring  from  local  initiative  and  should  be 
supported  to  the  greatest  extent  possible  by  the 
community  which  they  serve.  The  support  to  which 
I refer  includes  emotional  concern,  citizen  participa- 
tion, and  voluntary  assistance,  as  well  as  financial 
support.  We  are  keenly  aware,  however,  that  in 
our  state  there  are  number  of  communities  that 
have  found,  or  will  find,  it  difficult  to  finance 
mental  health  services  from  existing  funds  whether 
they  be  contributed  dollars  through  organized  fund 
drives,  or  are  from  straight  tax  appropriations, 
or  both.  What  might  be  expected  in  terms  of  con- 
tribution is  the  subject  of  a very  broad  study  now 
being  conducted  by  the  Department  of  Institutions 
and  our  State  Tax  Commission.  Of  course,  there  are 
now  certain  funds  available  from  state  tax  re- 
sources that  can  go  into  community  mental  health 
programs,  but  these  funds  today  are  very  limited. 

I hope  that  by  action  of  the  legislature  at  the  next 
session,  and  in  future  years,  we  shall  be  able  to 
expand,  and  expand  markedly  this  state  support 
of  local  community  health  programs.  Our  neighbor 
state  to  the  south,  Oregon,  has  appropriated  about 
six  times  as  much  money  for  community  mental 
health  services  as  we  did  in  our  last  legislative  session. 
So  you  see  the  field  is  enormous  and  it  is  still  really 
before  us  for  state  support  in  this  area.  I shall 
be  looking  forward  to  the  recommendations  on  this 
matter  from  the  Department  of  Institutions  and  their 
Advisory  Council  prior  to  the  next  legislative  session. 

Major  goal  of  this  administration  will  be  to  pro- 
vide effective  support  for  community  mental  health 
programs,  starting  in  1967.  As  things  stand  at  the 
moment,  however,  the  largest  share  of  money  that 
can  be  expected  for  mental  health  programs  probably 
will  come  from  the  federal  government.  We  have 
already  received  a number  of  grants  for  specialized 
programs  and  these  unquestionably  will  continue. 

the  framework 

With  the  financing  of  planning  comes  the  ques- 
tion of  supervision,  and  particularly  state  super- 
vision. For  whenever  state  tax  dollars  are  invested 
in  a community  program  there  is  legitimate  con- 
cern that  this  money  be  spent  in  the  best  manner 
possible. 

It  has  been  my  experience  that  people  at  the 
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the  results  show . . . the  treatment  doesn't 

. . 50  of  the  85  patients  enjoyed  complete  remission.. . . 
Thirty-one  patients  exhibited  moderate  improvement....”* 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions:  In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Side  Effects : 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

’Lubowe,  I.  I.:  Scalp  dermatoses : Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

PH  -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood  — specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
. . .facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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local  level  hold  the  same  high  ideals  for  program 
development  as  do  their  counter-parts  at  the  state 
level.  Through  mutual  discussion,  through  careful 
consultation  among  professional  people,  through 
willingness  to  cooperate  and  participate  in  program 
growth  and  development,  the  matter  of  state  super- 
vision can  be  minimized.  Thus  the  requirements 
can  be  met  and  our  programs  can  develop  out 
of  progressive,  cooperative  efforts  made  by  people 
of  good  will.  And  let  me  emphasize  this:  while  it  is 
a state  and  local  partnership  it  is  rny  hope  that 
the  initiative  and  the  work  conducted  at  the  local 
level  will  require  and  need  a minimum  of  state 
supervision.  I strongly  suspect  that  it  is  in  the  area 
of  supervision  of  programs  that  we  have  one  of  our 
greatest  opportunities  for  achieving  a cooperative 
partnership  between  state  and  local  services. 

Perhaps  one  of  the  greatest  hopes  in  the  move 
from  large  institutional  centers  to  community  based 
operations  is  that  we  will  have  new  opportunities 
for  research.  Certainly  it  behooves  us  all  to  try  to 
discover  new  ways  of  approaching  old  problems. 
Continuing  evaluation  of  existing  services  will  pro- 
vide, perhaps,  the  basic  data  from  which  research 
projects  may  emerge. 

Research  and  evaluation,  however,  like  many 
other  aspects  of  program  development  cannot  be 
accomplished  at  the  state  level  alone,  or  at  the 
local  level,  without  the  cooperation  between  re- 
sponsible parties  at  both.  With  all  the  financing  and 
the  planning,  and  the  desire  for  research  and  evalu- 
ation, we  desperately  need  trained  professional 
people. 

Generally  speaking,  training  of  professional  people 
takes  place  at  a university,  or  in  an  institutional 
setting,  and  thereby  involves  the  state.  There  is  a 
near  shortage  of  trained  personnel  through  the  na- 
tion and,  as  we  expand  in  this  field  of  community- 
services,  not  only  in  this  state  but  in  others,  this 
shortage  will  intensify.  We  must  use  every  resource 
to  attract  more  young  people  to  the  various  facets  of 
this  rapid  growing  field.  We  have  tremendous 
responsibility  for  assuring  that  their  training  is  equal 
to  the  new  challenge  we  face  in  mental  health 
and  in  mental  retardation. 

With  the  manpower  shortages  as  acute  as  they 
are,  and  the  competition  for  available  personnel  so 
very  great,  I hope  that  all  programs  in  Washington— 
and  this  is  important— can  overcome  their  own  zeal 
in  securing  staff  for  individual  programs  and  recog- 
nize that  if  we  are  to  attract  talent  we  must  do  so 
as  an  organized  group  looking  for  people  who  might 
be  interested  in  one  of  the  programs,  at  one  of  our 
levels,  in  the  State  of  Washington.  I know  that  the 
Department  of  Institutions  has  already  taken  steps 
to  make  available  to  community  services  the  names 


of  professionals  who  have  shown  an  interest  in 
Washington’s  program.  By  working  together  and 
working  as  a unit  we  have  a much  better  opportun- 
ity of  attracting  and  holding  the  maximum  number 
of  trained  personnel  here  in  the  State  of  Washington. 
I know  that  we  can  work  together  and  we  must 
work  . together  in  trying  to  provide  sufficient  staff 
to  man  all  levels  of  services. 

But  with  all  of  these  relatively  mechanical  things, 
I suspect  there  is  one  element  more  important  than 
any  other  to  insure  the  success  of  community  mental 
health  programs  and  this  is  public  education.  While 
rapid  strides  have  been  developing  better  under- 
standing of  mental  illness,  many  people  still  continue 
to  refer  to  the  mentally  ill  as  incorrigible  and  violent 
requiring  isolation  from  the  rest  of  society.  Perhaps 
more  unfortunately  the  same  is  still  true  of  the 
mentally  retarded.  With  the  move  to  the  community 
now  a reality  and  growing,  it  is  apparent  that  we 
must  work  diligently  in  trying  to  overcome  the 
final  vestiges  of  this  false  idea.  The  mentally  ill 
are  sick  people— they  are  not  violent  maniacs.  Many 
can  be  treated  at  home,  and  the  success  of  treatment 
programs  and  the  success  of  community  mental 
health  programs  depends  to  a very  large  extent  on 
public  acceptance. 

The  Department  of  Institutions  has  been  assigned 
the  task  of  state-level  leadership  and  coordination 
of  the  mental  health  program.  While  this  has  been 
done  by  executive  action,  it  may  well  require  legis- 
lative definition  at  the  next  session  of  the  legislature. 

I am  very,  very  proud  of  our  Department  of 
Institutions  and  particularly  of  the  inspired  leader- 
ship by  Dr.  Heyns.  I am  confident  that  this  depart- 
ment and  its  many  top  professional  people  can 
and  will  provide  the  leadership  necessary  to  insure 
the  success  of  community  mental  health  programs. 
Those  in  the  Department  hope,  as  do  I,  that  local 
governing  bodies,  wherever  they  may  be  and 
however  they  may  be  constituted,  may  view  this 
Department  of  Institutions  as  a supporting  agency, 
adhering  to  high  principles  of  professional  service 
and  dedicated  to  the  principle  that  local  initiative 
and  responsibilities  make  for  better  and  stronger 
programs.  I firmly  support  this  view. 

The  Department  of  Institutions,  as  you  know, 
is  under  the  leadership  of  a Director  who  is  an 
appointee  of  the  Governor.  The  Director  has  brought 
together  a central  administrative  staff  that,  as  I 
indicated  previously,  functions  as  a Community 
Planning  Board.  Just  how  this  Department  will 
relate  to  each  of  the  communities  in  the  state  is 
not  yet  clearly  defined.  Probably,  there  will  be  no 
clear  cut  and  consistent  pattern  for  I am  sure  that 
each  community  will  have  some  variation  in  its 
organizational  structure.  It  seems  quite  clear,  how- 
ever, from  the  recommendations  of  the  planning 
committee,  that  local  governing  bodies  will  be 
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a step.  And  quite  obviously,  the  tie  between  the 
local  governing  body  and  the  state  governing  body 
should  be  and  must  be  a close  one.  It  is  the  intent 
of  the  Director  of  the  Planning  Board,  and  myself 
as  Governor,  that  this  relationship  be  established 
and  perpetrated  and  that  it  call  for  the  greatest 
flexibility  and  freedom  for  all  parties  concerned. 

I recognize  full  well  that  there  are  some  anxieties 
whenever  a state  agency  is  in  any  way  involved  in 
a community  service  program,  just  as  I might  say 
there  is  great  concern  on  the  part  of  any  state  when 
we  see  federal  involvement  in  a state  program.  But 
under  the  leadership  of  the  Department  of  Institu- 
tions I feel  the  communities  have  nothing  to  fear 
and  everything  to  gain  in  this  relationship.  I suggest 
that  the  Statement  of  Philosophy  of  Administration 
of  the  Department  of  Institutions  and  its  formal 
and  written  Responsibilities  and  Functions  of  the 
Central  Office  are  two  documents  that  well  describe 
the  state’s  view  of  this  relationship  and  I commend 
them  to  your  reading. 

I strongly  believe  that,  if  local  communities  would 
assume  this  broad  philosophy,  as  adopted  by  the 
Department  of  Institutions,  the  partnership  be- 
tween state-level  administration  and  local  adminis- 
tration can  be  a productive  and  close  one. 

need  for  leadership 

There  is  another  area  of  participation  about  which 
I feel  very  keenly  and  which  I wish  to  share  with 
you.  I have  the  very  strong  conviction  that  people 
get  out  of  their  public  agencies  exactly  what  they 
expect  to  get  out  of  them.  I am  referring  to  services 
which  involve  public  funds,  whether  those  funds 
are  employed  at  the  state  level  or  at  the  community 
level.  To  be  specific,  I believe  that  state  hospitals 
are  just  as  good  as  the  public  wants  and  expects 
them  to  be.  By  the  same  token,  I feel  that  com- 
munity mental  health  services  are  and  will  be  just 
as  good  as  the  people  want  and  expect  them  to  be. 
I draw  my  analogy  between  relationships  of  the 
people  with  their  programs,  and  those  of  the  family, 
with  their  children. 

Psychologists  have  long  told  us  that  our  children 
are  inclined  to  behave  according  to  the  patterns  we 
expect  of  them.  If  we  fret  and  caution,  warn  and 


worry  about  our  children  getting  into  trouble,  it  is 
probably  because,  inadvertently,  we  have  set  the 
stage  suggesting  the  unfortunate  behavior  and  have 
paved  the  way.  If  we,  in  our  approach  to  mental 
health  programs  of  the  future  expect  poor  adminis- 
tration, weak  programs,  and  patients  who  are  social 
and  psychological  disturbers  we  can  anticipate  just 
that. 

It’s  no  secret  to  you,  or  to  me,  that  many  of  our 
people  do  not  understand  mental  health  programs. 
They  do  not  know  that  the  mentally  ill  can  be 
treated.  They  often  do  not  recognize  that  people 
who  are  mentally  ill  must  be  treated  with  the  same 
kindness  and  respect  and  understanding  that  every 
man  should  always  extend  to  his  fellow  being.  As 
long  as  this  unfortunate  attitude  exists  we  can 
expect  there  will  be  problems  with  people  who 
leave  institutions  and  community  treatment  centers. 
Until  such  time  as  a community  is  ready  to  open 
its  arms  and  accept  the  returning  patient  as  a 
fellow  citizen  we  can  expect  readmissions  to  con- 
tinue to  occur. 

Bringing  about  social  change  is  a monumental 
task.  To  alter  the  attitudes  of  people  even  one  tiny 
degree  may  take  years  of  effort  and  the  expenditure 
of  thousands  of  dollars.  But  it  must  be  done,  and 
we  who  are  gathered  here  today  are  the  ones  who 
can  and  will  do  it.  Your  presence  in  this  audience 
indicates  your  concern. 

We  must  expect  to  inform  leadership  if  we  are 
to  alter  the  future.  I believe  that  our  state  govern- 
ment, with  the  fine  leadership  in  the  Department 
of  Institutions,  has  already  set  the  pace.  We  have 
converted  snakepits  into  modern,  intensive,  treat- 
ment services  and  training  centers  for  emotionally 
ill  fellow  beings. 

Now,  I want  to  call  on  each  of  you  representatives 
of  social  and  health  agencies,  the  private  voluntary 
associations,  the  professional  groups,  and  interested 
citizens,  to  extend  yourself  in  interpreations,  in  edu- 
cation, and  in  leadership  in  your  community  to 
assist  in  this  great  social  experiment  directed  toward 
overcoming  traditional  and  ill-founded  attitudes. 
These  attitudes  are  from  the  past  and  set  the  stage 
for  a new  and  more  progressive  approach  as  the 
future  unfolds.  ■ 
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Component  Society  Monthly  Meetings 


OREGON 

Baker 

Pres.,  Carl  R.  Kostol,  Baker 
Sec.,  Gaylord  D.  Ward,  Baker 
First  Monday — 7 p.m. — St.  Elizabeth 
Hospital  Staff  Room,  Baker 
Benton 

Pres.,  G.  Louis  Freeark,  Corvallis 
Sec.,  Thomas  K.  Griffith,  Corvallis 
First  Monday— 6:30  p.m.— Country 
Kitchen,  Corvallis 
Central  Oregon 

Pres.,  Neal  A.  Goldsmith,  Bend 
Sec.,  William  J.  Ellis,  Bend 
First  Monday— 7:30  p.m. — Pine  Tavern, 
Bend 

Clackamas 

Pres.,  Roy  A.  Payne,  Milwaukie 
Sec.,  Robert  J.  McEachern,  Gladstone 
Second  Tuesday— 6:30  p.m. — Seid's 
Restaurant,  Oregon  City 

Clatsop 

Pres.,  Richard  G.  Kettlekamp,  Astoria 
Sec.,  Le  Roy  W.  Steinmann,  Astoria 
No  regular  schedule 

Columbia 

Pres.,  George  E.  Muehleck,  Jr.,  St. 

Helens 

Sec.,  O.  L.  Zeschin,  St.  Helens 
First  Tuesday— 8 a. m.— Columbia 
District  Hospital,  St.  Helens 

Douglas 

Pres.,  Robert  T.  Iwata,  Roseburg 
Sec.,  Robert  A.  Driver,  Roseburg 
Second  Tuesday— 6:30  p.m.— Roseburg 
Country  Club 
Jackson 

Pres.,  Roland  M.  Mayer,  Medford 
Sec.,  William  R.  Stewart,  Medford 
Second  Wednesday— 7:30  p.m.— Rogue 
Valley  Country  Club 

WASHINGTON 

Benton-Franklin 

Pres.,  Andrew  G.  Webster,  Kennewick 
Sec.,  Richard  A.  Pettee,  Richland 
Third  Tuesday — 6:30  p.m. — Desert  Inn, 
Richland;  or  Black  Angus  Motel,  or 
Bellarina  Motel,  Kennewick  (exceff 
June,  July,  Aug.) 

Chelan 

Pres.,  A.  J.  Stojowski,  Wenatchee 
Sec.,  G.  E.  Quinby,  Wenatchee 
First  Monday — 6:30  p.m.— Wenatchee 
Golf  and  Country  Club 

Clallam 

Pres.,  F.  B.  Symonds,  Port  Angeles 
Sec.,  J.  F.  Standard,  Sequim 
Third  Monday— 8 p.m.— Clallam  County 
Physicians  Service,  Pt.  Angeles 

Clark 

Pres.,  Samuel  Beall,  Vancouver 
Sec.,  James  Owen,  Vancouver 
First  Tuesday — 6:30  p.m.— Royal  Oaks 
Country  Club,  Vancouver 

Cowlitz 

Pres.,  Charles  E.  Buck,  Longview 
Sec.,  L.  D.  McRae,  Longview 
Third  Tuesday — 6:30  p.m. — Bart's  Char- 
coal Broiler,  Longview 
Grant 

Pres.,  John  Trantow,  Quincy 
Second  Monday — 7:30  p.m. — Moses  Lake 
or  Ephrata 


Josephine 

Pres.,  Joseph  Schweinfurth,  Grants  Pass 
Sec.,  Robert  M.  Gilbert,  Grants  Pass 
Time  and  location  by  announcement 

Klamath 

Pres.,  Robert  W.  Graham,  Klamath  Falls 
Sec.,  Earl  M.  LeVernois,  Klamath  Falls 
Second  Tuesday — 7:00  p.m. — Winema 
Hotel,  Klamath  Falls 


Lake 

Pres.,  Joycelin  H.  Robertson,  Merrill 
Sec.,  William  J.  Strieby,  Lakeview 
Second  and  Fourth  Tuesdays 

Lane 

Pres.,  Clay  A.  Racely,  Eugene 

Sec.,  Donald  L.  England,  Eugene 

First  Tuesday— 6:30  p.m. — Eugene  Hotel 

Lincoln 

Pres.,  Ernest  A.  Yeck,  Newport 
Sec.,  Matthew  Gruber,  Toledo 
Third  Tuesday 

Linn 

Pres.,  Carl  Yaillen,  Albany 
Sec.,  Robert  Bartell,  Albany 
Second  Monday— 6:30  p.m.— location 
announced 

Malheur 

Pres.,  David  W.  Sarazin,  Nyssa 
Sec.,  John  D.  Sigurdson,  Ontario 
No  regular  schedule 

Marion-Polk 

Pres.,  George  J.  Schunk,  Salem 
Sec.,  Richard  Bennett,  Salem 
Third  Tuesday— 6:30  p.m.— Marion  Motor 
Hotel,  Salem 


Grays  Harbor 

Pres.,  Paul  Mickens,  Elma 
Sec.,  Timothy  Smith,  Aberdeen 
Third  Wednesday— 6:30  p.m. — Grays 
Harbor  Country  Club 
Jefferson 

Pres.,  Bruce  N.  Brydges,  Port  Townsend 
Sec.,  Clayton  M.  Schaill,  Port  Townsend 
Second  week — rotate  between  members' 
homes 

King 

Pres.,  Daniel  H.  Coleman,  Seattle 

Sec.,  Eugene  Ko,  Seattle 

First  Monday  (Feb.,  May,  Oct.,  Dec.) 

Kitsap 

Pres.,  R.  W.  Merley,  Port  Orchard 
Sec.,  E.  W.  Creelman,  Bremerton 
Second  Monday — 6:30  p.m.— Hearth- 

stone, Bremerton 

Kittitas 

Pres.,  James  A.  Cobb,  Ellensburg 
Sec.,  H.  Cary  Coppock,  Ellensburg 
First  Monday,  Mar.,  June,  Dec.;  2nd 
Monday,  Sept. — 7:30  p.m. — Elks 
Temple,  Kittitas 

Klickitat-Skamania 

Pres.,  Gerard  J.  Timmer,  Goldendale 
Sec.,  Neal  R.  Thompson,  Goldendale 
Quarterly  Meetings— 8:00  p.m. — Klickitat 
Valley  Hospital 


Mid-Columbia 

Pres.,  Leonard  L.  Hoffman,  Hood  River 
Sec.,  James  B.  Wade,  Hood  River 
Second  Tuesday— 6:30  p.m.— Alternate 
between  Hood  River  and  The  Dalles 

Multnomah 

Pres.,  J.  Richard  Raines,  Portland 
Sec.,  John  W.  Bussman,  Portland 
First  Tuesday 

Southwestern  Oregon 

Pres.,  Wm.  J.  Corrigan,  North  Bend 
Sec.,  Amelia  Lipton,  Coos  Bay 
First  Wednesday— 12  noon— Courtel, 
Coos  Bay 

Tillamook 

Pres.,  Harry  G.  Beckwith,  Jr.,  Wheeler 
Sec.,  I.  J.  Schneider,  Wheeler 
Second  Thursday— 7 p.m. — Victory 
House,  Tillamook 

Umatilla-Morrow 

Pres.,  Paul  Knowles,  Pendleton 
Sec.,  James  Delp.,  Pendleton 
Third  Tuesday— 7:30  p.m. — Pendleton 
Country  Club 

Union-Wallowa 

Pres.,  John  E.  Indihar,  Jr.,  La  Grande 
Sec.,  Wesley  Allen,  La  Grande 
On  call  of  president 

Washington 

Pres.,  W.  A.  Thierfelder,  Forest  Grove 
Sec.,  Charles  O.  Mansfield,  Sherwood 
First  Monday— 8 p.m.— Forest  Hill  Golf 
Course 

Yamhill 

Pres.,  Lester  Hagland,  McMinnville 
Sec.,  Arthur  S.  Rathkey,  McMinnville 
First  Tuesday — 7 p.m. — Oriental  Garden, 
McMinnville 


Lewis 

Pres.,  Joel  Toothaker,  Centralia 
Sec.,  W.  J.  Dugaw,  Toledo 
Second  Monday— 8 p.m.— Local  hospital 
in  Chehalis  or  Centralia,  alternately 

Lincoln 

Pres.,  Marshall  W.  Thompson,  Davenport 
Sec.,  Walter  C.  Felsenstein,  Lind 
Three  times  annually — Harrington,  Odes- 
sa, Wilbur 

Okanogan 

Pres.,  Lyle  J.  Cowan,  Omak 
Sec.,  Don  Casebolt,  Okanogan 
Third  Thursday  of  month 

Pacific 

Pres.,  D.  C.  MacDonald,  Raymond 
Sec.,  J.  C.  Proffitt,  South  Bend 
Second  Wednesday— 6:30  p.m.— Bridges 
Inn,  Raymond 

Pierce 

Pres.,  Glenn  G.  McBride,  Tacoma 
Sec.,  A.  J.  Herrmann,  Tacoma 
Second  Tuesday— 8:15  p.m. — Medical 
Arts  Building  Auditorium,  Tacoma 

Skagit-lsland 

Pres.,  J.  Walfred  Wallen,  Burlington 
Sec.,  Joe  E.  Hunter,  Sedro  Woolley 
Fourth  Monday — 7 p.m.— Dale's 
Restaurant,  Mt.  Vernon 


272 

Northwest  Medicine,  March  1966 


Snohomish 

Pres.,  Peter  Jensen,  Lake  Stevens 
Sec.,  K.  H.  Kinard,  Everett 
First  Tuesday — 7:30  p.m. — Everett  Golf 
and  Country  Club 

Spokane 

Pres.,  Robert  Albi,  Spokane 
Sec.,  Charles  Gates,  Spokane 
Fourth  Tuesday — time  and  place 
announced,  Spokane 

Stevens 

Pres.,  Roy  S.  Lowell,  Colville 
Sec.,  Merle  B.  Snyder,  Chewelah 
First  Tuesday — 8 p.m. — Chewelah  and 
Colville  hospitals  alternately 

IDAHO 

Ada 

Pres.,  Frank  W.  Crowe,  Boise 
Sec.,  John  M.  Ocker,  Jr.,  Boise 
Third  Tuesday— Ranch  Club,  Boise 

Bear  River  Valley 

Pres.,  Clair  R.  Cutler,  Preston 
Sec.,  Leo  Hawkes,  Preston 
First  Friday — 7:30  p.m. — alternating  be- 
tween Preston,  Soda  Springs  and 
Montpelier 

Bonner-Boundary 

Pres.,  Arthur  G.  Evans,  Priest  River 
Sec.,  John  P.  Herman,  Bonners  Ferry 
On  call  of  president 


Thurston-Mason 

Pres.,  Fredric  F.  Balz,  Olympia 
Sec.,  Edmund  V.  Olson,  Olympia 
Fourth  Tuesday,  Tyee  Motor  Inn, 
Olympia 

Walla  Walla  Valley 

Pres.,  John  R.  Cranor,  Walla  Walla 
Sec.,  Robert  M.  Bond,  Walla  Walla 
Second  Thursday — 6:30  p.m. — Marcus 
Whitman  Hotel 
Whatcom 

Pres.,  Ed  L.  Brinson,  Bellingham 
Sec.,  J.  R.  Stancil,  Bellingham 
First  Monday  (except  June,  July,  Aug.) 
—6:30  p.m.— Leopold  Hotel,  Belling- 
ham 


Idaho  Falls 

Pres.,  R.  Reed  Fife,  Idaho  Falls 
Sec.,  Byron  T.  Weeks,  Idaho  Falls 
Every  other  month.  Stardust  Motel 
Restaurant,  Idaho  Falls 

Kootenai-Benewah 

Pres.,  William  T.  Wood,  Coeur  d'Alene 
Sec.,  Jane  Gumprecht,  Coeur  d'Alene 
First  Tuesday— 7 p.m. 

North  Idaho 

Pres.,  G.  C.  Walter,  Lewiston 
Sec.,  C.  S.  English,  Lewiston 
Third  Wednesday  each  month 

Shoshone 

Pres.,  E.  E.  Gnaedinger,  Wallace 
Sec.,  G.  M.  Whitesel,  Kellogg 
Monthly  meetings,  Doctors'  Clinic, 
Kellogg 


Whitman 

Pres.,  Ole  Slind,  Colfax 
Sec.,  William  S.  Butts,  Pullman 
Third  Tuesday  each  month 

Yakima 

Pres.,  Philip  C.  Waters,  Yakima 
Sec.,  Phillips  E.  Roth,  Yakima 
Second  Tuesday  (except  May,  June, 
July) — 6:30  p.m. — Yakima  Country 
Club 

27th 

Pres.,  R.  C.  John  Pearson,  Seattle 
Sec.,  Hylan  C.  Moore,  Seattle 
First  Wednesday — 8 p.m. — Swept  Wing 
Inn,  Seattle 


South  Central 

Pres.,  James  Sloat,  Jerome 
Sec.,  Lauren  Neher,  Jerome 
Second  Tuesday — (Feb.,  May,  Sept., 
Nov.)  7:30  p.m. — place  varies 
Southeastern  Idaho  District 

Pres.,  Richard  P.  Howard,  Pocatello 
Sec.,  David  C.  Miller,  Pocatello 
First  Thursday— Pocatello 
Southwestern  Idaho  District 
Pres.,  J.  B.  Marcusen,  Nampa 
Sec.,  Robert  A.  Blome,  Nampa 
Monthly  on  call 

Upper  Snake  River 

Pres.,  A.  C.  Truxal,  Rexburg 
Sec.,  R.  G.  Mabey,  Rexburg 
First  Monday— Dinner  meeting-*—  Ro- 
tated between  Rigby,  Rexburg,  and 
St.  Anthony 


MORJNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland,  Oregon  97216 
Inquiries  invited  Phone:  252-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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One  of  the  three  pleoscnt  patient'  lounges  in  the  new  Shadel  Hospital. 
The  hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is 
completed  and  in  operation  at  12001  Ambaum  Boulevard  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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one  mid-evening 


one  mid-morning 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  oftherapy...with  a 1 1 the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  “extra”  activity  to  protect  against  relapse  or  secondary  infection. 


BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

OOOnU;'  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

674-6  — 3838 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER— WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A. 
Northwest  Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


PEDIATRICIAN  & INTERNIST-Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital.  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


WANTED  GENERAL  PRACTITIONER-Two  man  partnership 
needs  associate.  Salary  to  start  with  percentage  and  part- 
nership. City  of  5.000  in  S.W.  Idaho  5 miles  to  80-bed 
hospital  and  community  college.  60  miles  to  Boise.  Ideal 
climate.  Near  boating,  hunting,  fishing  and  skiing  with 
time  off  to  enjoy  it.  Woodward  Clinic,  P.  O.  Box  400,  Pay- 
ette, Idaho  83661. 


WANTED  BY  SPECIALTY  GROUP— Board  certified  or  eligible 
1-2  internists,  urologist,  dermatologist,  one  additional 
pediatrician,  psychiatrist,  ENT  specialist  and  an  oph- 
thalmologist. Drawing  area  60,000  population.  Excellent 
schools  and  recreational  area.  Good  hospital  facilities. 
West  Central  Oregon.  Write  Box  32-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash.  98121. 


HOUSE  RESIDENT— Salaried  general  practice  residency 

available  July  1,  1966.  Call  administrator  233-4567,  or  write 
Holladay  Park  Hospital,  230  N.E.  Multnomah  St.,  Portland, 
Oregon  97232. 


FULL  TIME  ENT  SPECIALIST— Needed  in  rapid  growing  North 
Seattle  suburban  area.  Office  space  available  in  new  office 
bldg.  Write  Box  37-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


GP  OPPORTUNITY-SPOKANE— Growing  4 yr.  practice,  near 
expanding  suburbs.  15  minutes  to  4 major  hospitals, 
surgical  and/or  ob-gyn  privileges.  Gross  $30,000,  1/3 

assured.  Flexible  terms.  Leaving  for  psychiatry  resi- 
dency June.  Will  introduce.  Spokane  ideal  NW  family 
town.  Excellent  4 season  recreation,  schools,  cultural 
life.  Write  Box  35-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


PEDIATRIC  PRACTICE  RECENTLY  AVAILABLE— Bor  dynamic 
individual  in  rapidly  growing  Pacific  Northwest.  Unlim- 
ited outdoor  recreations.  Outstanding  established  prac- 
tice in  cultural  setting.  Write  Box  36-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash.  98121. 


GP  ASSOCIATE  WANTED  NORTH  SEATTLE  LOCATION- 

Write  or  call  Wm.  F.  Meade,  M.D.,  8118  Greenlake  Dr.  No., 
Seattle,  Wash.  98103,  LA  2-2314 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B.  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


THE  WALLA  WALLA  CLINIC— A multi-specialty  group  is 
searching  for  a young  internist  anxious  to  practice  good 
medicine  in  a small  town  setting.  We  will  consider  any- 
one who  is  Board  eligible  and  especially  would  like  a 
person  with  a special  interest  in  hematology,  but  this  is 
not  necessary.  Please  send  complete  curriculum  vitae  on 
first  inquiry.  Arrangements  for  interview  will  be  made 
following  this.  Write  Manager,  Walla  Walla  Clinic,  55  W. 
Tietan  St.,  Walla  Walla,  Wash.  99362. 


OPPORTUNITY,  SOUTH  OF  SEATTLE  AREA-Great  need  for 
GP  or  pediatrician  in  rapidly  expanding  Des  Moines,  Wash. 
Located  20  minutes  from  downtown  Seattle  and  10  min- 
utes from  Kent  industrial  area.  Air-conditioned  medical 
suite — 850  sq.  ft.  with  built  in  cabinets  throughout  and 
business  desk.  Parking.  New  Marine  Drive  Medical  Dental 
Bldg  , with  view  of  Sound.  Contact  Victor  Menashe,  D.M.D., 
TR  8-2673. 


GP  WANTED— To  join  3-man  South  Seattle  Clinic.  Guaran- 
tee $1,000  per  month  to  start  with  early  partnership.  Write 
Box  28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH.-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


WANTED  GENERAL  PRACTITIONER— To  practice  in  associa- 
tion with  five  other  physicians.  Attractive  salary  and 
retirement  system  with  excellent  sick  and  annual  leave 
benefits.  Well-staffed  medical  program.  Office-type  prac- 
tice with  varied  pathology.  Furnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  A growing 
medical  center,  in  heart  of  beautiful  Rogue  River  Basin, 
near  Medford,  Oregon.  Unlimited  outdoor  recreational 
opportunities.  Nondiscrimination  in  employment.  For  ad- 
ditional information  write  to  Director,  VA  Domiciliary, 
White  City,  Oregon  97542. 


SITUATIONS  WANTED 


GENERAL  PRACTITIONER  AVAILABLE-Bor  locum  tenens  2-6 
weeks  in  coming  summer.  Write  Box  33-B.  Northwest 
Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


BOARD  CERTIFIED  INTERN IST-Desires  locum  tenens  situa- 
tion for  2 weeks  to  a month,  June,  July  or  August.  Write 
Box  34-B.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


276 

Northwest  Medicine,  March  1966 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-FuUy  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle 


NARROWSVIEW  PROFESSIONAL  BLDG.— TACOMA-University 
Place  district,  1,000  sq.  ft.  plus  waiting  room.  Air-condi- 
tioned. Utilities  furnished.  Will  finish  to  your  specifica- 
tions or  you  finish.  Write  Norman  R.  Hagen,  D.M.D.,  4304 
Bridgeport  Way,  Tacoma,  Wash.  98499. 


ATTRACTIVE  MODERN  OFFICE  SPACE-Available  in  Medical 
Center,  Central  Washington  city.  Formerly  occupied  by 
pediatrician.  Excellent  location  and  reasonable  rent.  Write 
Box  31-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


TWO  PHYSICIAN  CLINIC  SPACE— The  building  is  new  brick 
of  Colonial  design  and  soundproof  construction,  located  in 
Tacoma  adjacent  to  the  South  38th  Street  business  district 
and  served  by  3 bus  lines.  Clinic  is  all  on  the  ground  floor, 
1,750  sq.  ft.,  is  divided  into  6 examining  rooms  with  ample 
cabinets,  two  hardwood  panelled  private  offices,  furnished 
reception  room,  all  rooms  with  wall-to-wall  carpeting  and 
draperies.  X-ray  and  dark  room  complete  with  tank  and 
mixing  valve.  Private  exits.  An  FM  radio  with  ceiling 
speakers  provides  background  music.  Carpeting,  draperies, 
hot  water  heat  and  additional  storage  in  the  basement  are 
all  included  at  a reasonable  rental.  Ample  off-street  park- 
ing available  to  patients  and  covered  parking  is  provided 
for  tenents.  For  an  appointment  to  inspect  please  call 
Tacoma  GR  4-9541  daytime,  or  GR  5-4866  after  8 PM. 


MEDICAL  SUITE  AVAILABLE— In  new  clinic  So.  Everett.  Will 
finish  to  suit,  with  6 months  free  rent.  Call  Mr.  Martin 
Selig,  MA  2-6638,  Seattle. 


EQUIPMENT 


G.  E.  30MA  (VICTOR)— X-ray  with  shock  proof  tube,  and  an 
old  model  Young  urological  table  with  bucky.  also  instru- 
ment cabinet  and  dictaphone.  Write  Box  27-B.  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Meetings  of  medic, 

AMA  Annual — Chicago.  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical — Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9.  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 
North  Pacific  Pediatric  Society — 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy. — 
Annual — March  30-April  2,  1966. 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 
Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 
Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 
Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 
Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Joseph  H.  Treleaven,  Salem 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


SOCIETIES 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Martin  Sichel.  Portland 
Sec.,  J.  W.  Fergus,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald-  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul„  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept. -May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak.  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 
Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — Olympic  Hotel 
Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney.  Seattle. 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 
Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 
Spokane  Surgical  Society  — Quarterly- 
Annual,  April  23,  1966,  Ridpath 

Motor  Inn 

Pres.,  Melvin  H.  Querna,  Spokane 
Guest  Speaker, 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 
Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7.  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 
Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice-May 12-14,  1966,  Ridpath  Mo- 
tor Inn.  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 
Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres..  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 
Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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the  Searing  (toa/v u of 
Inflammatory  Neuritis 


PROTAMIDE* 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3'4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5'6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice. 1'3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1: 14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 


College  of  Phy .of  Phila. 
19  £outh  22nd  Street, 
Philadelphia  3, Pa. 


Tetanus  antitoxin  without  horse  serum  and  its  reactions... 
Provides  protection  with  far  greater  safety  and  far  fewer  units. 


Hyper-Tet 

[TETANUS  IMMUNE 
GLOBULIN-HUMAN] 


The  Committee  on  Trauma,  American  College  of  Sur- 
geons, has  stated  that  Human  Tetanus  Antitoxin 
should  be  given  in  preference  to  equine  or  bovine 
antitoxins  when  it  is  available.  Hyper-Tet  is  the  first 
human  tetanus  antitoxin. 

Introduced  by  Cutter  in  1957,  it  is  a gamma  globulin 
fraction  of  venous  blood  from  hyperimmunized  humans 
and  contains  no  heterologous  protein — can  cause  none 
of  the  reactions  usually  connected  with  heterologous 
antitoxins.  Also,  Hyper-Tet  can  be  injected  immedi- 
ately— skin  or  conjunctival  sensitivity  tests  should 
NOT  be  given. 

Far  fewer  units  of  Hyper-Tet,  compared  to  equine  or 
bovine  antitoxin,  are  required  for  tetanus  prophylaxis. 
Recent  studies  show  these  lower  dosages  established 
protective  levels  well  above  the  recommended  im- 
munity level  up  to  5 weeks. 

A 250  unit  dosage  is  recommended  in  routine  prophy- 
lactic cases.  In  severe  injury  and  where  the  risk  of 
potential  infection  is  greater,  more  than  250  units 
may  be  indicated  together  with  antibiotics.  Hyper-Tet 
is  supplied  in  250  unit  vials. 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylac- 
tic or  serum  reactions  from  gamma  globulin  injection  is 
remote.  Very  rare  serious  reactions  have  been  reported,  how- 
ever, but  their  extreme  rarity  makes  the  prediction  of  oc- 
currence impossible.  Slight  soreness  at  or  over  the  injection 
site  may  be  noted.  Do  not  give  intravenously.  There  are  no 
known  contraindications. 

“A  New  Look  at  Tetanus  Prophylaxis,”  a highly 
informative  scientific  motion  picture,  is  available 
for  your  viewing  from  the  Cutter  Film  Library. 


CUTTER  JialiOSuUasu&l 


• Fourth  and  Parker,  Berkeley,  California  94710 


World  Leader  in  Human  Blood  Fractions  Research 
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Erythromycin  in  Therapy  and  Prophylaxis 

VICTOR  G.  RUBENSTEIN,  M.D.,  Los  Angeles,  California 
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HAROLD  J.  ELLNER,  M.D.,  Richland,  Washington  / IVAN  LE 
COMPTE,  M.D.  / A.  M.  PUTRA,  M.D.,  Pasco,  Washington 


Screening  of  Children  wiUt^usmected  Congen 
FRANK  L.  FLE^^^R3fi£J.^C.  CLII 
M.D.,  Boise,  Idaho  '-t 


ital  Heart  Disease 
CLIFFORD  JOHNSON, 


Peculuarities  of  Homo  A Hffkoiui, 


'At- 


CARL  P.  SCHLICKE,  M.lX'Sp^fgne,  Washington 


OREGON  MEDICAL  ASSOCIATION: 

Conception-Contraception  Symposium  Scheduled  at  COM S 
Wilbur  Cohen  Speaks  to  Oregon  Internists 
UOMS  Announces  Communication  Symposium 

WASHINGTON  STATE  MEDICAL  ASSOCIATION: 
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Complete  information  for  usage  available  to  physicians  upon  requ.t 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems - 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP& DOHME  Division  of  Merck  & Co.,  Inc..  West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Doctor.. .two  important 
Lederle  products  for 
routine  office  procedures 

V J 


\ 

single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE 

POLIOVIRUS  VACCINE. LIVE.  ORAL 

TRIVALENT 

SABIN  STRAINS, TYPES  1, 2 and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b*x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 


Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


r 


simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab-  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate- 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


DISPENSED  IN  BOTTLES  OF  100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

287 

Northwest  Medicine,  April  1966 


CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


hojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
ns  ever  compounded  to  treat  peptic  ulcer  and  gastric 
:racidity. 

a mixture  of  two  types  of  alumina  gel — one  reactive, 
non-reactive.  The  antacid  gel  reduces  gastric  acid  to 
•corrosive  levels,  and  the  demulcent  gel  prolongs  the 
1 protective  effect.  Thus  pain  is  relieved  and  healing 
noted. 

ipletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


1MPH0JEL 

JMINUM  HYDROXIDE  GEL,  WYETH 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Add  ress 


Vyeth  Laboratories 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Radiologists'  Billing 

EDITOR , NORTHWEST  MEDICINE: 

The  Washington  State  Radiological  Society  would 
like  to  call  the  attention  of  the  physicians  of  Wash- 
ington State  to  its  passage  at  a recent  meeting  of  a 
resolution  dealing  with  financial  arrangements  be- 
tween hospitals  and  radiologists.  While  the  resolu- 
tion is  too  long  for  publication  here  in  its  entirety,  its 
substance  is  that  Washington  State  Radiologists  wish 
to  collect  their  fees  for  professional  sendees  ren- 
dered hospital  patients  in  the  same  manner  as  do 
other  physicians. 

This  will  require  division  of  the  present  single 
charge  into  profesisonal  fee  and  hospital  cost  com- 
ponents, with  the  radiologist  billing  the  patient  him- 
self for  his  professional  fee  while  the  hospital  makes 
a charge  for  its  cost  on  its  statement.  Such  a divi- 
sion is  necessary  to  comply  with  requirements  for 
medicare  patients;  and  the  American  Medical  Associ- 
ation, the  American  College  of  Radiology,  and  the 
Washington  State  Medical  Association  Board  of 
Trustees  have  directed  that  radiologists  use  this 
method  of  billing  for  all  hospital  patients,  to  clearly 
demonstrate  the  professional  nature  of  radiologists’ 
services.  It  is  hoped  that  this  change  can  be  effected 
at  most  hospitals  by  or  shortly  after  April  1,  1966. 

With  mutual  cooperation  between  hospitals  and 
radiologists,  fees  and  hospital  charges  can  be  separ- 
ated without  increasing  the  total  charges  to  patients 
for  the  various  radiological  procedures.  Initial  re- 
sponse of  hospital  administrations  has  varied  from 
ready  acceptance  to,  on  the  other  hand,  determina- 
tion to  establish  hospital  charges  at  levels  which 
would  foreclose  the  possibility  of  holding  the  line  on 
present  total  charges. 

Radiologists  will  need  the  support  of  all  hospital 
staff  physicians  in  the  weeks  to  come  if  this  change 
is  to  be  successfully  accomplished  throughout  the 
state.  Copies  of  the  resolution  and  further  information 
can  be  obtained  by  writing  the  Society  office. 

Sincerely  yours, 

OWEN  MARTIN,  M.D. 

Secretary-Treasurer 
Washington  State  Radiological  Society 

920  Terry  Avenue 
Seattle,  Washington  98104 


AMA  Drug  Registry 

EDITOR,  NORTHWEST  MEDICINE: 

The  American  Medical  Association  through  its 
Registry  on  Adverse  Reactions  of  the  Council  on 
Drugs  is  encouraging  the  wider  reporting  of  drug 
reactions  by  physicians  and  hospitals.  We  are  inter- 
ested in  obtaining  unpublished  data  on  serious, 
unusual,  or  unexpected  reactions,  even  though 
such  observations  may  be  based  only  on  suspicion 
or  circumstantial  evidence.  Such  data  are  essential 
if  early  alerting  of  the  medical  profession  to  unsus- 
pected hazards  of  drugs  is  to  be  a reality. 

We  urge  you  to  bring  this  AMA  activity  to 
the  attention  of  your  readers  periodically  to  increase 
the  input  of  reports  to  the  Registry.  Reports  are 
evaluated  and  the  results  published  as  cautionary 
statements,  articles,  summaries,  tabulations  and  edi- 
torials on  the  potential  hazards  and  adverse  reactions 
of  drugs  in  JAMA,  state  journals,  and  specialty 
journals. 

We  shall  be  happy  to  provide  you  with  a manu- 
script discussing  the  development  and  activities  of 
the  Registry  to  be  considered  for  publication  in  your 
journal.  If  such  an  article  were  published,  we  hope 
that  it  might  be  accompanied  by  an  appropriate 
editorial.  If  you  are  interested  in  receiving  articles 
periodically  on  drug  hazards  for  publication  in 
your  journal,  such  articles  can  be  supplied. 

Additional  information  and  report  forms  are 
available  from  the  A.M.A.  Registry  on  Adverse  Re- 
actions, Council  on  Drugs,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


Sincerely, 

F.  J.  L.  BLASINGAME,  M.D. 

Executive  Vice  President 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Supplement  to  Medicare 

EDITOR,  NORTHWEST  MEDICINE: 

The  King  County  Medical  Service  Corporation 
is  currently  offering  a special  plan  of  coverage  to 
supplement  the  hospital  and  medical  benefits  of 
Medicare  for  persons  age  65  and  over.  The  name  of 
the  new  plan  is  the  KCM  Supplement  to  Medicare. 
Over  100,000  residents  in  King  County  are  eligible 
for  Medicare  starting  July  1st  and  will  be  eligible 
for  the  new  KCM  plan.  This  plan  will  not  duplicate 
the  benefits  available  by  Parts  A & B of  Medicare, 
but  will  fill  in  the  “gaps”  not  covered  by  Medicare. 
It  will  be  available  in  the  form  of  a group  plan  for 
those  people  over  65  who  are  actively  employed  in 
a group  covered  by  KCM  SC,  as  well  as  an  individual 
plan  for  those  retired  or  not  working. 

Persons  who  do  not  choose  to  subscribe  to  Parts 
continued  on  page  293 
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'he  formulations  listed  below  are  those 
eady-to-use  Baxter  Mannitol  solutions 
tow  available  for  many  vital 
clinical  situations.  For  complete 
nformation  on  Baxter 
vlannitol,  see  your 
Baxter  representative. 


GLENDALE,  CALIFORNIA 


15%  Mannitol 
5%  Dextrose 
in  0.45% 
Sodium 
Chloride 


5%  Mannitol, 
5%  Dextrose 
in  0.12% 
Sodium 
Chloride 


10%  Mannitol 
5%  Dextrose 
in  water 


20%  Mannitol 
in  water 


15%  Mannitol 
in  water 


10%  Mannitol 
in  water 


5%  Mannitol 
in  water 


MANNITOL 

SOLUTIONS 

AVAILABLE 

In  sizes  150  ml 
to  1000  ml 


ADY  FOR 


•jin?  mo«m  m,„ 


. >v.  ' / " 


mmm 


mmgm 


For  over  80% 
of  your  patients. . . 


STILL 

BOTH 

DISPENSABLE 

AND 

INDISPENSABLE 
FOR  FLUID 
MAINTENANCE 
THERAPY 

ISOLYTE®  M 


3SOdlX3G  %s 

JVm 


N0I1M0S  33NVN31NIVW 

W 31A10SI 


COMPOSITION  PER  LITER 


Dex- 

trose 

Cm 

Milliequivalents 

Cal- 

ories 

mOs 

Na  + 

K + 

Cl- 

Lact— 

HPO.= 

50 

40 

35 

40 

20 

15 

180 

400 

DON  BAXTER,  INC. 

GLENDALE,  CALIFORNIA 


DEDICATED  LEADERSHIP  IN  FLUID  THERAP 


continued  from  page  290 

A or  B of  Medicare  will  be  able  to  continue  under 
their  present  KCM  coverage  if  they  so  desire.  How- 
ever, all  of  our  contracts  will  be  changed  effective 
July  1st  to  provide  that  no  benefits  paid  by  Medicare 
will  be  duplicated. 

Spouses  and  dependents  under  age  65  will  be 
allowed  to  continue  on  their  regular  individual  or 
group  plan  coverage  until  they  reach  age  65. 

Three  KCM  Supplement  to  Medicarewill  become 
effective  the  same  day  as  the  patient  becomes  eligible 
for  Medicare.  The  subscriber  does  not  now  have 
to  be  a member  of  KCM  to  enroll  for  our  supple- 
ment, but  he  must  sign  up  prior  to  July  1st  or  there- 
after as  he  turns  65  years  of  age. 

The  KCM  Supplement  plan  will  provide  the 
following  benefits  of  hospitalization  not  provided 
by  Medicare: 

Pays  the  $40  deductible  for  in-patient  hospital 
expenses  for  each  spell  of  illness. 

Pays  the  $10  co-insurance  per  day  for  each 
day  spent  in  the  hospital  from  the  61st  to  the  90th 
day  for  each  spell  of  illness. 

Provides  60  additional  hospital  days  per  spell 
of  illness  beyond  the  90  days  provided  by  Medi- 
care. 

Pays  the  $5  per  day  for  each  day  spent  in  an 
extended  care  facility  from  the  21st  day  to  the 
100th  day.  This  benefit  becomes  effective  January 
1,  1967. 

Pays  the  $20  deductible  and  20  per  cent  of 
reasonable  charges  for  hospital  outpatient  diag- 
nostic services  to  the  20-day  maximum. 

Hospital  outpatient  charges  for  accidents  pro- 
vided care  is  received  within  72  hours  of  the 
accident. 

Hospital  outpatient  charges  for  surgery,  medi- 
cal emergencies,  radiation  therapy  and  physical 
therapy  to  a maximum  of  $100  each. 

Medical-surgical  benefits  provided  under  the 
supplement  plan  include  20  per  cent  of  the  reason- 
able charges  for  all  medical  and  surgical  services 
rendered  by  a doctor  of  medicine  in  the  doctor’s 
office,  patient’s  home,  or  hospital,  one  eye  refraction 
and  one  hearing  examination  per  calendar  year. 

Coverage  for  the  individuals  will  differ  slightly 
from  that  provided  for  groups  in  that  the  group 
supplement  will  be  provided  payment  of  the  $50  de- 
ductible per  calendar  year  for  doctor’s  services  in 
addition  to  the  other  benefits  described  above. 

The  hospital  and  medical-surgical  benefits  of 
both  the  group  and  individual  plans,  together  with 
the  basic  benefits  of  Medicare,  will  be  payable 
for  services  rendered  anywhere  in  the  world.  Medi- 
care does  not  pay  for  any  services  rendered  outside 
the  United  States  and  any  of  its  territories,  but 
subscribers  to  the  KCM  Supplement  will  be  fully 
protected. 


Billing  for  care  can  be  handled  in  either  of  two 
ways: 

1. — The  doctor  can  bill  the  patient  privately  and  the 

patient  then  will  bill  KCMSC  and  be  reimbursed 
directly. 

2. — The  doctor  can  accept  assignment  from  the  pa- 

tient. In  this  event  the  doctor  then  bills  KCMSC 
directly  and  is  paid  directly. 

Cost  per  month  for  the  individual  supplement  is 
$4.45  per  person.  For  the  group  supplement  it  is 
$7.95. 

Physicians,  physicians’  wives,  or  physicians’  wid- 
ows, over  65  years  of  age  who  are  covered  under 
the  KCM  Physicians  Health  Care  Plan  will  be  given 
their  choice  of  the  following  options  to  become 
effective  July  1,  1966  when  Medicare  benefits 
become  available: 

1. — They  may  retain  their  present  coverage  with 

KCM  with  a coordination  of  benefits  or  “anti- 
duplication provision.”  This  provides  that  KCM 
will  pay  regular  benefits  of  the  physicians  plan 
except  it  will  not  pay  for  any  benefits  paid  under 
Medicare.  The  rates  of  the  present  plan  will 
then  remain  unchanged. 

2. — They  may  subscribe  to  the  KCM  Individual  Sup- 

plement to  Medicare  replacing  their  present  plan, 
which  would  reduce  their  premiums. 

Very  sincerely  yours, 
B.  T.  FITZMAURICE,  M.D. 

Medical  Director 
King  County  Medical  Service  Corp. 

1800  Terry  Avenue 
Seattle,  Wash.  98101 

UAL  Credit  Plan 

EDITOR,  NORTHWEST  MEDICINE: 

United  Air  Lines  has  just  announced  a new 
personal  air  travel  credit  plan  that  could  be  a boon 
to  vacation  and  emergency  travel. 

Unlike  many  other  travel  credit  plans,  it  requires 
no  deposit— is  good  for  travel  on  connecting  carriers, 
provided  a portion  is  on  United  Air  Lines,  and  travel 
may  be  paid  for  within  25  days  without  a service 
charge,  or  one  may  defer  payment  to  a monthly  basis 
with  1-1/2  per  cent  service  charge  on  the  unpaid 
balance  per  month. 

This  air  travel  innovation,  similar  to  department 
store  and  gasoline  credit  card  plans,  requires  only 
a bank  reference,  employment  status  and  home  ad- 
dress to  qualify  one  for  quick  travel  credit. 

Anyone  interested  in  further  information  or 
desiring  to  make  application  may  callMUtual  2-3731, 
ext.  337,  391  or  392. 

Sincerely, 

JOHN  H.  VERMILYE 

United  Air  Lines 
Seattle,  Wash.  98101 
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When 

tetracycline 
is  indicated  in 

these  candidate 
for  Candida. 


• * 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex:-F 

tetracycline 
phosphate  complex 
-nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  mondial  infections. 
Who  are  these  “ candidates  for  Candida ”? 
/.diabetic  patients 

2.  nonpregnant  women  with  a history  of 
recent  or  recurrent  mondial  vaginitis 

3.  elderly  or  debilitated  patients 

4.  patients  with  a past  history  of  moniliasis 

5.  patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C . albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
monilial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IVarnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  1 months. 

Adverse  Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HC1  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


- - Cf 


X-Ray  of  the  Month 


What  were  this  patient’s  symptoms?  What  is  the  predisposing  cause?  What  is 
the  most  frequent  precipitating  cause?  Can  this  condition  be  treated  con- 
servatively? 


SEE  PAGE  326 
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PROTAMIDE* 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker.  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith.  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54:1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  2:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
2:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 


297 

Northwest  Medicine , April  1966 


In  Cardiovascular  Patients  - 


Increased 

intrathoracic 

and 

intra-abdominal 

pressure 

from 

straining 


Metamucil 

. . . to  prevent  straining 
at  stool  and  its 
adverse  effect  on 
blood  pressure, 
cardiac  output 
and  pulmonary 
circulation. 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three 
times  daily. 


METAMUCIL* 

brand  of  psyllium  hydrophilic  mucilloid 


Metamucil  Powder:  4,  8 and  16-ounce  con- 
tainers. Instant  Mix  Metamucil:  cartons  of 
16  and  30  single-dose  packets. 


S E A R LE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


Springtime  Missile  Crisis 


At  what  point  does  a labor-saving  product  of 
private  enterprise  become  a public  health  men- 
ace? The  question  arises  each  spring  as  the 
thoughts  of  homeowners  turn  to  their  lawns,  and 
an  ever-increasing  number  of  rotary  power- 
mowers  slice  into  action.  Unfortunately,  not  only 
grass  is  sliced,  but  a disturbing  number  of  toes 
and  fingers.  In  addition,  small  missiles  may  be 
flung  through  the  air  at  bullet-like  speed  to 
strike  either  the  operator,  or  worse,  an  innocent 
bystander.  Twenty  to  thirty  per  cent  of  injuries 
occur  in  children.  That  this  is  no  small  problem  is 
attested  to  the  by  the  survey  of  the  Seattle-King 
County  Safety  Council  during  a five-month 
period  in  1964.  In  the  Seattle  area,  110  persons 
were  injured  by  power  mowers  and  required 
hospital  emergency  room  treatment;  doubtless 
many  more  were  treated  by  physicians  in  their 
own  offices. 

Spurred  by  Senator  Warren  G.  Magnuson  of 
Washington,  Chairman  of  the  Senate  Commerce 
Committee,1  who  in  turn  was  spurred  by  an  arti- 
cle in  northwest  medicine2  the  industry  has 
shown  commendable  concern  over  the  rising  tide 
of  injuries.  A safety  education  campaign  is  under- 
way ( most  accidents  are  due  to  operator  careless- 
ness), and  the  Outdoor  Power  Equipment  Insti- 
tute issues  triangular  seals  to  each  machine  that 
meets  minimum  safety  standards. 

Safety  education  is  often  trumpeted  as  the 
means  for  reducing  accidental  injury.  It  is  also 
non-controversial  but  alas,  probably  saves  fewer 


fingers  and  toes  than  a safely  designed  machine. 
As  Senator  Magnuson  said,  “If  one  has  to  go 
over  an  entire  lawn  to  remove  every  small  stone 
and  2-inch  piece  of  wire  that  might  be  embedded 
in  the  grass,  one  might  as  well  cut  the  grass  with 
scissors.” 

Safer  machines  can  be  produced  by  the  in- 
dustry, but  safety  features  cost  money,  and  the 
average  consumer  often  puts  economy  above 
safety.  The  problem  is  how  to  keep  unsafe  models 
from  the  market.  It  would  be  nice  if  the  industry 
could  regulate  this  itself,  but  it  is  difficult  to  see 
what,  other  than  guilty  conscience,  would  keep  a 
manufacturer  from  marketing  a cheap  and  men- 
acing model. 

In  1963,  with  the  support  of  northwest  medi- 
cine3 the  Washington  State  Legislature  moved 
to  prevent  severed  femoral  arteries  by  prohibiting 
unsafe  plate  glass  in  new  home  construction  in 
favor  of  more  expensive  safety  glass,  As  a sign  of 
“progress”  we  regrettably  seem  to  have  reached 
the  point  where  legislation  setting  minimum 
safety  standards  for  power  lawnmowers  is  in 
order.  ■ 

Abraham  B.  Bergman,  M.D. 

REFERENCES 

1 Power  lawn  mower  safety.  Congressional  Record, 
July  23,  1965,  p.  17380. 

2 Bergman,  A.  B.,  power  lawn  mowers  are  dangerous 
weapons,  Northwest  Med.  64:261-263  (April)  1965. 

3 Editorial,  Glass  Door  Tragedies,  Northwest  Med,  60 : 
784  (Aug)  1961. 


Prepayment  for  Drugs 


Pharmacists,  seemingly  oblivious  of  the  fact 
that  other  prepayment  schemes  have  facilitated 
takeover  by  government,  are  establishing  a pre- 
payment plan  for  drugs.  The  scheme  was  devel- 
oped in  California  and  is  now  sponsored  in 
Washington  by  the  Washington  State  Pharma- 
ceutical Association.  Pharmaceutical  organiza- 
tions in  Oregon  and  Idaho  are  expected  to  join 
the  movement.  The  operating  organization,  called 
“Paid  Prescriptions”  plans  national  coverage. 

Although  the  plan  is  now  available  only  to 
groups,  it  is  anticipated  that  individual  contracts 
may  be  authorized  after  the  plan  is  well  estab- 
lished. Minimum  group  requirements  are  50  per 


cent  of  groups  of  fifty  or  more.  Drugs  are  pro- 
vided only  on  a physician’s  prescription  and  a 
service  charge  of  a dollar  or  more  is  charged 
by  the  pharmacist  filling  the  prescription.  There 
is  no  limit  on  type  of  drugs  furnished  or  the 
number  of  refills  ordered  by  the  physician.  Pro- 
vided minimal  group  requirements  are  met,  there 
is  no  waiting  period  and  no  exclusion  of  those 
with  chronic  disease. 

To  physicians  this  plan  offers  several  advan- 
tages and  no  disadvantages.  Probability  that 
the  prescription  will  be  filled  is  increased.  Here- 
tofore some  15  to  20  per  cent  of  prescriptions 
have  not  been  filled,  the  major  factor  in  this 
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failure  being  financial.  If  the  patient  takes  the 
prescription  to  the  pharmacist,  he  may  be  de- 
terred from  completing  the  transaction  by  cost 
of  the  drug  or,  if  he  has  more  than  one,  he 
may  ask  the  druggist  to  fill  only  the  most  im- 
portant one. 

Physicians  will  not  be  asked  to  make  any  re- 
ports. The  only  written  statement  required  wall 
be  the  normally  written  prescription.  It  may  be 


waitten  for  the  drug  deemed  best  for  the  patient, 
regardless  of  price  of  the  drug.  The  plan  promises 
to  correct  previously  significant  failures  to  get 
needed  drugs  into  the  hands  of  the  patient. 

With  the  public  being  rapidly  trained  to  the 
belief  that  health  care  is  a right  and  that  it  should 
not  involve  any  personal  financial  responsibility, 
it  seems  reasonable  to  welcome  pharmacists  to 
the  brave  new  world  of  prepayment.  ■ H.L.H. 


Continuing  Education 


Like  Freud,  who  developed  his  theories  by 
examining  himself,  the  medical  profession  is 
developing  ideas  about  continuing  education  by 
examining  itself.  Freud’s  contribution  may  or 
may  not  endure  but,  at  least,  he  gave  a great 
many  people  a great  deal  to  talk  about  for  a 
great  number  of  years.  Continuing  education 
appears  to  be  well  on  its  way  to  giving  a great 
many  people  a great  deal  to  talk  about  for  a 
great  number  of  years  to  come.  The  self  exam- 
ination has,  so  far,  revealed  only  a great  deal 
of  need.  The  great  answers,  like  the  Great  So- 
ciety, are  yet  to  be  developed. 

At  a meeting  devoted  to  continuing  medical 
education  sponsored  by  the  Oregon  Medical 
Association,  and  held  at  Good  Samaritan  Hos- 
pital in  Portland  early  this  month,  attendance 
of  more  than  eighty  registrants  indicated  remark- 
able awareness  of  the  needs.  Lively  interest  at 
the  workshop  sessions  testified  not  only  to  the 
interest  of  those  who  attended  the  meeting  but 
also  to  the  stimulating  presentations  by  those 
who  discussed  specific  topics. 

In  spite  of  the  fact  that  more  than  1,600 
courses  are  offered  each  year  in  this  country, 
and  in  spite  of  the  fact  that  experiments  with 
television  and  two-way  radio  have  been  conduct- 
ed, and  in  spite  of  the  fact  that  most  new' 
knowledge  is  being  reported  adequately  in 
journals,  there  is  no  real  agreement  on  what  are 
the  most  urgent  needs.  It  has  even  been  pro- 
posed that  another  organization  be  created  just 
to  stimulate  research  in  medical  education,  in- 
cluding that  part  of  medical  education  that 
begins  when  the  M.D.  degree  is  awarded. 

Some  research  enthusiasm  must  be  diverted 
from  clinical  research  to  clinical  practice.  Goals, 
when  established,  must  lead  to  program  plan- 


ning, to  methods  of  instruction,  to  evaluation  of 
results  and  thence  around  to  new  and  higher 
goals. 

Universities  may  find  their  greatest  role  in 
continuing  education  and,  in  medical  education, 
may  assume  the  conviction  that  the  brief  period 
of  formal  training  prior  to  granting  the  degree, 
may  be  merely  a period  for  developing  motiva- 
tion for  continuing  education.  The  M.D.  degree 
may  be  looked  upon  as  a license  to  enter  a life 
of  study  and  the  course  may  be  considered  to  be 
of  40  years  duration  rather  than  just  four. 

Community  hospitals  have  an  important  role 
in  continuing  education,  not  only  in  developing 
habit  patterns  during  the  intern  and  residency 
years  but  in  everyday  practice  through  consulta- 
tions and  staff  meetings.  Consultation  as  a means 
of  providing  education,  is  most  useful  when  the 
patient’s  physician  and  the  consultant  are  both 
present  during  the  history  taking,  examination 
and  discussion  with  family.  The  consultants  on  a 
hospital  staff  have  great  opportunity  to  enhance 
the  quality  of  medical  care  by  the  staff  and 
their  efforts  should  be  encouraged  by  hospital 
organizations. 

In  looking  at  the  problem  of  motivation  for 
continuing  education  it  is  possible  to  see  an 
interesting  psychological  reaction.  Most  educa- 
tion, starting  with  the  lowest  grades  in  elemen- 
tary school,  and  continuing,  even  through  med- 
ical school,  is  based  on  inflexible,  positive  state- 
ment. Two  and  two  make  four.  The  student  is 
never  permitted  to  question  authority  or  to  reach 
understanding  of  the  importance  of  probabilities. 
The  medical  student  who  clears  all  of  the  exam- 
ination hurdles  by  feeding  back  what  the  pro- 
fessor has  given  him,  tends  to  think  he  knows 
all  that  it  is  necessary  for  him  to  know.  He 
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tends  not  to  ask  questions,  to  read  critically  or, 
perhaps,  even  to  read.  He  tends  to  shun  dilemmas 
and  difficulties  rather  than  to  accept  them  as 
challenges  and  as  enjoyable. 

These  educational  defects  can  be  overcome. 
Students  can  learn  to  ask  questions,  to  investi- 
gate, to  pursue  an  independent  course  of  self 
education.  And,  in  the  long  run,  that  is  the  only 
kind  of  education  that  counts.  It  has  been  said 
that  anything  worth  learning  cannot  be  taught. 


Continuing  education  must,  perforce,  be  self 
education.  The  major  problem,  apparently,  is 
that  of  opening  minds  to  the  joy  of  learning. 
And,  somewhat  to  the  surprise  and  pleasure 
of  those  of  us  with  grey  hair,  it  can  be  done 
at  any  age. 

Where’s  the  nearest  library?  ■ H . L.  H. 

Note:  Papers  presented  at  the  meeting  at  Good  Samaritan 
Hospital  provided  the  background  for  these  comments. 
They  have  been  submitted  for  publication  and  will  appear 
in  a later  issue.  Ed. 


The  Coronary  Cart 


In  the  days  when  chest  slashing  was  the  popular 
route  to  cardiac  massage  in  cases  of  arrest,  this 
journal  advocated  development  of  special  facili- 
ties for  care  of  victims  of  coronary  disease.1  The 
proposal  to  establish  a coronary  room  was  in 
answer  to  a challenge  issued  by  Claude  Beck 
who  said,  “Now  that  this  problem  [of  the  death 
factors  in  coronary'  disease]  has  been  stated  in 
terms  of  simple  mechanisms,  it  becomes  the  re- 
sponsibility of  the  clinician  to  prevent  them  inso- 
far as  this  is  possible  and  also  to  permit  and 
advise  the  application  of  the  now  existing 
forms  of  effective  treatment  when  they  occur.”2 

Gratifyingly,  coronary  rooms  are  in  operation 
in  most  large,  modem  hospitals.  In  addition  there 
is  now  available  a device  that  offers  the  facili- 
ties usually  provided  in  a coronary  room  plus 
several  distinct  advantages.  It  can  substitute 
for  a coronary  room  or  supplement  service  avail- 
able in  the  room.  Its  main  feature  is  mobility. 

The  coronary  cart  has  a completely  indepen- 
dent power  supply  and  full  equipment.  It 
serves  as  a treatment  center,  operating  table,  or 
transporting  device.  Coupled  to  a hospital  emer- 
gency alert  system,  including  elevator  positioning 
and  personnel  call-up,  the  cart’s  electronic  equip- 
ment is  ready  well  before  it  reaches  the  bedside 
of  the  stricken  patient. 

Respirator,  external  cardiac  compressor,  and 
electrodes  can  be  applied  simultaneously.  An 
elapsed  time  meter  is  started  with  the  alert 
signal  and,  at  the  same  time,  a cardioscope, 
defibrillator,  and  data  recorder  are  put  in  oper- 
ating condition.  Instruments  are  available  for 
vein  cut-down  or  for  tracheotomy.  Ample  drawer 
space  is  provided  for  equipment  and  supplies 


but  drawers,  once  opened  cannot  be  closed 
without  key,  presumably  to  be  kept  at  the  source 
of  replacement  supplies. 

This  thoughtfully  designed  cart  has  been 
proven  and  has  saved  lives,  at  Pennsylvania 
Hospital,  Philadelphia,  where  it  was  designed. 
It  has  been  placed  in  operation  in  as  short  a 
time  as  26  seconds  after  the  alert. 

The  cart  is  one  more  step  in  meeting  the 
challenge  issued  eight  years  ago  by  Beck.  ■ 

H.L.H. 


Specially  trained  emergency  cardiopulmonary  resusci- 
tation team  at  site  of  cardiac  arrest  at  Pennsylvania  Hos- 
pital, Philadelphia.  The  simulated  scene  shows  the  patient 
just  after  he  has  been  lifted  onto  the  coronary  cart  and, 
in  astronautic  parlance,  all  systems  are  go. 


1 Editorial,  The  coronary  room,  Northwest  Med  58: 
523-524  (April)  1959. 

2 Beck,  C.  S.,  Coronary  heart  disease,  three  dominant 
causes  of  death,  Amer  J Surg  95:743-751  (May)  1958. 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Erythromycin  in  Therapy  and  Prophylaxis 

The  Rationale  of  Probabilities 

VICTOR  G.  RUBENSTEIN,  M.D.,  Los  Angeles,  California 


To  treat  acute  bacterial  infections  without  benefit  of  specific  culture  and 
sensitivity  testing,  the  clinician  must  assume  a probable  pathogenic  cause  and 
select  a therapeutic  agent  accordingly.  To  provide  current  information  for  such 
assumptions,  a combined  clinical  and  bacteriologic  study  surveyed  the  spectrum 
of  causative  pathogens  associated  with  acute  infections  in  an  unselected  series 
of  patients.  The  68  bacterial  strains  isolated  showed  an  unusually  high  incidence 
of  Neisseria  meningitidis  coincident  with  the  first  meningitis  outbreak  at  Fort 
Ord,  California,  suggesting  an  increased  carrier  rate  in  the  general  population. 
Over  94  per  cent  of  all  organisms  were  sensitive  to  erythromycin  and  chloram- 
phenicol, while  sensitivity  to  penicillin  and  tetracycline  was  considerably  less. 
Clinically,  all  patients  were  treated  with  erythromycin,  with  an  improvement  rate 
commensurate  with  the  response  to  sensitivity  testing  for  this  antibiotic.  Additional 
sensitivity  testing  of  N.  meningitidis  strains  indicated  resistance  to  triple  sidfa; 
reduced  sensitivity  to  penicillin;  but  continuing  responsiveness  to  erythromycin. 
The  safety  of  erythromycin  in  therapeutic  doses  suggests  its  use  to  eradicate 
positive  cultures  in  carriers  of  N.  meningitidis. 


I n the  management  of  acute  bacterial  infections, 
the  clinician  must  often  base  his  choice  of  a 
therapeutic  agent  on  probabilities.  First,  if  spe- 
cific culture  and  sensitivity  testing  is  not  feasible, 
he  must  arbitrarily  assign  the  causative  organism 
to  one  of  the  commonly-found  groups  of  patho- 
gens. Then,  to  achieve  reasonable  protection 
from  the  entire  spectrum  of  suspects,  he  must 
select  an  agent  that  provides  therapeutic  efficacy 
without  a high  risk  of  toxicity,  bacterial  super- 
infection, or  suddenly  resistant  strains. 

Actually,  the  rationale  of  probabilities  suffices 
for  the  majority  of  patients  seen  in  daily  office 
practice.  Its  vulnerability  lies  in  the  fact  that 
the  spectrum  of  causative  pathogens  may  change 
rapidly,  and  drastically.  The  emergence  of  a 
mutant  strain,  or  increased  incidence  of  a previ- 
ously uncommon  organism,  not  only  may  affect 
the  choice  of  agent  for  an  individual  patient, 
but  also  may  have  important  public  health  im- 
plications when  epidemic  infection  and  the 
carrier  state  are  considered. 

A dramatic  illustration  of  this  fact  emerged  in 
our  study.  This  was  a bacteriologic  investigation 
of  the  current  spectrum  of  pathogens,  as  isolated 
in  an  unselected,  consecutive  series  of  office 
patients  with  acute  infections.  Coordinated  with 


isolation  and  sensitivity  testing  of  the  causative 
pathogen  was  a clinical  evaluation  of  the  efficacy 
of  erythromycin0  for  management  of  the  in- 
fection. 

As  the  data  accumulated,  it  became  evident 
that  Neisseria  meningitidis  was  being  isolated 
from  patients  with  acute  pharyngitis  or  tonsillitis 
considerably  more  often  than  is  usual  in  such 
conditions.  Simultaneously,  reports  of  the  initial 
meningitis  outbreak  at  Fort  Ord,  California, 
were  beginning  to  command  attention.  The  ob- 
vious implications  of  a sharp  increase  in  carriers 
some  300  miles  to  the  south  of  Fort  Ord  height- 
ened our  interest  in  the  sensitivity  studies  com- 
paring erythromycin  not  only  with  other  anti- 
biotics, but  also  with  sulfonamide. 

Erythromycin  has  often  been  recommended  as 
the  drug  of  choice  for  the  clinician  faced  with 
the  dilemma  of  probabilities  in  treating  acute 
infections.12  Possessing  both  bacteriostatic  and 
bacteriocidal  activity,  this  antibiotic  is  effective 
against  a wide  range  of  pathogenic  organisms. 
Although  its  primary  activity  is  against  gram- 
positive cocci,  its  spectrum  includes  many  other 


♦Erythrocin,  Abbott. 
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Table  1 Spectrum  of  Organisms  Isloated 


Organism  Number 

Beta  Hemolytic  Streptococcus  19 

Streptococcus  viridans  13 

Neisseria  meningitidis  12 

Hemolytic  Staphylococcus  aureus  10 

Staphylococcus  albus  6 

Diplococcus  pneumoniae  4 

Coli  aerogenes  1 

Diphtheroids  1 

Neisseria  catarrhalis  1 

Streptococcus  faecalis  1 

Total  68 


Table  2 Sensitivity  of  Isolated  Oragnisms  to  Four  Broad- 
Spectrum  Antibiotics 


Antibiotic 

All  Orga 
Sensitive 

inisms 

Resistant 

Streptc 

Sensitive 

►cocci 

Resistant 

Staphylococci 
Sensitive  Resistant 

Erythromycin 

64 

4 

31 

2 

16 

0 

Chloramphenicol 

65 

3 

33 

0 

13 

3 

Penicillin 

42 

26 

22 

n 

6 

10 

Tetracvcline 

31 

37 

13 

20 

8 

8 

Table  3 Sensitivity  of  Isolated  Organisms  to  Erythromycin 
Highly  Moderately 

Organism 

Beta  Hemolytic 

Sensitive 

Sensitive 

Resistant 

Streptococcus 

18 

0 

1 

Streptococcus  viridans 

9 

3 

1 

Neisseria  meningitidis 
Hemolytic 

9 

2 

1 

Staphylococcus  aureus 

8 

2 

0 

Staphylococcus  albus 

4 

2 

0 

Diplococcus  pneumoniae 

3 

1 

0 

Coli  Aerogenes 

0 

0 

1 

Diphtheroids 

1 

0 

0 

Neisseria  catarrhalis 

1 

0 

0 

Streptococcus  faecalis 

0 

1 

0 

Table  4 Clinical  Response  to  Erythromycin  Th 

erapy 

Number  of  Sensitivity  to  Erythromycin  Clinical  Response 


Organism 

Beta  Hemolytic 

Patients 

Sensitive 

e Resistant 

Cured 

Improved 

Not  Improved 

Streptococcus 

Hemolytic 

li 

10 

1 

5 

5 

1 

Staphylococcus  aureus 

9 

9 

0 

5 

4 

0 

Neisseria  meningitidis 

6 

5 

1 

3 

2 

1 

Streptococcus  viridans 

3 

2 

1 

1 

2 

0 

Staphylococcus  albus 

3 

3 

0 

0 

2 

1 

Diplococcus  pneumoniae  2 

2 

0 

1 

0 

1 

Table  5 

Sensitivity  of 

N.  menir 

igitidis  to  Antibiotics  and 

Sulfa 

Agent  Number  Tested  Highly  Sensitive  Moderately  Sensitive  Resistanl 


Erythromycin 

12 

9 

2 

1 

Chloramphenicol 

12 

11 

1 

0 

Penicillin 

12 

8 

1 

3 

Tetracycline 

12 

5 

1 

6 

Triple  Sulfa 

8 

0 

0 

8 

Phenethicillin 

8 

1 

0 

7 

Triacetvloleandomycin 

3 

0 

0 

3 

Novobiocin 

3 

0 

1 

2 
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types  of  pathogens  as  well;  and  this  spectrum 
remains  largely  unimpared  by  resistance  prob- 
lems.12 Furthermore,  erythromycin  offers  an  im- 
pressive record  of  safety;  side  reactions  are 
minor,  and  occur  relatively  infrequently  at 
therapeutic  dosage  levels.1-3 

methods  and  materials 

Patients  were  referred  to  my  clinical  laboratory 
by  six  physicians,  including  pediatricians,  oto- 
rhinolaryngologists,  and  an  internist.  Most  of  the 
patients  were  in  the  pediatric  age  group.  Clinical 
diagnoses  included:  acute  tonsillitis;  acute  phar- 
yngitis; otitis  media;  and  one  case  each  of  acute 
conjunctivitis,  staphylococcic  furunculosis,  and 
staphylococcic  dermatitis. 

Bacterial  cultures  were  obtained  from  67  pa- 
tients. Two  major  organisms,  N.  meningitidis 
and  hemolytic  Staphylococcus  aureus,  were  iso- 
lated from  one  patient;  thus,  a total  of  68  patho- 
genic strains  were  subjected  to  sensitivity  testing. 

The  sensitivity  disc  plate  technique  was  used 
for  all  tests.  Each  isolated  organism  was  tested 
for  susceptibility  to  erythromycin,  chlorampheni- 
col, penicillin,  and  tetracycline.  In  addition,  a 
number  of  N.  meningitidis  cultures  were  tested 
for  sensitivity  to  triple  sulfa,  phenethicillin,  tri- 
acetyloleandomycin,  and  novobiocin. 

The  clinical  management  of  all  patients  in- 
cluded treatment  with  erythromycin,00  adminis- 
tered at  therapeutic  dosage  levels.  The  patients 
with  acute  conjunctivitis  and  staphylococcic 
dermatitis  were  given  topical  neomycin  ointment 
in  conjunction  with  systemic  erythromycin. 

results 

Causative  organisms  isolated  in  this  study  and 
their  frequency  of  occurrence  are  listed  in  Table 
1.  As  might  be  expected,  gram-positive  organisms 
predominated.  However,  as  previously  men- 
tioned, the  incidence  of  N.  meningitidis  is  strik- 
ing in  comparison  to  its  usual  occurrence  in  such 
a series.  In  this  study,  it  was  the  third  most 
frequently  isolated  organism. 

Table  2 compares  the  relative  susceptibility 
of  the  isolated  pathogens  to  the  four  antibiotics 
studied,  and  the  specific  sensitivity  of  these 
organisms  to  erythromycin  is  shown  in  Table  3. 
Over  94  per  cent  of  all  the  organisms  tested 

**The  erythromycin  used  in  this  study  was  supplied  by 
George  Berryman,  M.D.,  Medical  Director  of  New  Products, 
Abbott  Laboratories,  North  Chicago,  Illinois,  as  erythro- 
mycin stearate,  in  tablets  of  250  mg  and  as  erythromycin 
ethyl  succinate,  in  pediatric  oral  suspension. 


were  sensitive  to  erythromycin  and  chloramphen- 
icol, while  only  61.7  per  cent  were  sensitive  to 
penicillin,  and  45.6  per  cent,  to  tetracycline. 

Adequately  documented  follow-up  could  be 
obtained  for  only  34  of  the  67  patients  studied. 
Of  these  34,  the  referring  physicians  considered 
15  patients  cured  and  an  additional  15  improved; 
four  patients  showed  no  improvement.  Two  of 
these  four  were  treated  for  tonsillitis;  one  for 
rhinitis;  and  one  for  a pharygitis  that  later  proved 
to  have  been  the  forerunner  of  measles.  Table  4 
correlates  the  sensitivity  of  the  causative  organ- 
isms to  erythromycin  with  this  agent’s  perform- 
ance in  clinical  application. 

Table  5 summarizes  the  data  from  the  addi- 
tional sensitivity  testing  of  N.  meningitidis  cul- 
tures. All  eight  of  the  cultures  tested  proved  to 
be  resistant  to  triple  sulfa,  a noteworthy  finding 
in  view  of  the  fact  that  a sulfa  compound  would 
ordinarily  be  the  first  choice  for  an  agent  to 
eradicate  the  positive  culture  in  the  carrier. 
Eleven  of  the  12  N.  meningitidis  cultures  were 
sensitive  to  erythromycin,  and  all  12  to  chloram- 
phenicol, whereas  only  nine  were  sensitive  to 
penicillin,  and  six  to  tetracycline. 

discussion 

The  17  per  cent  incidence  of  N.  meningitidis 
in  this  series  agrees  with  the  reported  10  to  30 
per  cent  carrier  incidence  that  has  been  observed 
during  epidemics  of  meningitis.4  Brown  and 
Condit,  in  their  recent  report  on  the  Fort  Ord 
meningitis  epidemic,  note  that  a 20  per  cent 
incidence  of  healthy  male  carriers  of  type  B 
meningococci  was  identified  during  the  outbreak. 
They  feel  this  reflects  the  carrier  rate  in  the  gen- 
eral civilian  population  of  the  same  age.3 

It  is  significant,  perhaps,  that  I identified  ap- 
proximately the  same  incidence  of  carriers  in  a 
pediatric  age  group.  I feel  this  experience  sub- 
stantiates their  belief  that  there  is  wide  dissem- 
ination of  carriers  in  the  general  population 
throughout  California,  and  also  their  suggestion 
that  the  increasing  incidence  of  meningococcal 
meningitis  itself,  in  California,  represents  a prob- 
able upward  swing  in  the  cyclical  occurrence  of 
the  disease. 

Brown  and  Condit  also  note  that  the  most 
difficult  current  problem  in  controlling  meningo- 
coccal meningitis  relates  to  the  management  of 
carriers  and  contacts  by  chemoprophylaxis.  It  is 
thought  that  almost  all  persons  harbor  the  organ- 
ism in  their  naso-pharynx  at  some  time  or  other; 
furthermore,  when  an  outbreak  does  occur,  dis- 
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persal  of  the  organism  throughout  the  population 
is  believed  to  be  very  rapid,  an  opinion  well 
supported  by  our  observations. 

Sulfa  compounds  have  provided  efficient  pro- 
phylaxis against  N.  meningitidis  but  their  fre- 
quent use  for  this  purpose  has  produced  a num- 
ber of  resistant  strains.  Although  the  majority 
of  cases  of  meningitis,  to  date,  have  been  caused 
by  sulfonamide-sensitive  organisms,  some  very 
resistant  strains  have  been  found,  particularly 
during  outbreaks— precisely  when  antibacterial 
control  is  at  a premium.  And  Brown  and  Condit 
warn:  “When  significant  numbers  of  strains  are 
resistant  to  this  dose  [of  sulfadiazine],  its  use 
for  chemoprophylaxis  in  an  outbreak  will  be 
unsatisfactory.  ” 

Although  this  series  is  small,  I believe  it  indi- 
cates several  significant  trends.  The  finding  that 
all  eight  cultures  of  N.  meningitidis  tested  were 
unresponsive  to  triple  sulfa  suggests  that  I was 
dealing  with  a sulfonamide-resistant  strain  or 
strains.  It  has  been  suggested  that  the  meningo- 
cocci are  remaining  sensitive  to  penicillin,  tetra- 
cycline, and  most  other  broad-spectrum  antibi- 
otics. In  fact,  penicillin  has  been  recommended  as 
an  alternative  to  sulfa  for  pharmacoprophylaxis.5 
It  is  of  particular  interest,  therefore,  to  note  the 
response  of  our  cultures  to  the  antibiotics  tested. 

Of  the  12  cultures  tested,  only  nine  were  sensi- 
tive, in  any  degree,  to  penicillin.  All  were  sensi- 
tive to  chloramphenicol.  Toxicity  of  this  agent, 
however,  only  re-emphasizes  the  problem  of 
achieving  protection  without  incurring  damaging 
side  effects. 

The  fact  that  11  of  the  12  strains  responded 
to  erythromycin— almost  92  per  cent— makes  this 
agent  appear  most  promising  for  the  eradication 
of  positive  cultures  in  carriers  of  N.  meningitidis. 
Furthermore,  although  only  six  patients  could 
be  traced,  the  clinical  results  in  these  patients 
validate  the  laboratory  indication  of  efficacy, 
since  five  of  the  six  patients  showed  improve- 
ment and,  three,  in  fact,  were  considered  cured. 

Observations  concerning  the  other  pathogens 
isolated  in  this  series  parallel  those  with  N. 
meningitidis,  both  bacteriologieally  and  clinic- 
ally. Over  69  per  cent  of  all  the  isolated  organ- 
isms fall  into  what  is  considered  the  true  patho- 
gen group;  and  again,  the  sensitivity  of  these 
organisms  to  erythromycin  is  extremely  high. 
Clinically,  this  agent  not  only  maintained  its 
reputation  for  high  therapeutic  effectiveness,  but 
also  reaffirmed  its  quite  remarkable  safety  rec- 
ord. According  to  the  referring  physicians,  side 


effects  were  negligible  during  administration  of 
erythromycin  to  these  patients;  none  showed  any 
allergic  reactions  or  signs  of  toxicity,  even  the 
youngest  patient  who  was  just  one  month  of  age. 

The  low  incidence  of  erythromycin -resistant 
strains  in  this  series  re-emphasizes  the  relative 
rarity'  of  mutants  occurring  during  the  14-year 
clinical  use  of  this  agent.  This  fact,  added  to  the 
lack  of  toxicity  and  bacterial  superinfection  asso- 
ciated with  therapeutic  dosages  of  the  drug,  sug- 
gest its  serious  consideration  as  a prophylactic 
agent,  when  the  gravity  of  an  epidemiologic  sit- 
uation warrants  protective  measures.  Chemo- 
prophylaxis is  probably  not  effective  unless  full 
therapeutic  doses  of  the  prophylactic  agent  are 
employed;  thus,  erythromycin  appears  to  offer 
active  bactericidal  protection  at  a minimal  cost 
in  side  effects. 

conclusions 

In  a coordinated  bacteriologic  and  clinical 
study,  the  organisms  isolated  in  association  with 
acute  infections,  in  an  unselected  series  of  pa- 
tients, proved  overwhelmingly  sensitive  to  eryth- 
romycin therapy.  In  the  spectrum  of  pathogens 
isolated,  the  incidence  of  N.  meningitidis  was 
unusually  high,  indicating  a substantial  increase 
in  carriers  at  a considerable  distance  from  an 
epidemic  outbreak  of  meningitis.  Sensitivity  of 
isolated  strains  of  N.  meningitidis  to  erythromy- 
cin, coupled  with  the  clinical  safety  of  this 
agent,  suggest  its  consideration  as  a prophylactic 
agent  for  epidemiologic  control. 

The  unexpected  prevalence  of  N.  meningitidis 
emphasizes  the  continuing  need  for  re-examina- 
tion  of  the  spectrum  of  pathogens  causing  acute 
infections  at  any  given  time  and  in  any  specific 
locale.  In  the  organisms  isolated,  the  wide  vari- 
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ation  in  sensitivity  to  the  commonly-administered 
antibiotics  underscores  the  desirability  of  simul- 
taneous sensitivity  testing,  when  laboratory  facili- 
ties are  available  and  time  permits.  However, 
when  specific  bacteriologic  and  sensitivity  test- 


ing is  not  feasible,  up-to-date  laboratory  and 
clinical  data  enable  the  clinician  to  apply  the 
rationale  of  probabilities  with  reasonable  assur- 
ance of  therapeutic  success.  ■ 

6221  Wilshire  Blvd.  (90048) 


abstracto 

Para  tratar  infecciones  bacterialas  agudas  sin 
el  beneficio  de  cultivos  espectficos  y pruebas  de 
sensibilidad,  el  clinico  debe  suponer  la  causa 
patogena  probable  y de  acuerdo  con  eso 
seleccionar  un  agente  terapeiitico.  Para  propor- 
cionar  informacion  de  actualidad  para  hacer  tales 
suposiciones  un  estudio  clinico  y bacteriologico 
combinado,  examino  el  espectro  de  patogenos 
causantes  asociados  con  infecciones  agudas,  en 
una  serie  no  seleccionada  de  pacientes.  Las  68 
closes  de  bacterias  aisladas  demonstro  una  alta 
incidencia  de  Neisseria  meningitidis  coincidiendo 
con  los  primeros  casos  de  meningitis  en  Fort  Ord, 
Calfornia,  sugiriendo  una  alta  proporcion  de 


portadores  en  la  poblacion  en  general.  Arriba  del 
94  por  ciento  de  todos  los  organismos,  fueron 
sensitivos  a la  eritromicina  y cloranfenicol  mien- 
tras  que  la  sensibilidad  a la  penicilina  y a la 
tetraciclina  fue  considerablemente  menor.  Clinica- 
mente  todos  los  pacientes  fueron  tratados  con 
eritromicina,  con  un  resultado  de  mejoria,  pro- 
porcional  con  los  resultados  de  las  pruebas  de 
sensibilidad  co  neste  antibiotico.  Pruebas  adicio- 
nales  de  sensibilidad  de  la  N.  meningitidis 
indico  resistencia  a la  triple  sidfa;  sensibilidad 
disminuida  a la  penicilina;  pero  continua  pes- 
puesta  a la  eritromicina.  Laseguridad  de  la  eritro- 
micina en  dosis  terapeuticas  sugiere  su  uso  para 
eradicar  cultivos  positivos  en  los  portadores  de 
N.  meningitidis. 
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Our  Questioning  Generation 

In  some  ways  we  are  a sceptical  and  questioning  generation.  We  have  need  to  be. 
In  a time  when  new  knowledge  is  pouring  into  medicine,  bewildering  ideas  based 
on  laboratory  research  are  being  put  forward,  boundaries  are  being  extended,  and 
far-reaching  practices  are  being  advocated,  we  have  need  to  raise  the  warning  cry  from 
time  to  time— the  words  of  Oliver  Cromwell  when  faced  by  grave  issues:  “My  brethren, 
by  the  bowels  of  Christ  I beseech  you,  bethink  you  that  you  may  be  mistaken.” 

Group  Practice,  March,  1966 
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Emotional  Problems  of  Adolescents 

II.  Obesity,  Suicide,  School  Problems,  Drinking,  Theft 

LEEON  F.  ALLER,  Jr.,  M.D.,  Snohomish,  Washington 

Among  the  frequent  problems  of  adolescents,  obesity,  suicide,  school  prob- 
lems, drinking,  and  theft,  offer  opportunities  for  some  new  approaches  to  treat- 
ment. Small  group  therapy  sometimes  is  more  effective  than  individual  care  in 
obesity  and  requires  less  time  of  a busy  physician.  Suicide  attempts  are  more 
frequent  in  girls  than  boys ; the  attempts  are  usually  impulsive  and  unsuccessful, 
and  they  usually  indicate  need  of  the  adolescent  for  recognition  and  sympathetic 
counseling.  Unsatisfactory  home  conditions  contribute  more  to  school  problems 
than  do  school  stresses  themselves.  Use  of  alcohol  by  a teenager  is  a stumbling 
block  in  his  path  to  maturity  and  success  rather  than  a problem  of  illegal  and 
dangerous  social  behavior.  Theft  is  an  acting  out,  based  on  needs  of  the  teen- 
ager. It  demands  careful  exploration  and  prompt  discipline.  Listening  to  and 
supporting  the  teenager,  improving  his  communication  with  parents,  and  sug- 
gesting realistic  goals,  will  give  the  physician  rewarding  success  in  caring  for 
emotionally  disturbed  adolescents. 


In  my  previous  paper  I discussed  some  of  the 
major  interests  evoking  responses  in  teenagers 
and  how  they  responded,  and  offered  my  tech- 
nique of  seeing  adolescent  patients  as  one  satis- 
fying method  of  helping  this  delightful  age 
group.1  In  this  paper  I shall  present  specific 
cases  drawn  from  my  own  practice  as  examples 
of  problems  confronting  physicians  who  see 
adolescent  patients.  While  there  are  volumes  of 
material  on  the  subjects  of  obesity,  suicide, 
school  problems,  alcohol,  and  theft,  I shall  limit 
my  discussion  to  points  often  not  emphasized  in 
the  usual  texts.  It  is  no  easier  to  simplify  emo- 
tional problems  in  the  teenager,  and  identify  one 
dominant  factor,  than  to  identify  the  ingredients 
in  a cake  and  determine  which  is  the  one  neces- 
sary for  satisfactory  acceptance. 

OBESITY 

Since  we  have  the  richest  abundance  of  proper 
foods  available  in  the  world,  why  do  the  coke- 
and-hamburger  desires  of  teenagers  reach  astro- 
nomical figures  across  our  nation  of  drive-ins? 
Also,  while  most  parents  bemoan  the  poor  eating 
habits  of  their  teenagers,  why  do  15  to  20  per 
cent  of  adolescents  have  significant  obesity? 

The  adolescent  obese  patients  in  my  practice 
have  shown  no  consistent  relationship  between 
obesity  and  the  economic  status  of  their  parents, 

1 Aller,  L.  F.,  Jr..  Emotional  problems  of  adolescents, 
Northwest  Med  64:750-754  (October)  1965. 


but  I have  observed  correlation  between  obesity 
and  lack  of  exercise  or  abstention  from  sports, 
unresolved  emotional  conflict,  and  rejection  by 
peers.  The  fatter  the  teenager— the  lesser  his 
physical  activities,  and  the  longer  his  time  in 
front  of  the  TV,  the  refrigerator  or  the  candy 
counter.  Successful  management  of  obese  teen- 
agers requires  change  in  the  above  factors 
whether  they  precede  or  follow  the  onset  of 
obesity. 

adult  treatment  not  used 

Growth  needs  of  the  adolescent  and  the  usual 
excellent  status  of  cardiovascular  and  other  body 
systems  dictate  a treatment  approach  differing 
from  that  used  with  adults.  Crash  programs  are 
hazardous  because  they  precipitate  deficiencies 
in  protein,  glucose,  vitamins  and  minerals  much 
more  rapidly  in  teenagers  than  in  adults.  Some- 
times the  inactivity  of  an  obese  boy  is  protective 
of  his  partially  developed  bones  and  muscles, 
and  the  promotion  of  vigorous  physical  efforts 
becomes  harmful.  This  situation  alerts  me  to 
encourage  gradually  increased  activity  and  with 
caution.  Since  weight  losing  and  muscle  streng- 
thening proceed  concurrently  in  my  patients,  I 
like  to  measure  or  use  test  improvement  in  order 
to  allay  the  impatience  that  teenagers  display. 
Thy  often  want  to  lose  the  weight  before  a dance 
the  next  month,  so  I tell  them  clearly  what  1 
think  they  can  do,  not  what  they  think  they 
can  do. 
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When  I accept  as  a patient  a teenager  who 
wishes  to  lose  weight,  I take  a routine  history 
with  emphasis  on  the  following  points:  physical 
habits  and  activities;  body  sizes  of  siblings,  par- 
ents and  grandparents;  diet;  reasons  for  wanting 
to  lose  weight;  and  feelings  toward  family  mem- 
bers, schoolmates,  and  teachers.  If  the  emotional 
needs  of  the  patient  are  being  met  by  eating 
excessively,  I attempt  to  identify  the  sources  of 
anxiety  ( poorer  grades  than  sibling,  turned  down 
repeatedly  for  dances,  not  good  enough  for  the 
team,  severe  acne,  parental  discord,  etc.). 

goals  established 

After  taking  the  history,  I do  a routine  physi- 
cal and  get  a urinalysis,  complete  blood  count, 
and  protein-bound  iodine.  The  teenager  and  I 
together  set  some  goals,  arrange  for  regular 
visits,  determine  an  acceptable  diet,  and  decide 
whether  to  use  anorectics  briefly  or  not.  To  me, 
medicine  plays  only  a minor  role,  and  diet  must 
not  contribute  more  anxiety  for  the  patient. 
Some  adolescents  wish  to  try  reducing  weight 
without  drugs,  but  the  majority  desire,  and  re- 
quire, some  medication.  Amphetamines,  with 
mild  sedative  or  tranquilizer  combined,  are  or- 
dered, but  not  thyroid,  unless  the  PBI,  history 
and  physical  examination  show  evidence  of  hypo- 
thyroidism. 

Breakfast  is  the  meal  that  teenagers  most 
often  skip,  and  it  is  the  most  important  one  of 
the  day.  I feel  that  changing  from  a scanty 
breakfast  to  a hearty  meal  requires  strong  sup- 
port from  the  family  as  well  as  firm  resolution 
on  the  part  of  the  adolescent  himself.  Eating  a 
good  breakfast  sets  the  stage  for  physical  and 
mental  activities  during  the  day  without  the 
quick  exhaustion  that  teenagers  otherwise  dis- 
play. 

I have  teenagers  either  keep  their  weight 
reduction  program  as  confidential  as  possible, 
or  have  them  participate  in  a group  program. 
Small  groups  sharing  their  ideas  about  foods, 
exercises  and  sports,  social  activities,  and  tempt- 
ing breaks  in  their  routine,  show  more  success 
than  individual  efforts.  I spend  less  total  time, 
but  have  more  effective  communication  of  my 
ideas,  when  I arrange  small  group  counseling. 
This  is  done  with  the  assistance  of  diet  lists, 
height  and  weight  charts  displaying  the  wide 
variation  of  normal  weights  in  the  age  group 
concerned,  and  discussions  of  emotional  factors 
in  obesity  problems.  ( Factors  creating  anxiety  in 
adolescents  were  covered  in  my  first  paper.) 


It  seems  that  the  confident  assurance  and  direc- 
tion that  a physician  can  give  will  make  the 
difference  between  successful  weight  loss  and 
failure  in  some  teenagers. 

SUICIDE 

While  the  incidence  of  suicide  in  the  popula- 
tion under  twenty  years  of  age  is  relatively  low, 
the  15-  to  19-year-old  group  has  a rate  six  times 
as  high  as  the  younger  group  of  10-  to  15-year- 
olds.  In  my  practice  the  majority  of  suicide 
attempts  by  adolescents  are  made  by  girls,  and 
this  appears  to  be  the  finding  of  other  reporting 
physicians.  I firmly  believe  that  every  statement, 
even  slight  overtures,  suggesting  thoughts  of 
suicide,  must  be  promptly  investigated  and  given 
serious  consideration  by  the  physician.  Success- 
ful suicide  following  previous  attempts  is  an 
uncalled-for  waste  of  human  life.  The  particu- 
lar significance  of  adolescent  suicide  attempts  is 
that  these  impulsive  acts  are  often  planned  as  a 
means  of  gaining  recognition  or  sympathy  or 
both,  but  frequently  end  in  accidental  death. 
These  teenage  suicide  attempts  result  from  sud- 
den deprivation,  intensive  guilt,  severe  depres- 
sion, and  occasionally,  use  of  alcohol  or  drugs. 
In  one  recent  year,  in  a three  month  period 
from  February  to  April,  I had  five  adolescent 
suicide  attempts,  all  in  girls.  One  girl  was  afraid 
she  was  pregnant,  another  was  rejected  by  her 
boy  friend,  the  third  lost  her  grandfather  (who 
had  raised  her),  and  the  other  two  had  fear  of 
venereal  disease  or  pregnancy  after  sexual  inter- 
course with  more  or  less  casual  boy  friends. 

warning  signs 

In  Part  I of  my  paper  I indicated  that  I never 
give  more  than  a few  sleeping  capsules  to  an 
adolescent,  mainly  because  any  normal  need  for 
sedation  in  a teenager  is  short-termed.  Any  pro- 
longed need  is  accompanied  by  emotional  dis- 
turbances that  enhance  the  possibility  of  suicide 
effort.  Changes  in  behavior,  casual  remarks 
about  suicide,  withdrawal  from  intra-  or  extra- 
curricular school  activities,  and  falling  down  in 
grades,  are  often  warning  signs  that  an  adoles- 
cent might  consider  a suicide  attempt.  Another 
special  condition  of  teenagers  that  means  more 
potential  danger  of  suicide  than  in  adults  is 
moderate  to  extreme  melancholy.  I regret  to  say 
that  I have  seen  two  adolescents  in  my  office 
with  melancholy  that  I missed  the  significance 
of,  and  they  attempted  suicide  soon  thereafter 


309 

Northwest  Medicine,  April  1966 


—luckily,  unsuccessfully.  Since  then  I have  made 
certain  that  parents  or  guardians  are  alerted  to 
the  danger  of  suicide,  and  refer  them  and  their 
teenager  to  a psychiatrist  if  I cannot  handle  the 
case  with  full  confidence. 

There  are  certain  indicators  of  potential  suicide 
which  should  be  familiar  to  all  physicians, 
whether  they  see  adolescents  or  not.  These  in- 
clude previous  attempts,  recent  psychiatric  hos- 
pitalization, recent  death  of  a relative  or  close 
friend,  a history  of  suicide  in  the  family,  evi- 
dence of  extreme  anxiety  and  tension  in  the 
patient  himself,  recent  words  or  action  of  sui- 
cidal intent,  severe  depression  with  guilt  and 
self-deprecation,  abuse  of  alcohol  or  drugs,  and 
delusions  or  obsessive  fears  of  injuring  others. 

frankness  helps 

Although  some  physicians  ask  adults  directly 
about  thoughts  of  suicide,  they  hesitate  to  do  the 
same  with  teenagers.  I ask  frankly  if  the  ado- 
lescent has  thoughts  of  suicide  or  suicide  plans, 
giving  me  an  opportunity  to  evaluate  their 
response.  While  some  may  falsely  deny  such 
thoughts  or  plans,  any  preoccupation  with 
thoughts  of  death,  old  age,  or  invalidism,  sug- 
gests abnormality  in  the  teenager,  and  should 
alert  the  physician  to  potential  suicide. 

An  interesting  thought  occurs  to  me  as  I read 
of  automobile  accidents  in  teenagers.  Perhaps  a 
significant  number  of  them  are  suicide  attempts, 
such  as  happened  in  my  community  recently. 
A young  Mexican  boy,  married  to  a Caucasian 
girl,  deliberately  ran  into  a concrete  bridge 
abutment  when  his  wife  indicated  her  desire 
to  obtain  a divorce.  Another  subject  for  some 
speculation  is  the  person  who  continually  de- 
rives pleasure  from  extremely  hazardous  stunts 
in  skydiving,  motorcycle  racing,  etc.  Does  he 
do  it  because  of  a deep  desire  for  suicide, 
modified  to  meet  social  acceptance? 

SCHOOL  PROBLEMS 

Educators,  psychologists,  psychiatrists,  and 
PTA  leaders  write  books  on  the  subject  of  school 
failures,  but  the  involved  children  and  parents 
don’t  seem  to  get  the  message  very  often— nor 
does  the  family  physician.  I am  often  approached 
by  parents  with  the  request  that  I find  an  organic 
basis  for  school  failure.  Granted  that  vision,  hear- 
ing, and  endocrine  function  can  be  readily  eval- 
uated, they  should  not  be  promptly  branded  as 
the  cause  of  school  difficulty  if  abnormalities  are 


found.  There  is  always  to  be  found  a large  emo- 
tional factor,  sometimes  interwoven  with  physical 
defects  or  mental  limitation. 

The  adolescents  whom  I see  because  of  school 
difficulties  are  usually  brought  by  their  parents, 
as  noted  above,  but  a surprising  number  of  them 
come  to  me  because  of  my  lectures  to  certain 
high  school  classes  throughout  the  year.  I highly 
recommend  this  activity  to  all  interested  physi- 
cians, if  they  have  the  time,  willingness,  and  love 
of  teenagers.  One  school  has  recorded,  on  tape, 
my  comments  on  alcohol,  smoking,  heredity 
versus  environment,  sexual  maturation  and  un- 
derstanding, and  include  the  question  and  answer 
period  in  which  students  freely  participate. 

Rather  than  discuss  the  psychodynamics  pres- 
ent, let  me  list  the  specific  areas  that  are  sig- 
nificant in  relating  the  adolescent’s  emotional 
response  to  school  discipline  and  stress.  The  par- 
ental level  of  schooling  helps  me  understand 
the  level  of  assistance  that  can  be  given  the  stu- 
dent at  hime. 

Integrity  of  the  home  and  harmony  between 
parents  or  guardians  determine  the  sense  of  se- 
curity that  their  teenager  feels  at  school  as  well 
as  at  home.  Sibling  rivalry,  the  number  of  activi- 
ties competing  with  school  for  the  student’s  time 
(such  as  TV,  sports,  car,  work,  and  organiza- 
tions ) , success  or  failure  in  previous  school  years, 
and  whether  the  adolescent  likes  or  dislikes 
school,  are  all  questions  that  I feel  must  be  ans- 
wered. Teenagers  usually  tell  me  whom  they 
admire,  whom  they  dislike,  and  whom  they 
would  like  to  be  like.  These  clues  indicate  the 
course  I take  in  helping  them  build  characteris- 
tics useful  when  they  achieve  maturity  and  in- 
dependence from  family. 

future  made  significant 

Since  this  is  the  goal  most  all  teenagers  are 
seeking,  I insist  that  they  elucidate  some  of  their 
hopes  for  the  future,  regardless  of  how  indefinite 
the  plans  may  be.  This  allows  me  to  ask  how 
going  to  school,  learning  under  study  discipline, 
and  conforming  to  school  regulations  relates  to 
future  independence.  Thus,  I do  not  condemn 
previous  school  failure  or  infractions,  but  let  the 
patient  himself  discover  how  changing  his  atti- 
tude in  school  will  bring  him  closer  to  accomp- 
lishing his  goals.  I identify  the  goals  as  his,  not 
those  of  his  parents,  teachers  or  other  adults. 

Physical  and  intellectual  qualities  should  be 
measured  as  accurately  as  possible  in  the  adoles- 
cent with  significant  school  problems,  and  the 
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physician  involved  should  utilize  maximally  the 
resources  that  are  available  within  the  school  and 
community.  My  previous  failures  in  attempting 
to  help  school  failures,  dropouts  and  discipline 
violators  was  largely  attributable  to  failure  on 
my  part  to  utilize  information  from  teachers, 
school  psychologists,  administrators,  school 
nurses,  and  others  who  had  more  contact  with 
the  adolescent  than  did  either  the  parents  or  I. 
When  I have  the  results  of  psychologic  testing, 
reports  of  teachers,  etc.,  before  my  interview 
with  the  teenager,  I can  be  much  more  informed 
in  areas  where  the  student  has  prepared  defense 
of  his  past  behavior. 

With  the  information  obtained  by  parent  in- 
terview, information  from  the  psychologist  and 
teachers,  and  an  initial  interview  with  the  teen- 
ager, I feel  I have  already  begun  the  therapy 
of  the  adolescent’s  school  problems.  Early  in  his 
care  I must  decide  for  myself  if  the  student  can 
improve  in  his  present  home  environment,  or  if 
he  needs  a temporary  or  permanent  change 
(the  latter  is  rarely  necessary). 

CASE  REPORT 

A girl,  age  16,  was  the  only  child  in  a family 
where  the  mother  was  emotionally  disturbed,  the 
father  was  away  for  weeks  at  a time,  and  discipline 
was  almost  non-existent.  During  her  junior  year  in 
high  school  this  girl  had  many  infractions  of  school 
regulations,  then  ran  away,  out  of  state,  with  another 
girl.  They  were  picked  up  and  returned  to  the  home 
community,  but  this  patient’s  parents  placed  her  in 
the  county  juvenile  center  under  court  order  because 
she  was  totally  unmanageable.  From  the  center  she 
was  placed  in  a private  home  with  well  defined 
rules,  and  frequent  counseling  periods  by  the  foster 
mother  and  father  ( a physician).  She  was  helped 
with  her  school  work  by  some  tutoring,  given  oppor- 
tunity to  explore  future  plans,  and  was  returned  to 
the  detention  home  for  a single  period  of  24  hours 
when  she  skipped  a class  at  school.  She  was  not  al- 
lowed to  see  her  runaway  companion  for  a period  of 
time  and  when  subsequently  given  permission  to 
visit  that  person,  became  aware  of  the  undesirable 
effect  the  other  girl  had  upon  her.  She  voluntarily 
refrained  from  resuming  contact  after  that.  With 
regular  attendance  at  school,  improvement  in  grades, 
and  abidement  by  school  rules,  she  graduated  and  re- 
turned to  her  own  home.  She  continued  to  receive 
prompt  counseling  whenever  she  needed  it,  and  felt 
complete  freedom  to  visit  in  her  temporary  foster 
home  at  any  time.  She  is  now  a student  in  a four- 
year  college  after  a successful  year  at  junior  college. 

What  made  the  difference  for  this  girl?  She 
was  given  discipline  appropriate  to  her  maturity. 
She  was  recognized  as  an  individual  and  given 
attention  and  respect  ignoring  her  past  behavior. 
She  was  assisted  with  school  work,  allowed  to 
decide  herself  about  whom  she  would  associate 
with  after  she  had  recognized  the  undesirable 


attributes  in  her  close  companion  of  previous 
months,  and  she  was  restored  to  her  own  home  in 
a setting  of  interest,  respect  and  discipline. 

To  reiterate:  the  physician  can  remove  consid- 
erable anxiety,  found  both  in  the  adolescent  and 
his  parents  or  guardians,  by  spending  time  listen- 
ing to  and  supporting  the  teenager,  increasing 
the  communication  between  teenager  and  par- 
ent, and  helping  the  family  accept  realistic  goals 
which  the  adolescent  is  capable  of  reaching.  It 
is  easy  to  replace  frustration  of  repeated  failure 
with  modest  goals.  The  load  or  challenge  may 
be  increased  as  he  succeeds.  School  personnel 
will  assist  the  physician,  especially  since  it  often 
means  keeping  the  adolescent  in  school,  reduces 
discipline  problems,  and  improves  grades. 

ALCOHOL 

Although  the  mechanism  of  drinking  may  ap- 
pear to  be  complicated,  I use  a simple  concept 
in  presenting  this  social  problem  to  adolescent 
individuals  or  groups.  In  our  society  the  use  of 
alcohol  has  become  an  adult  privilege,  an  in- 
dication of  maturity  and  success,  and  an  accept- 
able excuse  for  misbehavior.  The  obnoxious 
drunk  is  laughed  at,  tolerated  as  regards  remarks 
and  actions,  and  given  deferred  punishment  since 
“he  was  too  drunk  to  know  what  he  was  doing.” 
Since  there  are  laws  against  the  use  of  liquor  by 
teenagers,  many  of  them  promptly  use  it  to  indi- 
cate their  rebellion  against  adult  authority  over 
adolescents,  and  to  display  their  growing  inde- 
pendence from  the  family  group. 

Occasionally,  I have  been  consulted  about 
drinking  of  teenagers  in  homes,  and  found  that 
the  parents,  or  guardians,  had  actually  encour- 
aged use  by  the  child  of  some  “beer  and  weak 
punch”  ostensibly  to  attract  other  adolescents 
and  to  promote  acceptance  of  the  youngster 
by  his  peer  group. 

Most  teenagers  who  answer  my  questions 
about  drinking  with  presumably  truthful  answers, 
state  that  solo  drinking  doesn’t  occur,  and  that 
teenage  drinking  is  the  result  of  curiosity,  re- 
bellion against  adult  restrictions,  and  boredom. 
These  are  not  the  reasons  given  for  adult  drink- 
ing, so  adolescents  must  be  treated  differently. 

no  sermon,  no  criticism 

When  an  adolescent  comes  to  me  with  the 
history  of  drinking,  I inquire  as  to  his  reason  for 
seeing  me  (sometimes  he  does  not  know  that 
drinking  is  the  reason  his  parents  called  me  and 
made  an  appointment).  If  he  is  aware  of  the 
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true  reason,  we  begin  to  explore  the  reasons  why 
he  was  sent  to  me  for  drinking.  I don’t  give  a 
sermon,  I don't  criticize  him  or  his  remarks,  but 
I do  listen.  When  the  teenager  has  conveyed 
most  of  his  thoughts  to  me,  I ask  the  same  ques- 
tions that  I ask  of  teenagers  whose  main  problem 
is  delinquent  behavior,  or  perhaps,  school  failure. 
Since  the  adolescent  is  still  maturing,  he  still 
needs  discipline,  and  I am  frank  to  point  out  the 
potentials  of  drinking— not  as  unacceptable  social 
behavior  and  unlawful  as  a teenager  activity,  but 
as  a stumbling  block  in  the  path  of  the  teenager 
toward  adult  independency  and  success.  When 
the  adolescent  realizes  that  I feel  he  has  prob- 
ably as  much,  or  almost  as  much  right  to  drink 
as  an  adult,  only  he  runs  many  more  risks,  he 
usually  accepts  my  remarks. 

My  inference  is  that  drinking  is  wrong  for 
adults  as  well  as  adolescents,  but  that  drinking 
by  teenagers  causes  more  serious  and  far-reach- 
ing difficulties.  I believe  that  my  approach 
causes  many  adolescents  to  defer  drinking,  thus 
allowing  them  to  be  more  fully  matured  when 
they  consider  the  use  of  alcohol  in  later  years. 
Several  teenagers  who  have  assisted  me  in  auto 
safety  demonstrations  have  seen  injuries  result- 
ing from  a mixture  of  drinking  and  driving. 
Needless  to  say,  they  have  been  deeply  impressed 
with  the  danger  of  alcohol,  and  have  shown  no 
inclination  to  use  alcohol  in  subsequent  years. 

While  my  interest  in  adolescent  drinking  has 
been  emphasized  only  in  the  past  ten  years,  I 
have  seen  fewer  teenagers  for  this  reason  in  re- 
cent years  than  previously.  In  trying  to  evaluate 
this  change,  I conclude  that  the  basic  emotional 
disturbances  bringing  an  adolescent  to  me  put 
drinking  in  a lesser  position  of  importance, 
and  my  counseling  for  other  problems  occasion- 
ally dissipates  the  alcohol  problem,  if  it  is 
present. 

counseling  parents 

There  must  be  some  counseling  of  parents  con- 
cerning drinking  by  their  adolescent  son  or 
daughter.  It  is  my  contention  that  fatherly  ad- 
vice about  abstinence  from  alcohol  has  little 
effect  unless  the  father  also  attempts  to  restrict 
alcohol  use.  I advise  parents  to  resist  any  use  of 
alcoholic  drinks  by  teenagers,  and  establish 
discipline  promptly  if  the  rule  is  broken.  Activi- 
ties that  do  not  give  much  opportunity  for  drink- 
ing should  be  encouraged  and  supported  by  the 
parents.  Suggested  items  are  sports,  home  dances 
well  chaperoned,  skating  and  other  parties,  en- 


couragement of  after-game  refreshments  at  a 
home,  and  minimal  opportunities  for  prolonged 
parking,  or  visiting  unchaperoned  homes,  etc. 
Parents  must  be  encouraged  to  support  rather 
than  abort  activities  of  their  teenagers.  By  im- 
proving communication  between  the  teenager 
and  his  parents,  the  physician  contributes  much 
toward  acceptable  behavior  and  less  possibility 
of  alcohol  use  by  the  teenager. 

Cases  from  my  own  practice  indicate  that  co- 
operative efforts  by  parents  and  involved  teen- 
agers eliminated  drinking  for  periods  as  long  as 
four  years.  In  the  patients  who  either  neglected 
to  return  for  counseling,  or  did  not  have  the  in- 
terest and  cooperation  of  parent  or  guardian, 
there  developed  additional  problems  as  well  as 
heavier  drinking  in  subsequent  years.  This  is 
valid  only  as  it  applies  to  the  small  number  of 
such  patients  with  whom  I have  had  some  con- 
tact. 

THEFT 

My  experience  with  theft  by  teenagers  seems 
to  support  one  observation— the  episode  is  an 
acting  out  part  of  a greater  need  of  the  adoles- 
cent for  recognition,  either  by  his  peer-group, 
or  parents  and  other  adults.  To  many  teenagers, 
as  well  as  to  many  adults,  success  as  a final  goal 
must  be  socially  acceptable,  but  the  means  of 
achieving  it  transcend  right  or  wrong.  News- 
papers abound  with  evidence  that  adults  con- 
done, and  even  approve,  questionable  ways  of 
getting  to  the  top.  You  have  heard  the  saying, 
“Do  unto  others  before  they  do  it  unto  you,”  and 
have  fathers  brag  how  they  “put  it  over”  on  some- 
one by  “stealing  the  plan  right  out  from  under 
their  noses.”  It  certainly  makes  a confusing  pic- 
ture of  right  and  wrong  for  the  adolescent  trying 
to  build  a pattern  of  behavior. 

Most  thefts  by  adolescents  are  single  episodes, 
impulsive,  and  accompanied  by  much  subse- 
quent guilt.  Excluded  from  this  pattern  is  the 
borrowing  often  going  on  among  teenagers.  I 
consider  it  a gray  area,  not  considered  stealing 
by  the  teenagers,  except  that  the  borrowed  ar- 
ticles are  sometimes  not  returned.  Even  in  the 
home,  borrowing  without  permission  is  so  often 
tolerated  that  the  adolescent  show's  no  restraint 
in  extending  the  borrowing  from  harmless  ar- 
ticles of  clothing  to  articles  of  transportation 
belonging  to  someone  else  in  the  community'. 

Repitition  of  theft  is  significant  and  serious. 
Repeaters  should  be  treated  by  psychiatrists. 
The  adolescent  who  has  been  caught  in  a single 
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episode  of  stealing  should  not  be  branded  as  a 
thief,  but  given  prompt,  brief,  but  clearcut  pun- 
ishment, appropriate  to  the  seriousness  of  the 
theft,  with  subsequent  complete  trust.  The 
prompt  punishment  followed  by  trust  will  re- 
veal a very  surprisingly  high  degree  of  honesty 
in  the  involved  adolescent.  As  I have  noted  for 
drinking  and  other  conditions,  the  pattern  of 
behavior  displayed  by  adults  and  peers  has  more 
influence  on  the  teenager  tempted  to  steal  than 
repeated  admonishments  that  stealing  is  wrong. 

Treating  an  adolescent  who  steals  necessi- 
tates a combined  approach  by  the  family  and 
the  physician,  and  usually  involves  the  school 
administration  or  law  enforcement  officials  con- 
cerned with  the  nonsocial  behavior. 

CASE  REPORT 

A 15-year-old  girl,  was  brought  to  me  because 
of  repeated  thefts  at  school.  Her  mother  worked 
and  her  two  stepbrothers  received  most  of  the  busy 
mother’s  attention.  My  patient  had  a poor  academic 
record,  participated  in  no  extra-curricular  activi- 
ties, and  had  as  companions  two  girls  who  already 
had  history  of  delinquency.  Counseling,  some  hyp- 
notic exploration  of  background  feelings,  and  psy- 
chiatric evaluation,  revealed  that  this  adolescent  girl 
was  jealous  of  her  siblings,  angry  with  her  mother, 
and  had  marked  dependency  needs,  not  appropri- 
ately met  by  her  companions.  She  was  given  reg- 
ular counseling,  spent  more  time  with  her  mother, 


took  care  of  her  siblings,  and  was  helped  in  her 
school  work  but  restrained  from  joining  her  pre- 
vious companions.  Her  grades  improved,  there  were 
no  more  thefts,  and  she  shortly  abandoned  the 
counseling.  Later  she  returned  to  her  earlier  com- 
panions, married  a serviceman,  had  a baby,  and 
developed  many  new  problems  necessitating  her 
return  to  medical  care. 

This  case  of  immaturity  and  dependency,  im- 
proved by  therapy,  then  relapsing,  emphasizes 
the  point  that  counseling  therapy  must  be  a long, 
continuous  process. 

Theft  is  probably  the  most  frequent  delin- 
quent behavior  putting  adolescents  into  prison. 
My  limited  study  of  inmates  and  parolees  indi- 
cates that  a high  percentage  of  these  young 
men  and  women  had  previously  been  deprived 
of  love,  discipline  and  family  security.  As  phy- 
sicians, we  can  support  them  with  warm  interest, 
trust,  and  respect  during  periods  of  counseling, 
and  promote  their  acceptance  by  the  community 
after  their  punishment  is  completed.  My  partici- 
pation in  Job  Therapy,  Inc.,  a rehabilitation  pro- 
gram for  prisoners  and  parolees,  proves  to  me 
that  a small  effort  to  give  recognition,  guidance, 
trust  and  the  dignity  of  work  to  previously  de- 
linquent adolescents  deters  many  of  them  from 
repeating  their  antisocial  behavior.  ■ 
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abstracto 

Entre  los  frecuentes  problemas  de  los  adoles- 
centes,  obesidad,  suicidio,  problemas  de  escuela, 
bebida,  y hurto,  ofrecen  oportunidades  para 
algunos  naevos  aproches  en  el  tratamiento.  En 
obesidad,  la  terapia  a pequehos  grupos  en  oca- 
siones  es  mas  efectiva  que  un  individual  cuidado 
y requiere  menos  tiempo  del  ocupado  medico. 
Atentos  de  suicidios  son  mas  frequentes  en 
mujeres  jovenes  que  en  hombres  jovenes;  los 
atentos  son  usualmente  impidsivos  y sin  exito 
y ellos  usualmente  indican  la  necesidad  de  los 
adolescentes  del  saludo  amistoso  y el  consejo 


afable.  Condiciones  insatisfactorias  del  hogar 
contribuyen  mas  a los  problemas  de  la  escuela 
que  los  provocados  por  la  adaptacion  a la  escu- 
ela, por  si  mismos.  El  uso  del  alcohol  por  un 
adolescente  es  un  tropiezo  en  su  camino  a la 
madurez  y el  exito,  mas  que  un  problema  de 
ilegal  y peligroso  comportamiento  social.  El 
hurto  es  una  actuacion  basado  en  las  necesidades 
del  adolescente.  Este  demanda  cuidadosa  explor- 
acion  y pronta  discipline.  Escuchando  y sopor- 
tando  al  adolescente,  mejorando  la  comunicacion 
con  sus  padres,  y sugiriendo  realisticas  metas, 
dara  al  medico  el  premio  del  exito  en  el  cuidado 
del  adolescente  emocionalmente  perturbado. 
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Bilateral  Primary  Testicular  Tumors 

HAROLD  J.  ELLNER,  M.D.,  Richland,  Washington  / IVAN  LE  COMPTE,  M.D.  / 
A.  M.  PUTRA,  M.D.,  Pasco,  Washington 


Cardinal  principles  of  diagnosis  and  care  of  testicular  tumors  are  illustrated 
in  a case  presenting  two  such  tumors  of  different  histologic  characteristics.  The 
second,  appearing  ten  years  after  successful  removal  of  a seminoma,  was  an 
anaplastic,  mixed  tumor.  Semanomata  grow  mare  slowly  than  the  others,  and 
are  usually  radiosensitive.  Other  testicular  tumors  depart  from  these  character- 
istics in  degree  varying  with  the  degree  of  anaplasia.  Early  removal,  starting 
with  division  of  the  spermatic  cord  at  the  internal  inguinal  ring,  is  urged  for 
suspicious,  non-painful,  testicular  tumors.  T rans-scrotal  biopsy  is  condemned. 


Testicular  neoplasms  comprise  a small  percent- 
age of  cancers  in  the  male.  Extremely  uncommon 
are  cases  in  which  both  testes  undergo  malignant 
change.  It  is  the  purpose  of  this  paper  to  present 
the  case  of  an  individual  in  whom  histologically 
different  tumors  occurred,  with  a ten  year 
interval  between  involvements. 

CASE  REPORT 

A 51-year-old  white  male  was  seen  by  his  physi- 
cian in  July  of  1962  complaining  of  a painless,  right 
testicular  enlargement.  Ten  years  previously,  a left 
total  orchiectomy  had  been  done  for  seminoma.  No 
irradiation  was  reported. 

The  patient  declined  admission  to  the  hospital 
until  September  5,  1962,  when  colicky  right  flank 
pain  with  inguinal  and  scrotal  radiation  supervened. 
The  testicular  size  had  increased.  The  hemoglobin 
was  12.5  gm  and  white  blood  count  8700.  The  urine 
showed  10  to  20  white  blood  cells  per  high  power 
field  and  occasional  red  blood  cells.  An  intravenous 
pvelogram  (Figure  1)  showed  no  obstruction  but 
upper  mid-right  ureteral  deviation  medially.  Chest 
x-ray  revealed  multiple  metastatic  lesions.  (Figure 
2). 

The  conclusion  was  that  nodal  metastases  from 
a tumor  of  the  right  testis,  in  proximity  to  the 
ureter,  had  brought  about  both  the  ureteral  colic 
and  displacement.  In  the  hope  of  diagnosing  a 
radiosensitive  tumor  (seminoma),  total  right  orchi- 
ectomy was  done.  Although  the  cord  was  free  of 
tumor,  histologic  study  revealed  the  testis  to  be 
replaced  by  a highly  anaplastic,  mixed  tumor  con- 
taining elements  of  choriocarcinoma,  and  embryonal 
carcinoma  and  seminoma,  (Figure  3).  This  differed 
from  the  left  testis  tumor  of  a decade  previously 
which  consisted  of  the  solid  and  uniform  cellular 
pattern  of  seminoma,  (Figure  4). 

The  patient  was  treated  symptomatically  for  pain 
following  discharge.  He  was  readmitted  on  December 
4,  1962,  with  weight  loss,  and  pain  due  to  vertebral 
metastasis.  Scattered  rhonchi  were  present.  Hemo- 
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globin  was  10.7  gm,  white  blood  count  8,000,  red 
Blood  count  3,540,000,  hematocrit  33.  The  urine 
showed  75  to  100  white  blood  cells  per  high  power 
field.  Following  two  weeks  of  supportive  treatment, 
he  was  discharged.  On  January  14,  1963,  he  was 
dead  on  arrival  at  the  emergency  room.  Autopsy  was 
not  permitted. 

discussion 

This  unusual  case  illustrates  several  considera- 
tions as  to  the  characteristics,  incidence,  diag- 
nosis, and  treatment  of  testicular  tumors. 

1. — Testicular  neoplasms  are  not  common,  a 
fact  which  can  lead  to  errors  in  diagnosis  (i.e., 
confusion  with  epididymitis ) . They  comprise  less 
than  1 per  cent  of  all  malignant  tumors.  The 
majority  occur  in  patients  20  to  40  years  old.  One 
main  characteristic  is  the  painlessness  of  the 
swelling,  as  was  apparent  in  the  case  under  dis- 
cussion. Each  tumor  did,  however,  occur  some- 
what beyond  the  average  age  of  highest  inci- 
dence. 

2. — The  need  for  early  diagnosis  and  treatment 
is  of  utmost  necessity,  in  that  metastases  can 
occur  rapidly.  Indeed,  some  tumors,  notably 
choriocarcinoma,  may  have  undergone  metastatic 
spread  before  testicular  enlargement  is  evident. 
Total  excision,  beginning  with  clamping  and 
severance  of  the  spermatic  cord  at  the  internal 
inguinal  ring,  is  the  treatment  of  choice  if  the 
diagnosis  is  suspected.  Testicular  biopsy  (i.e., 
through  a scrotal  incision),  is  to  be  condemned, 
in  that  it  may  spread  an  otherwise  curable  tumor. 
This  case  illustrates  the  value  of  early  diagnosis 
which  afforded  a cure  of  his  left  testicular  tumor 
as  well  as  the  tragedy  of  late  consultation  in 
regard  to  the  right-sided  mass. 

3. — Testis  tumors  are  multipotential  and  may 
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Fig.  1.  Intravenous  pyelogram  showing  lateral  displace-  Fig.  2.  Chest  film  showing  hematogenous  metastases  with 
ment  of  upper  mid-right  ureter  due  to  nodal  metastases.  typical  round  lesions  of  fairly  uniform  size. 


Fig.  3.  Right  testicular  tumor  showing  mixed  histological 
pattern  X19. 


Fig.  4.  Right  testicular  tumor  showing  uniformity  of  cellu 
lar  pattern,  typical  of  seminoma,  X7. 
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contain  elements  of  more  than  one  histologic 
type.  The  histological  characteristics  are  of  prog- 
nostic importance.  Seminomas  are  the  most  ra- 
diosensitive, usually  the  slowest-growing,  and 
carry  the  best  prognosis.  As  the  degree  of  ana- 
plasia progresses  through  teratocarinoma,  embry- 
onal carcinoma,  and  choriocarcinoma,  growth 
rate  and  radioresistance  increase.  In  this  case, 
both  the  left  seminoma  and  the  less-differenti- 
ated, contralateral,  mixed  tumor  behaved  charac- 
teristically. 

4.— Metastases  from  these  tumors  reach  the 
para  - aortic  nodes  via  the  internal  spermatic 
lymphatics.  Inguinal  nodes  are,  therefore,  not 
commonly  involved.  The  lungs  are  often  involved 
by  hematogenous  spread,  giving  the  characteris- 
tic “golf  ball”  x-ray  pictures.  The  right  ureteral 


deviation  and  appearance  of  the  chest  film  illus- 
trate this. 

5.— There  is  considerable  divergence  of  opinion 
as  to  the  value  of  node  dissection  and  radiation 
throughout  the  histological  and  metastatic  spec- 
tra of  testis  tumors.  The  consistently  beneficial 
role  of  radiation  in  seminoma  is  widely  accepted, 
however.  Neither  of  these  two  methods  of  treat- 
ment was  considered  for  the  second  tumor  in 
this  case  because  of  the  advanced  stage  and 
resistant  cellular  type  of  the  neoplasm. 
summary 

An  uncommon  occurrence  of  bilateral  primary 
testicular  tumor  is  reported.  Certain  diagnostic 
and  prognostic  characteristics  of  testicular  neo- 
plasms are  described,  reiterating  the  importance 
of  early  recognition  and  treatment.  ■ 
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abstracto 

Principios  cardinales  de  diganostico  y cuidado 
de  tumores  testiculares  son  ilustrados  en  un  caso 
presentando  dos  tumores  de  diferentes  caracter- 
isticas  histologicas.  El  segundo,  apareciendo  diez 
anos  despues  de  exitosa  extirpacion  de  una 
seminoma,  fue  un  anaplastico  tumor  mixto. 
Seminomas  crecen  mas  lentamente  que  los  otros 


y son  usualmente  radiosensitivos.  Otros  tumores 
testiculares  departen  de  estas  caracteristicas  en 
variado  grado  con  el  grado  de  anaplasia. 
T emprana  extirpation,  tomenzando  con  la 
division  del  cordon  espermatico  junto  al  anillo 
inguinal  interno  es  aconsejada  para  sospechosos, 
indoloros  tumores  testiculares.  Biopsia  trans- 
escrotal  es  condenada. 
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Screening  of  Children  with  Suspected  Congenital 

Heart  Disease 

Further  Experience  in  a Rural  Area 

FRANK  L.  FLETCHER,  M.D.  / C.  CLIFFORD  JOHNSON,  M.D.,  Boise,  Idaho 

Two  hundred  eighty-one  children  have  been  examined  since  this  program 
was  reported  four  years  ago.  Improvements  have  been  made  in  effectiveness, 
accuracy  and  safety.  Reasonable  economy  has  been  achieved.  Of  the  cases 
examined,  195  had  congenital  heart  disease,  76  had  no  significant  heart  disease, 
and  10  had  rheumatic  heart  disease.  Cost  of  examining  those  without  heart 
disease  was  $65.  Cost  for  those  with  lesions  for  which  surgery  was  not  necessary 
was  $300.  For  closed  surgical  cases  the  cost  was  $920  and  for  open  heart  surgery, 
$1600.  A bonus  was  dissemination  of  information  to  physicians  who  earned  fees 


by  participating. 

This  report  is  a review  of  our  program  for 
screening  of  children  with  congenital  heart 
disease  in  a rural  area.  A previous  report  was 
published  in  1962. 1 Purpose  of  the  present  review 
is  to  evaluate,  (a)  the  present  care  of  children 
with  these  defects,  ( b ) the  incidence  of  the  vari- 
ous lesions,  (c)  the  accuracy  of  diagnosis,  (d) 
the  mortality  rates,  and  (e)  the  costs  involved. 

It  should  be  stated  at  the  outset  that  the  pres- 
ent report  is  not  exactly  comparable,  statistically, 
to  the  previous  one,  since  it  was  based  on 
personal  experience  of  one  physician.  The  pres- 
ent communication  includes  experience  of  other 
physicians  who  examined  children  for  the  Crip- 
pled Children’s  Service  of  the  Idaho  State  De- 
partment of  Health.  Detailed  study  has  estab- 
lished no  significant  difference  in  findings  be- 
tween the  examiners,  and  the  greater  number 
of  cases  included  adds  to  statistical  validity. 
Records  of  all  of  these  children  are  maintained  in 
a central  office  and  these  records  served  as  the 
basis  for  this  study. 

We  have  compared  by  age  groups,  the  chil- 
dren examined  prior  to  July  1,  1961,  with  those 
examined  between  July  1,  1961,  and  July  1, 
1965.  The  percentage  of  children  under  one  year 
of  age  examined  in  the  more  recent  period  has 
shown  a significant  increase.  This  is  important, 
since  deaths  from  congenital  heart  disease  occur 
chiefly  in  the  first  year  of  life,  and  recognition 
of  the  operable  cases  should  be  made  during 
that  period.2 

Dr.  Fletcher  is  Clinical  Director,  Congenital  Heart  Pro- 
gram, Child  Health  Division,  Idaho  Department  of  Health. 

Dr.  Johnson  is  Consultant,  Congenital  Heart  Program, 
Crippled  Children’s  Service,  Idaho  Department  of  Health. 


Table  1 
Age  Groups 

Examined  between 


Examined  before  July  1, 

1961 

July  1,  1961  and  July  1,  1965 

Under  1 year 

12% 

Under  1 year  24% 

1-4  years 

30% 

1-4  years  22% 

4-10  years 

43% 

4-10  years  29% 

Over  10  years 

15% 

Over  10  years  25% 

total  cases  examined 

One  hundred  eighty-two  cases  were  included 
in  the  previous  report.  Two  hundred  eighty-one 
additional  cases  have  been  examined  and  are 
included  in  the  present  study.  One  hundred 
ninety-five  of  the  281  cases  were  considered  to 
have  congenital  heart  disease.  Despite  uncer- 
tainty regarding  its  etiology,  we  have  included 
endocardial  fibroelastosis  under  congenital  heart 
disease.3  4 All  children  were  referred  to  us  by 
private  physicians.  Approximately  69  per  cent  of 
the  children  referred  to  us  as  congenital  heart 
disease  were  found  clinically  to  have  congenital 
lesions.  In  the  previous  study,  approximately  82 
per  cent  of  the  referred  cases  had  such  lesions. 
No  significant  heart  disease  was  found  in  27  per 
cent  (76  cases)  of  the  children  examined  since 
July,  1961,  and  in  16  per  cent  prior  to  that  time. 
Rheumatic  heart  disease  accounted  for  2.8  per 
cent  (10  cases)  of  the  total  number  examined 
between  July  1,  1961,  and  July  1,  1965,  the  period 
covered  by  this  report,  and  for  1.6  per  cent  of 
those  seen  in  the  earlier  period. 

congenital  lesions 

Clinical  diagnosis  of  congenital  heart  disease 
was  made  in  195  cases,  and  was  based  on  the 
history,  physical  examination,  electrocardiogram, 
roentgenogram  of  the  heart  and  chest,  and  hema- 
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tologic  studies.  Fluoroscopy  was  used  when 
indicated,  but  was  not  done  routinely.  Catheter- 
ization studies  were  not  included  in  the  screen- 
ing procedures.  Incidence  of  the  various  lesions 
is  listed  in  Table  2. 

Table  2 

Clinical  Diagnosis 


Ventricular  Septal  Defect  52 

Patent  Ductus  Arteriosus  25 

Ostium  Secundum  23 

Pulmonic  Stenosis  only  21 

Pulmonic  Stenosis  plus 

Ventricular  Septal  Defect  6 

Tetralogy  of  Fallot  17 

Aortic  Stenosis  12 

Coarctation  of  Aorta  10 

Ostium  Primum  6 

Transposition  of  the  Great  Vessels  5 

Tricuspid  Atresia  3 

Endocardial  Fibroelastosis  3 

Miscellaneous  12 

TOTAL  195 


The  miscellaneous  group  includes  five  undif- 
ferentiated, one  pseudotruncus,  two  truncus  arte- 
riosus, one  dextro-position  of  the  heart,  one  par- 
oxysmal auricular  tachycardia  at  three  months  of 
age,  one  congenital  heart  block,  one  anomaly 
of  venous  return  with  pulmonic  stenosis  and 
transposition  of  the  great  vessels. 

These  statistics  probably  reflect,  with  some 
accuracy,  the  incidence  of  the  various  lesions 
in  the  age  groups  studied  in  this  area.  They  do 
not  represent  the  incidence  of  congenital  heart 
disease  in  the  neonatal  population,  since  it  is 
uncommon  that  we  see  such  early  cases.5  Neither 
are  they  comparable  to  the  incidence  as  found 
in  autopsy  material.6  Large  cardiac  centers,  pre- 
sumably, will  have  a preponderance  of  more 
serious  cases.7-9 

Table  3 

Clinical  Diagnoses  Proven 


Patent  Ductus  Arteriosus  20 

Ventricular  Septal  Defect  14 

Tetralogy  of  Fallot  13 

Pulmonic  Stenosis  only  10 

Pulmonic  Stenosis  plus 

Ventricular  Septal  Defect  6 

Coarctation  of  Aorta  8 

Ostium  Secundum  7 

Aortic  Stenosis  5 

Ostium  Primum  3 

Tranposition  of  the  Great  Vessels  3 

Tricuspid  Atresia  2 

Miscellaneous  5 

TOTAL  96 


proven  cases 

Of  the  195  clinically  diagnosed  cases.  111 
have  had  a diagnosis  established  either  by 
catheterization  studies,  operation,  or  autopsy. 
In  96  of  these,  (Table  3)  the  clinical  diagnosis 
was  substantiated,  in  15  it  was  not  substantiated. 
The  other  cases  (84)  have  not  yet  been  com- 
pletely studied. 

errors  in  clinical  diagnosis 

In  the  previously  reported  group  of  patients, 
if  one  of  two  possibilities  was  subsequently  estab- 
lished as  the  diagnosis  this  was  considered  as  a 
correct  diagnosis.  In  the  present  group,  only  if 
the  primary  clinical  diagnosis  was  substantiated 
was  it  listed  as  correct.  Also  in  the  present  group, 
atrial  septal  defect  was  not  used  as  a diagnosis, 
these  being  divided  into  ostium  secundum  or 
ostium  primum  defects.  Ventricular  septal  de- 
fects with  or  without  pulmonic  stenosis  were 
separated,  and  transposition  of  the  great  vessels, 
tricuspid  atresia  and  endocardial  fibroelastosis 
were  added  to  the  list  of  lesions  recognized 
clinically.  Despite  the  more  sophisticated  clinical 
approach,  the  percentage  of  error  was  approxi- 
mately 13.5  per  cent  as  against  23  per  cent  in 
the  earlier  group  reported. 

The  individual  cases  in  error  are  presented 
in  more  detail. 

CASE  REPORTS 

Case  1.  A 3-year-old  girl  had  developed  cyanosis 
at  two  and  three-fourth  years,  had  grade  V/6  systolic 
murmur  and  thrill  in  the  third  and  fourth  left  inter- 
costal spaces,  with  diminished  P2.  Left  ventricular 
heave  was  present.  There  was  a small  pulmonary 
conus  and  decreased  pulmonary  vascular  shadows, 
as  noted  on  roentgenograms  of  chest.  The  left  axis 
deviation  and  left  ventricular  hypertrophy  shown  on 
the  electrocardiogram  should  have  alerted  us  to  the 
proper  diagnosis  in  this  child.  Tricuspid  atresia  was 
found  and  a shunt  operation  done. 

Case  2.  A 19-month-old,  acvanotic,  male  child  had 
a grade  II-III/6  systolic  murmur  at  the  third  and 
fourth  left  intercostal  spaces.  There  was  no  thrill. 
Roentgenograms  showed  right  ventricular  enlarge- 
ment with  normal  pulmonary  vascular  shadows.  The 
electrocardiogram  showed  right  ventricular  hyper- 
trophy. Femoral  arterial  pulses  were  palpable  but 
blood  pressure  in  the  legs  was  lower  than  in  the 
arms.  Clinical  diagnosis  of  ventricular  septal  defect 
should  not  have  been  made.  Coarctation  of  aorta  was 
found  at  operation. 

Case  3.  A 7-vear-old,  acyanotic  girl  had  a widely 
heard  grade  III/6  systolic  murmur,  no  thrill,  diastolic 
murmur  at  the  lower  left  sternal  border,  and  left 
axis  pattern  on  the  electrocardiogram.  She  should 
have  been  correctly  diagnosed  clinically  as  an  ostium 
primum  defect  rather  than  as  a ventricular  septal 
defect. 
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Case  4.  A 7-year-old  acyanotic  boy  had  a widely 
heard  grade  III/6  systolic  murmur,  no  thrill,  and 
accentuated  and  widely  split  P2.  The  electrocardio- 
gram showed  incomplete  right  bundle  branch  block, 
with  the  axis  at  0°.  On  catheterization,  oxygen  step- 
up  was  found  at  the  atrial  level,  and  the  clinical 
diagnosis  of  ventricular  septal  defect  was  changed  to 
ostium  primum  defect. 

Case  5.  A 3-month-old  male  infant,  cyanotic  since 
birth,  had  a widely  heard  grade  IV/6  systolic  mur- 
mur, no  thrill,  and  right  ventricular  hypertrophy  on 
the  electrocardiogram.  The  roentgenogram  showed 
right  ventricular  enlargement  and  concave  pulmon- 
ary artery  segment  with  normal  pulmonary  vascular 
shadows.  Pulmonary  second  sound  was  thought  to 
be  diminished.  Clinical  impression  was  tetralogy  of 
Fallot.  At  autopsy,  transposition  of  the  great  ves- 
sels was  found  with  intact  ventricular  septum  and 
a patent  ductus  arteriosus. 

Case  6.  A 16-month-old  female  infant  had  a his- 
tory of  intermittent  cyanosis  since  birth.  A grade 
III/6  systolic  murmur  was  equally  well  heard  on 
both  sides  of  the  upper  sternum.  Pulmonary  second 
sound  was  accentuated.  Roentgenographic  examina- 
tion showed  a narrow  supracardiac  shadow,  right 
atrial  and  right  ventricular  enlargement,  flat  pulmon- 
ary conus  and  normal  pulmonary  vascular  shadows. 
Electrocardiogram  showed  right  ventricular  hyper- 
trophy. Clinical  diagnosis  of  atypical  tetralogy  of 
Fallot  was  made.  The  angiogram  showed  a truncus 
arteriosus,  and  this  was  later  confirmed  by  an  au- 
topsy. (Type  II  of  Collet  and  Edwards.)10 

Case  7.  A 6-year-old,  acyanotic  girl  had  grade 
IV/6  systolic  murmur  at  the  second  and  third  left 
intercostal  spaces,  and  no  thrill.  Pulmonary  second 
sound  was  not  remarkable.  Electrocardiogram  was 
within  normal  limits.  Roentgenographic  examination 
revealed  minimal  fullness  of  the  pulmonary  conus 
and  minimal  increase  in  pulmonary  vascular  sha- 
dows. Clinical  diagnosis  was  ventricular  septal  de- 
fect. On  catheterization,  oxygen  step-up  was  found 
at  the  atrial  level.  An  ostium  secundum  defect  was 
found  at  operation. 

Case  8.  A 10-month-old,  acyanotic,  female  infant 
had  a grade  IV/6  systolic  murmur  at  the  fourth  left 
intercostal  space  and  systolic  thrill.  A diastolic  mur- 
mur was  heard  at  the  apex.  Right  ventricular  heave 
was  present.  Pulmonic  second  sound  was  accentu- 
ated. Roentgenograms  revealed  right  atrial  and  right 
ventricular  enlargement  with  a full  pulmonary  conus 
and  increased  pulmonary  vascular  shadows.  The 
electrocardiogram  was  within  normal  limits.  Clinical 
diagnosis  was  ventricular  septal  defect.  The  angio- 
gram showed  a patent  ductus  arteriosus.  This  was 
confirmed  at  operation. 

Case  9.  A 5-year-old  girl  had  a grade  IV/6,  harsh, 
systolic  murmur  and  systolic  thrill,  maximal  at  the 
fourth  left  intercostal  space.  Roentgenograms  dem- 
onstarted  increased  pulmonary  vascular  shadows  and 
right  ventricular  enlargement.  An  rSR’  pattern  in  the 
right  precordial  leads  was  noted  in  the  electrocar- 
diogram. Oxygen  step-up  at  the  atrial  level  was 
discovered  by  catheterization  studies.  The  diagnosis 
was  changed  from  ventricular  septal  defect  to  ostium 
secundum  defect.  This  is  the  only  ostium  secundum 
defect  in  the  group  under  study  in  which  a thrill 
was  detected. 

Case  10.  A 10-month-old  female  infant  with  cya- 
nosis had  a widely  heard  grade  V/6  systolic  murmur, 
right  atrial  and  right  ventricular  enlargement  and 
increased  pulmonary  vascular  shadows  on  roent- 


genogram. Her  electrocardiogram  exhibited  atrial 
and  bi-ventricular  hypertrophy.  Clinical  diagnosis 
was  a ventricular  septal  defect.  Transposition  of  the 
great  vessels  and  ventricular  septal  defect  were 
demonstrated  by  angiograms. 

Case  11.  A 4 1/2-year-old  girl.  Catheterization 
studies  at  11  months  of  age  were  reported  as  sug- 
gestive of  ostium  primum  defect.  The  electrocardio- 
gram showed  left  axis  deviation.  Cardiac  catheteri- 
zation revealed  oxygen  step-up  at  the  ventricular 
level,  and  the  diagnosis  was  changed  from  ostium 
primum  defect  to  ventricular  septal  defect. 

Case  12.  A 2-year-old,  cyanotic  girl  had  a grade 
I-II/6  basal  systolic  murmur.  There  was  no  thrill. 
Roentgenograms  demonstrated  decreased  pulmonary 
artery  segment,  increased  pulmonary  vascular  sha- 
dows, and  bi-ventricular  enlargement.  Electrocardio- 
gram showed  right  atrial  and  bi-ventricular  hyper- 
trophy. Clinical  diagnosis  of  transposition  of  the 
great  vessels  was  changed  to  truncus  arteriosus  fol- 
lowing angiograms. 

Case  13.  An  8-year-old,  cyanotic  boy  had  grade 
IV/6  systolic  murmur  at  the  left  upper  sternal 
border,  pure  P2,  and  no  thrill.  The  electrocardio- 
gram indicated  right  ventricular  hypertrophy.  Ro- 
entgenograms showed  a concave  pulmonary  conus 
and  right  ventricular  enlargement  with  normal  pul- 
monary vascular  shadows.  Clinical  impression  was 
tetralogy  of  Fallot.  Autopsy  revealed  transposition  of 
the  great  vessels  with  anomalous  venous  return,  pul- 
monic stenosis,  and  a ventricular  septal  defect. 

Case  14.  A 14-year-old,  cyanotic  girl.  Definite 
clinical  diagnosis  was  not  made.  She  was  found  at 
operation  to  have  pulmonary  atresia  and  a ventric- 
ular septal  defect. 

Case  15.  A 4-year-old,  acyanotic  girl,  had  a soft 
systolic  murmur  at  the  base  and  a normal  electro- 
cardiogram. Roentgenograms  were  not  remarkable. 
Clinical  diagnosis  was  ventricular  septal  defect. 
Catheterization  studies  showed  oxygen  step-up  at 
the  atrial  level.  An  ostium  secundum  defect  was 
found  at  operation. 

Diagnostic  errors  in  the  first  three  cases  were 
made  during  the  first  year  of  the  report  period. 
They  probably  would  not  be  made  now. 

operated  cases 

Sixty-seven  children  have  been  operated  upon 
and  the  conditions  listed  in  Table  4 found. 

mortality 

There  have  been  ten  deaths  in  the  entire 
group  of  281  children.  There  were  three  post- 
operative deaths. 

Case  16.  A 10-month-old  female  infant  had  a 
ventricular  septal  defect  and  severe  pulmonary  hy- 
pertension. Banding  procedure  was  done.  She  went 
into  cardiac  arrest  post-operatively. 

Case  17.  A cyanotic  girl  was  seen  at  three  and 
one-half  months  of  age  with  diagnosis  of  atypical 
tetralogy.  She  was  operated  upon  at  three  years  of 
age.  Single  ventricle  and  tight  pulmonic  stenosis 
were  found.  She  could  not  be  weaned  from  the 
pump  oxygenator  and  expired  on  the  operating  table. 
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Table  4 


Patent  Ductus  Arteriosus  17 

Coarctation  of  Aorta  8 

Coarctation  of  Aorta  plus 

Patent  Ductus  Arteriosus  1 

Coarctation  of  Aorta  plus 

Aortic  Aneurysm  1 

Total,  Coarctation  of  Aorta  10 

Ventricular  Septal  Defect  only  2 

Ventricular  Septal  Defect  plus 

Patent  Ductus  Arteriosus  3 

Ventricular  Septal  Defect  plus 

Pulmonic  Stenosis  4 

Total,  Ventricular  Septal  Defect  9 

Tetralogy'  of  Fallot 

(4  Shunts,  4 Definitive)  8 

Ostium  Secundum  8 

Ostium  Primum  5 

Pulmonic  Stenosis  2 

Pulmonic  Stenosis  plus 

Artrial  Septic  Defect  2 

Total,  Pulmonic  Stenosis  4 

Transposition  of  the  Great  Vessels  3 

Tricuspid  Atresia  2 

Aortic  Stenosis  1 

TOTAL  67 


Case  18.  A 17-year-old  girl  had  atypical  tetralogy' 
of  Fallot  and  was  reported  to  have  died  following 
operation  for  relief  of  her  pulmonic  obstruction.  She 
had  been  seen  only  once  for  follow-up  care  after 
the  diagnosis  had  been  made  elsewhere,  and  was  not 
on  the  congenital  heart  program  at  the  time  of  her 
death. 

There  were  seven  deaths  in  children  who  had 
congenital  heart  disease  but  who  had  not  had 
cardiac  surgery. 

Case  19.  A 3-year-old,  mongoloid  child  had  severe, 
cyanotic,  congenital  heart  disease  and  died  suddenly 
at  home.  No  autopsy  was  obtained. 

Case  20.  A 5-month-old  male  infant  had  multiple 
congenital  anomalies.  He  died  suddenly  and  without 
explanation  following  repair  of  a large  inguinal 
hernia. 

Case  21.  An  8-month-old  female  infant  had  cya- 
anotic  congenital  heart  disease.  She  died  with  severe 
respiratory  infection.  At  autopsy  truncus  arteriosus 
and  ventricular  septal  defect  were  found. 

Case  22.  An  11-month-old,  cyanotic,  male  infant 
had  diagnosis  of  tetralogy  of  Fallot.  He  died  sudden- 
ly at  home  with  dyspnea  and  a generalized  con- 
vulsive seizure.  No  autopsy  was  obtained. 

Case  23.  A 6-month-old,  cyanotic  female  infant 
had  ventricular  septal  defect  and  pulmonic  atresia. 
She  was  catheterized  at  three  weeks  of  age.  The 
findings  made  surgical  intervention  inadvisable.  She 
died  suddenly  at  home  and  an  autopsy  was  not  done. 

Case  24.  A 3-month-old,  male  infant  had  severe 
cyanotic  heart  disease,  present  since  birth.  He  died 


at  a cardiac  center  while  under  treatment  in  effort 
to  achieve  sufficient  improvement  for  further  study. 
Autopsy  showed  transposition  of  the  great  vessels 
with  intact  ventricular  septum  and  a small  patent 
ductus  arteriosus. 

Case  25.  A 2-year-old,  mongoloid  child  with  a 
clinical  diagnosis  of  A-V  communis  defect  who  died 
in  failure  while  hospitalized. 

In  brief,  four  of  the  deaths  (cases  20,  21,  23 
and  24)  in  the  non-operated  group  were  in  chil- 
dren who  had  been  studied  at  cardiac  centers 
and  cardiac  surgery  not  advised.  Two  (cases  19 
and  25)  were  in  mongoloid  children.  Due  to 
limitation  of  funds  and  of  hospital  beds,  surgical 
preference  has  been  given  to  children  with  a 
more  optimistic  future.  One  (case  22)  was  con- 
sidered to  have  a mild  tetralogy  of  Fallot  and  to 
be  suitable  for  definitive  repair  at  a later  age. 
Early  referral  to  a cardiac  center  might  have 
altered  the  outcome  in  this  case. 

costs 

Cost  of  the  initial  screening  procedures 
averaged  $65  for  each  child,  including  roentgeno- 
grams, electrocardiograms,  and  indicated  hem- 
atologic studies.  In  the  communities  where  the 
clinics  have  been  held,  efforts  have  been  made 
to  involve  the  physicians  actively  in  the  program. 
To  encourage  such  participation,  fees  have  been 
paid  for  their  attendance  and  services.  This 
policy,  while  adding  to  the  cost  of  the  initial 
screening  examination,  has  served  to  increase 
experience  of  physicians  with  congenital  heart 
disease  and  has  augmented  knowledge. 

Cost  for  those  children  studied  at  cardiac 
centers  and  for  whom  surgical  procedures  were 
not  advised  was  approximately  $300  each.  Cases 
having  closed  heart  surgery  cost  approximately 
$920  each,  and  for  those  who  had  open  heart 
surgery  it  was  approximately  $1,600  each.  Com- 
plicated cases  were  more  expensive. 

Cost  of  relative  peace  of  mind  for  the  parents 
of  children  who  had  no  significant  heart  disease 
was  $65. 

To  review  the  questions  raised  in  the  initial 
report: 

Q.  How  accurately  can  we  make  a diagnosis 
by  these  screening  procedures? 

A.  Percentage  of  error  has  been  reduced  from 
about  23  to  about  13.5  per  cent  while  applying 
more  strict  diagnostic  criteria. 

Q.  Has  it  been  possible  to  establish  priorities 
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so  that  those  most  in  need  of  help  can  get  that 
help  in  good  time? 

A.  Seven  of  the  10  children  who  died  had  been 
thoroughly  investigated,  or  had  been  operated 
upon;  two  were  in  lower  priority  groups;  in  one 
other,  our  clinical  judgment  was  in  error. 

Q.  In  those  children  whose  lesions  were 
thought  to  allow  postponement  of  further  study 
or  operation,  has  such  postponement  resulted  in 
too  great  a risk? 

A.  Fatality  referred  to  above  (case  22)  con- 
stitutes such  a risk,  and  in  this  individual  case 
postponement  of  further  study  may  have  been 
too  great  a risk.  Mistakes  in  judgment,  however 
regrettable,  are  probably  unavoidable. 

Q.  Has  the  screening  made  efficient  use  of  the 
taxpayer’s  dollar  without  undue  risk  or  hardship 
to  the  children  involved? 

A.  Cost  of  the  screening  procedures  has  not 
changed  significantly,  but  increased  physician 
participation  within  this  cost  has  helped  to  dis- 
seminate knowledge  of  heart  disease  in  children 
more  widely. 

Increased  accuracy  of  diagnosis  has  reduced 


the  frequency  of  referrals  and  consequent  travel 
to  cardiac  centers  for  consultation  and  advice. 

Costs  of  studies  at  the  cardiac  centers  to  which 
most  of  these  children  were  referred,  have,  when 
no  surgery  was  involved,  been  less  than  those  in 
the  previous  period. 

Our  costs  for  major  cardiac  surgery  have  not 
changed  appreciably  for  open  heart  cases.  Closed 
cases  at  present  are  less  costly.  ($1,600±  open, 
$920=fc  closed)  No  distinction  was  made  between 
open  and  closed  operative  cases  in  the  previous 
analysis  of  costs. 

No  undue  risk  or  hardship  was  been  involved. 
conclusion 

Constantly  improving  quality  and  accuracy 
of  diagnostic  services  can  be  provided  at  the 
local  level  in  the  diagnosis  of  congenital  heart 
disease,  at  a reasonable  cost,  and  with  a mini- 
mum of  psychic  trauma,  family  disruption,  and 
excessive  travel.  ■ 
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abstracto 

Doscientos  ochenta  y un  nihos  han  sido  exam- 
inados  desde  que  este  programa  fue  reportado 
hace  caatro  ahos.  Mejoramientos  han  sido  hechos 
en  efectividad,  rapidez,  y seguridad.  Razonable 
economia  ha  sido  llevado  a cabo.  De  los  casos 
examinados,  195  tuvieron  cardiopatia  congenita, 
76  no  tuvieron  significante  enfermedad  cardiaca. 


y 10  tuvieron  enfermedad  reumatica  del  corazon. 
El  costo  de  la  examinacion  de  esos  sin  enferme- 
dad caridiaca  fue  $65  dls.  El  costo  para  esos 
con  lesiones  para  los  cuales  cirugia  no  fue 
necesaria  fue  $300  dls.  Para  casos  de  cirugia 
cerrada  el  costo  fue  $920  dls.  y para  cirugia 
de  corazon  abierto,  $1,600  dls.  Una  gratificaton 
fue  la  diseminacion  de  informacion  a medicos 
quienes  ganaron  honorarios  por  participacion. 
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...made  on  your  500VISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias.  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG.  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  'with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope). 
Model  1506A  is  S450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below'.  Sanborn  Division. 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe.  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 

*or  almost  any  other  ECG  with  a 50  mm:  sec.  chart  speed. 


□ Send  detailed  specifications  on  Sanborn  1506 A Heart  Sound  Amplifier. 

□ Have  HP  Sanborn  Field  Office  call  me  for  an  appointment. 
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Bellevue  Heulelt-Packard,  Neely  Sales  Division.  11656  N.  E.  Sth  Street.  (206)  454-3977 

Bellevue,  W ashington  98004 

Portland  Heulelt-Packard,  Neely  Sales  Division,  2737  S.  W . Corbett  Ave.,  (503)  228-5107 

Portland,  Oregon  97201 
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Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 


president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


Conception-Contraception  Symposium 
Scheduled  at  UOMS 

The  University  of  Oregon  Medical  School  has 
announced  a symposium  on  conception  and  contra- 
ception for  May  21.  This  program  is  designed  to 
bring  to  practicing  physicians  the  latest  informa- 
tion concerning  the  practical  and  controversial  as- 
pects of  infertility  and  ovulation  problems  and 
recent  advances  in  the  use  of  oral  contraceptive 
agents  and  their  attendant  complications. 

Tuition  for  this  symposium  is  $10.  The  program 
is  acceptable  for  6 hours  of  AAGP  Category  I 
Credit.  Program  for  the  symposium  is  listed  below: 

8:15-8:50  a.m.— Registration— University  of  Oregon 
Medical  School  Library  Auditorium 

8:50-9:00  a.m.— Course  Introduction:  Ralph  C.  Ben- 
son, M.D.,  Professor  and  Chairman,  Depart- 
ment of  Obstetrics  and  Gynecology,  Univer- 
sity of  Oregon  Medical  School 

9:00-9:30  a.m.— “Effects  of  Exogenous  Hormone  on 
the  Menstrual  Cycle”  Martin  L.  Stone,  M.D., 
New  York,  New  York. 

9:30-10:00  a.m.— “Long  Continued  Use  of  Estrogens 
in  the  Pre  and  Post  Menopausal  Female” 
Herbert  S.  Kupperman,  M.D.,  New  York, 
New  York. 

10:30-11:00  a.m.— “The  Proper  Use  of  Ovulation 
Stimulating  Drugs”  Nichols  Vorys,  M.D., 
Columbus,  Ohio. 

11:00-11:30  a.m.— “Use  of  Ovulatory  Inducing 

Agents  in  Women”  Herbert  S.  Kupperman, 
M.D.,  New  York,  New  York. 

11:30-12:00  Noon— “Induction  of  Ovulation  With 
Clomiphene,  Pergonal  and  Human  Chorionic 
Gonadatropin”  Robert  W.  Kistner,  M.D., 
Boston,  Massachusetts. 

1:30-2:00  p.m.— “Polycystic  Ovarian  Disease— Devel- 


opment and  Results  of  Surgical  Treatment” 
Charles  A.  Woolever,  M.D.,  Denver,  Colo- 
rado. 

2:00-2:30  p.m.— “Daily  Low-Dosage  of  Chlorma- 
dinone  for  Conception  Control”  Martin  L. 
Stone,  M.D.,  New  York,  New  York. 

3:00-3:30  p.m.— “Safety  Factors  in  the  Prolonged  Use 
of  Oral  Contraceptives”  Robert  W.  Kistner, 
M.D.,  Boston,  Massachusetts. 

3:30-4:00  p.m.— “Complications  of  Progestin  Therapy 
for  Contraception”  Charles  A.  Woolever, 
M.D.,  Denver,  Colorado. 

4:00-4:30  p.m.— “Future  Trends  in  Oral  and  Systemic 
Contraceptive  Practice”  Nichols  Vorys,  M.D., 
Columbus,  Ohio. 

Wilbur  Cohen  Speaks  to  Oregon  Internists 

Mr.  Wilbur  Cohen,  Undersecretary,  Department 
of  Health,  Education  and  Welfare,  will  discuss  the 
details  of  the  Medicare  package  at  the  annual 
meeting  of  the  Oregon  Society  of  Internal  Medicine, 
scheduled  May  13  and  14  at  Surftides  Resort  at 
Ocean  Lake,  Oregon. 

Mr.  Cohen,  considered  by  many  to  be  the  nation’s 
leading  authority  on  the  government’s  Medicare 
program,  will  participate  in  two  panel  discussions. 
One  will  cover  Parts  A and  B of  Title  18  of  the  bill 
while  the  other  will  deal  with  Title  19.  He  will  also 
speak  on  “Expansion  of  Medicare”  at  a luncheon 
on  Saturday,  May  14. 

The  annual  meeting  of  the  Oregon  Society  of 
Internal  Medicine  is  expected  to  attract  more  than 
100  physicians  to  the  beach-front  resort.  All  physi- 
cians in  Oregon  as  well  as  members  of  the  Idaho 
Society  of  Internal  Medicine  are  invited  to  attend 
the  meeting.  Physicians  wishing  to  attend  should 
arrange  overnight  accommodations  directly  with 
Surftides  in  Ocean  Lake. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


UOMS  Announces  Communication  Symposium 

The  University  of  Oregon  Medical  School  has 
scheduled  a symposium  entitled  “Development  and 
Disorders  of  Communication”  for  May  5,  6 and  7. 
The  purpose  of  this  symposium  is  to  develop  an 
understanding  of  the  processes  of  communication 
and  the  sequences  in  which  these  processes  develop. 
Development  of  human  communication  skills  and 
disorders  that  result  when  speech  and  language 
skills  fail  to  develop  will  be  the  major  focus.  It  is 
designed  to  acquaint  pediatricians,  otolaryngologists, 
radiologists,  neurologists,  speech  pathologists  and 
audiologists  with  the  contributions  each  discipline 
can  make  to  patient  management  and  research. 

Beside  informative  topics  presented  by  authorita- 
tive speakers,  video-taped  illustrations  of  severe 
speech  delays  will  be  presented.  Audience  partici- 
pation is  invited.  There  will  be  panel  discussion  in 
response  to  questions  raised  by  the  audience.  There 
is  no  tuition  fee  for  this  course.  The  program  is 
supported  in  part  by  the  Children’s  Bureau,  Wash- 
ington, D.C. 

OBITUARIES 

dr.  william  k.  Livingston,  former  head  of  the 
department  of  surgery  and  professor  emeritus  at 
the  University  of  Oregon  Medical  School,  died  in 
his  sleep  March  22  in  Portland  at  the  home  of  a 
friend.  He  teas  73. 


Dr.  Livingston  and  his  wife  Ruth  had  arrived  in 
Portland  for  a visit  yesterday  following  a two-month 
tour  of  Mexico. 

A physician  of  national  renown  in  the  field  of 
surgery.  Dr.  Livingston  was  born  in  Sparta,  Wiscon- 
sin, in  1892  and  received  his  medical  degree  from 
Harvard  Medical  School  in  1920.  He  practiced  in 
Eugene  and  Portland  and  served  in  both  world  wars 
—attaining  the  rank  of  Captain  in  the  U.S.  Navy 
medical  corps  reserve  at  the  time  of  his  discharge  in 

1946.  One  year  later,  he  assumed  the  Kenneth  A.  J. 
MacKenzie  Chair  of  Surgery  at  the  Medical  School. 
That  same  year  he  was  chosen  to  give  the  Lord 
Moynihan  lecture  at  the  Royal  College  of  Surgeons, 
London. 

Dr.  Livingston  is  the  author  of  two  medical  books, 
“The  Clinical  Aspects  of  Visceral  Neurology ,”  pub- 
lished in  1937,  and  “Pain  Mechanisms,”  published  in 

1947,  as  well  as  numerous  scientific  articles  and 
papers. 

In  addition  to  his  wife  he  is  survived  by  two  sons, 
Kenneth  E.  Livingston,  who  is  currently  on  the 
faculty  in  neurology  at  Palavi  University  in  Shiraz, 
Iran,  and  Robert  B.  Livingston,  head  of  neurosciences 
at  the  University  of  California  School  of  Medicine 
in  San  Diego,  which  is  to  open  in  the  fall  of  1968. 
Survivors  also  include  five  grandchildren  and  two 
great-grandch  ildren . 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 

John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 

Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  consult- 

ing  Psychiatrist 

Physicians 
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X-ray  of  the  month 
on  page  296 

This  upright  film  of  the  abdomen  was  made 
on  a white  widow',  age  70,  w'ho  was  bom  and 
raised  in  Poland.  Her  pertinent  history  relates 
to  several  attacks  during  the  past  year  of  inter- 
mittent constipation  and  obstipation  lasting  for 
a few'  days  and  relieved  by  the  use  of  enemas 
and  massage  of  the  abdomen.  Physical  examin- 
ation revealed  considerable  distention  of  the 
abdomen  without  evidence  of  fluid. 

The  roentgenogram  reveals  the  characteristic 
appearance  of  volvulus  of  the  sigmoid.  A huge, 
distended,  gas-filled  sigmoid  is  seen  occupying 
most  of  the  abdomen.  At  the  bottom  of  the 
roentgenogram  is  noted  a long  narrow'  triangle 
of  gas  extending  from  the  rectum  to  the  sigmoid. 
This  is  the  segment  of  the  sigmoid  that  has  been 
twisted  180  degrees  causing  the  obstruction. 

Volvulus  of  the  sigmoid  is  caused  by  a long 
or  lengthy  mesentery,  a redundant  loop  of  sig- 
moid that  is  not  fixed,  extrinsic  pressure,  or 
finally  by  stasis  of  bulk}'  stool  in  the  sigmoid 
leading  to  elongation,  dilatation  and  stretching  of 
the  bow'el  and  the  mesentery.  Megacolon  is  often 
a predisposing  factor. 

The  condition  occurs  most  commonly  in  males 


age  65  years  or  older.  It  is  said  to  be  the  most 
common  cause  of  large  bowel  obstruction  in 
Russia.  This  is  presumed  to  be  due  to  the  inges- 
tion of  large  amounts  of  cabbage  and  bulk- 
containing  foods.  Volvulus  of  the  sigmoid  is 
seen  three  times  as  often  as  volvulus  of  the 
cecum,  and  usually  the  twist  is  in  the  clockwise 
direction.  When  the  volvulus  persists,  strangula- 
tion can  take  place  and  may  be  followed  by 
perforation  and  peritonitis. 

The  diagnosis  can  often  be  made  from  the 
plain  roentgenogram.  If  not,  a barium  enema  will 
reveal  the  tw'ist  in  the  bowel.  This  is  visualized 
as  a gradual  narrow'ing  of  the  sigmoid  with 
mucosal  folds  arranged  in  spiral  fashion. 

Treatment  starts  with  accurate  diagnosis.  If 
the  obstruction  has  not  persisted  too  long,  a 
conservative  attempt  to  decompress  the  bowel 
can  be  made  by  passing  a tube  or  catheter 
through  the  twisted  segment  either  through  a 
sigmoidoscope  or  under  fluoroscopic  control.  If 
successful,  after  decompression,  the  sigmoid  w'ill 
often  rotate  back  to  a normal  position  or  can 
be  rotated  back  by  manipulation.  Subsequently, 
an  attempt  can  be  made  to  fix  or  resect  the 
redundant  loop  if  conditions  permit.  Naturally 
if  conservative  treatment  fails,  surgery  is  neces- 
sary to  prevent  or  to  treat  strangulation. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  if. 


things  go 

better,! 

^with 

Coke 
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WASHINGTON 


Washington  State  Medical  Association 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


Surgical  Club's  Annual  Meeting  Set  for  May 

Reed  O.  Dingman,  Professor  of  Plastic  and  Re- 
constructive Surgery  at  the  University  of  Michigan 
School  of  Medicine,  will  be  the  featured  speaker 
at  the  Tacoma  Surgical  Club  annual  meeting 
scheduled  for  Saturday,  May  7,  at  Jackson  Hall  at 
the  Tacoma  General  Hospital  School  of  Nursing. 

As  in  previous  years,  the  morning  session,  from 
9 a.m.  to  12  noon,  will  consist  of  anatomical  dissec- 
tions and  demonstrations  presented  by  club  members. 
Also  featured  during  the  morning  will  be  three 
showings  of  stereoscopic  anatomy  of  the  head  and 
neck  presented  by  David  L.  Bassett,  Professor  of 
Anatomy  at  the  University  of  Washington  School 
of  Medicine. 

The  afternoon  session  will  be  devoted  to  scientific 
papers  by  club  members  and  a paper  by  the  guest 
speaker. 

Registration  fee  of  $5  will  be  charged  for  the 
meeting. 

The  evening  session,  which  will  be  held  at  the 
Sherwood  Inn,  will  open  with  a social  hour  at  6:30 
p.m.  E.  E.  Banfield,  club  president,  will  preside  at 
the  annual  banquet  at  which  Dr.  Dingman  will 
speak  on  “Plastic  Surgical  Techniques  in  General 
Practice.” 

Following  is  a list  of  the  scientific  papers  which 
will  be  read  at  the  afternoon  session: 

1. — Management  of  Ureteral  Calculi— Ralph  V. 
Stagner,  M.D. 

2. — Posterior  Dislocation  of  the  Shoulder— George 
C.  Gilman,  M.D. 

3. — Surgery  of  the  Painful  Arm— Stevens  Dimant, 
M.D. 

4. — Anesthesia  in  Maxillofacial  Injuries— Dale  Had- 
field,  M.D. 

5. — Current  Treatment  of  Scoliosis— Robert  W. 
Florence,  M.D. 

6. — Wound  Healing,  Theory  and  Practice— Reed 
O.  Dingman,  M.D. 


Annual  Meeting 

Washington  Academy  of  General 
Practice 

Ridpath  Hotel,  Spokane,  Washington 


Committee  chairmen  for  the  Washington  Academy  of 
General  Practice  Scientific  Assembly  are  seated,  left  to 
right:  Jesse  Sewell,  Harrington,  Exhibits;  Richard  Ganz, 
Spokane,  General  Chairman;  David  McClellan,  Spokane, 
Entertainment;  C.  Don  Miller,  Spokane,  Properties;  stand- 
ing, D.  Wilson  McKinlay,  Spokane,  Program;  and  Wilfred 
A.  Gamon,  Cheney,  Publicity. 


Program 


9:00-  9:10 


9:10-  9:45 


9:45-10:30 

10:30-11:00 

11:00-11:45 

11:45-12:00 
12:00-  1:30 


Friday,  May  13 

Opening  exercises.  Welcome  by  Elmer 
W.  Wahlberg,  M.D. 

Fifteen  Fundamental  Facts  to  Facili- 
tate Management  of  the  Thoracic 
Patient,  W.  A.  McAlpine,  M.D. 
Rheumatic  Fever  in  Children.  P.  A. 
Ongley , M.D. 

Exhibits 

Pitfalls  in  the  Treatment  of  Fractures, 
John  A.  Siegling,  M.D. 

Exhibits 

Luncheon,  Ridpath  Motor  Inn— Em- 
pire Room  B— Training  for  General 
Practice,  Robert  E.  Carter,  M.D. 
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1:30-  2:15 

The  Family  Doctor  and  Emergency 
Eye  Care,  Malcolm  A.  McCannell, 
M.D. 

2:15-  3:00 

Clinical  Auscultation  in  Congenital 
Heart  Disease,  P.  A.  Ongley,  M.D. 

3:00-  3:30 

Exhibits 

3:30-  4:15 

A New  Approach  in  the  Diagnosis  and 
Treatment  of  Hiatus  Hernia,  W.  A. 
McAlpine,  M.D. 

4:15-  4:30 

Question  and  answer  session. 

4:30-  5:00 

Exhibits 

5:30 

Ridpath  Hotel,  Oyster  Bar  & Social 
Hour— Complimentary 

6:45 

Banquet,  Ridpath  Motor  Inn,  Empire 
Room  B.  Speaker,  Carroll  Witten, 
M.D.,  President-Elect,  A.A.G.P. 

Saturday,  May  14 

9:00-  9:45 

DM  SO,  Edward  E.  Rosenbaum,  M.D. 

9:45-10:30 

One  Dozen  Eye  Problems  that  Vex 
the  General  Practitioner,  Malcolm  A. 
McCannell,  M.D. 

10:30-11:00 

Exhibits 

11:00-11:45 

Office  Orthopedics,  John  A.  Siegling, 
M.D. 

11:45-12:00 

Exhibits 

Postgraduates  Offered  Course  in  Adolescence 

“Adolescents  and  Their  Problems,”  a course  de- 
signed for  physicians  and  school  health  personnel 
who  deal  with  teen-agers  in  their  daily  work  will  be 
offered  at  the  University  of  Washington  School  of 
Medicine  May  12  and  13. 

During  the  two  day  course  the  following  aspects 
of  adolescence  will  be  covered:  (1)  the  normal 
physiological  and  psychological  changes  of  puberty, 

(2)  a practical  approach  to  working  with  teen-agers, 

(3)  behavioral  disorders  and  adjustment  problems, 

(4)  growth  deviation  and  chronic  disease.  A com- 
prehensive approach  to  managing  adolescents  will 
be  stressed. 

Members  of  the  guest  faculty  will  include  Felix 
Heald,  Associate  Professor  of  Pediatrics,  Georgetown 
University,  and  Chief  of  Adolescent  Medicine,  Chil- 
dren’s Hospital  of  the  D.C.;  and  Herbert  Harris, 
Consultant  in  Psychiatry,  The  Adolescents’  Unit 
Children’s  Hospital  Medical  Center;  Assistant  in 
Psychiatry,  Harvard  Medical  School;  Staff  Psychia- 
trist, Massachusetts  Institute  of  Technical  Health 
Service,  Boston,  Massachusetts. 

This  course  is  open  to  graduates  of  medical  schools 
approved  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  AM  A,  or  to  those  licensed  to 
practice  medicine  and  surgery  in  the  state  of  Wash- 
ington. The  tuition  fee  for  the  course  is  $40.00. 
The  course  is  acceptable  for  accredited  hours  by 
the  American  Academy  of  General  Practice. 

Another  course  designed  for  physicians  and  para- 


medical personnel  involved  in  hospital  hygiene  and 
infection  control  will  be  offered  at  the  UWSM 
June  1 and  2. 

Medical  License  Renewal  Date 

Mr.  . Thomas  A.  Carter,  Administrator,  Division 
of  Professional  Licensing,  P.O.  Box  649,  Olympia, 
Washington,  advises  that  renewal  notices  for  Physi- 
cians and  Surgeons,  1965-1966  licenses  will  be 
mailed  about  June  1.  All  renewal  fees  not  received 
in  Olympia  by  the  first  day  of  July  are  subject  to 
penalty.  The  renewal  fee  is  $7  per  year  and  the 
mandatory  penalty  is  $10. 

It  is  the  responsibility  of  each  physician  and 
surgeon  to  have  in  his  possession  a current  license 
at  all  times.  Anyone  failing  to  do  so  is  in  violation 
of  state  law  and  subject  to  prosecution. 

Please  notify  the  Olympia  office  of  any  change 
in  address.  Any  one  not  receiving  a renewal  card 
should  contact  the  Olympia  office,  not  later  than 
June  15,  1966. 

July  1,  1966,  is  penalty  date. 

Heart  Association's  Annual  Meeting 

Washington  State  Heart  Association’s  annual 
meeting  May  6 at  the  Washington  Athletic  Club 
in  Seattle  will  feature  two  physician  speakers. 

C.  Walton  Lillehei,  professor  of  surgery  at  the 
University  of  Minnesota  Medical  School,  will  ad- 
dress the  dinner  session. 

Frederick  J.  Stare,  professor  and  chairman  of 
the  department  of  nutrition  at  Harvard  University’s 
School  of  Public  Health,  will  be  the  luncheon  speak- 
er discussing  “Preventing  Your  First  Heart  Attack.” 

Reservations  for  either  or  both  sessions  may  be 
made  at  the  Heart  Association’s  Seattle  office. 

UWSM  Schedules  Conference 

Another  continuing  medical  education  conference 
will  be  held  at  the  Benjamin  Franklin  Hotel,  Seattle, 
May  13  and  14.  Titled  “Neurophysiology  in  Relation 
to  Anesthesiology',”  the  event  is  sponsored  by  Uni- 
versity of  Washington  School  of  Medicine  Depart- 
ment of  Anesthesiology,  National  Academy  of  Sci- 
ences and  National  Research  Council.  The  purpose 
of  the  conference  is  to  review  and  stimulate  re- 
search on  the  nervous  system  in  relation  to  anesthesi- 
ology. Members  of  the  guest  faculty  will  be  coming 
from  Columbia,  McGill,  Cornell,  Duke  as  well  as 
from  France,  Australia,  London  and  Italy. 

Registration  (without  fee)  will  take  place  at  the 
Benjamin  Franklin  Hotel.  The  meeting  is  open  to 
interested  members  of  the  medical  profession.  There 
will  be  a charge  of  $3.50  for  the  luncheon  and 
$7.50  for  the  banquet. 
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7 966  Physicians  and  Schools  Conference 


Carl  P.  Schlicke,  Spokane,  WSMA  President,  welcomed 
the  Conference  participants  to  the  1966  Washington  Physi- 
cians and  Schools  Conference,  March  11  and  12  in  Moses 
Lake. 


Sitting  from  (left  to  right)  Orvis  A.  Harrelson,  Tacoma; 
Mr.  Howard  Schaub,  Supervisor  of  Physical  Education  and 
Recreation,  Office  of  the  Superintendent  of  Public  Instruc- 
tion, Olympia;  George  B.  Brain,  Ph  D.,  Dean,  College  of 
Education,  Washington  State  University;  Dr.  Schlicke 
standing;  Clark  W.  Biedel,  Bremerton,  Chairman  of  the 
State  Medical  Association  School  Health  Committee;  Dar- 
ell  Larson,  Moses  Lake,  Conference  Chairman,  and  Miss 
Lucille  Trucano,  Supervisor  of  Health  Education,  Office  of 
the  Superintendent  of  Public  Instruction,  Olympia. 


Clark  W.  Biedel  (left)  Bremerton,  Chairman  of  the 
Washington  State  Medical  Association  School  Health  Com- 
mittee; Miss  Lucille  Trucano,  Supervisor  of  Health  Educa- 
tion, Office  of  the  Superintendent  of  Public  Instruction, 
Olympia,  and  George  B.  Brain,  Ph  D.,  Dean  of  the  College  of 
Education  at  Washington  State  University,  are  welcomed 
to  Moses  Lake  and  the  1966  Washington  Physicians  and 
Schools  Conference  by  the  Conference  Chairman,  Darell 
Larson  (right)  of  Moses  Lake. 


One  hundred  eighty  physicians,  educators, 
dentists,  representatives  of  the  PTA  and  members 
of  the  State  Legislature  took  part  in  the  1966  Wash- 
ington Physicians  and  Schools  Conference,  March 
11  and  12  in  Moses  Lake. 

Sponsored  by  the  WSMA  School  Health  Com- 
mittee, conference  participants  were  charged  with 
the  responsibility  of  editing  the  proposed  Health 
Education  Curriculum  Guide  now  under  develop- 
ment by  the  Office  of  Public  Instruction  for  use  by 
teachers  in  grades  one  through  twelve. 

Orvis  A.  Harrelson,  Tacoma  school  physician  and 
past  chairman  of  the  WSMA  School  Health  Com- 
mittee, pointed  out  in  a keynote  address  during  the 
conference  opening  session  that  in  this  state,  as 
nationally,  there  is  a “marked  deficiency  in  the 
quantity  and  quality  of  health  education  both  in  the 
elementary  and  secondary  schools.” 

George  B.  Brain,  Ph.D.,  Dean  of  the  College  of 
Education  at  Washington  State  University,  repre- 
sented the  schools  as  an  opening  session  keynote 
speaker  and  he  called  for  “greater  and  more  uni- 
versal emphasis  on  alcohol  education,  community 
health  programs,  drugs  and  narcotics,  environmental 
hazards,  health  careers,  mental  health,  nutrition  and 
weight  control,  family  life,  parenthood,  child  care, 
and  smoking.”  He  urged  that  “health  education  be 
continuous  and  sequential  from  kindergarten  through 
grade  twelve.” 


Darell  Larson,  Moses  Lake,  was  Conference  Co- 
Chairman  with  Miss  Lucille  Trucano,  newly  appoint- 
ed Supervisor  of  Health  Education  in  the  Office  of 
the  State  Superintendent  of  Schools.  Conference  par- 
ticipants reviewed  and  offered  recommendations  on 
five  teaching  units  covering  the  areas  of  mental 
health;  family  health;  consumer  health;  alcohol; 
smoking  and  drug  education,  and  safety  education. 

Richard  B.  Jarvis,  Seattle,  member  of  the  WSMA 
School  Health  Committee,  in  a summation  address 
to  conference  participants  pointed  out  that  “every 
school  district  would  have  the  right  to  adapt  the 
material  in  the  Washington  Health  Education  Cur- 
riculum Guide  to  local  situations.”  Dr.  Jarvis  stressed 
that  the  final  effectiveness  of  the  guide  “depends 
on  the  ability  of  the  classroom  teacher  in  com- 
municating this  material  to  the  kids,”  and  he  warned 
that  “we  should  never  lose  sight  of  the  integrity  and 
skill  of  the  individual  classroom  teacher.” 

The  WSMA  School  Health  Committee  will  meet 
with  chairmen  of  County  Medical  Society  Health 
Committees  during  the  1966  Annual  WSMA  Meet- 
ing in  Spokane  to  select  a topic  and  site  for  the 
1968  Physicians  and  Schools  Conference. 

The  following  physicians  took  part  in  the  1966 
Washington  Physician  and  Schools  Conference; 

Clifford  Anderson,  Everett;  Paul  W.  Anderson, 
Bellevue;  Shirley  Benham,  Jr.,  Bremerton;  Gordon 

continued  on  page  332 
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Blood-glucose 
screening  for  all 
your  patients? 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions'* 


+DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix"  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— aM  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


09165 


Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 
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continued  from  page  329 


Senator  Jack  England  (right)  Seattle,  took  time  from 
attending  the  Legislative  Interim  Committee  on  Educa- 
tion meeting  in  Moses  Lake  to  review  what  constitutes 
good  health  education  with  Miss  Marguerite  Cobb,  Associ- 
ate Professor  of  Public  Health  Nursing  at  the  University  of 
Washington  and  Mr.  G.  Spencer  Reeves,  Associate  Profes- 
sor of  physical  and  health  education. 


1966  Physicians  and  Schools  Conference  participants,  (left 
to  right)  William  E.  Steward,  Ph.D.,  President,  Wenat- 
chee Valley  Community  College;  Lyle  J.  Cowan,  Omak, 
and  William  J.  Henry,  Twisp,  members  of  State  Medical 
Association  School  Health  Committee. 


Mr.  A1  Tweit  (left)  Director  of  Health  and  Physical  Edu- 
cation for  the  Olympia  schools  is  shown  talking  with 
George  B.  Brain,  Ph  D.,  Dean  of  the  College  of  Educa- 
tion at  Washington  State  University  and  Philip  Vandeman, 
Olympia. 


State  Representative  Doris  Johnson  (left)  Kennewick, 
took  time  from  attending  the  Legislative  Interim  Com- 
mittee on  Education  meeting  in  Moses  Lake  March  11  to 
meet  with  Carl  P.  Schlicke,  Spokane,  President  of  the 
Washington  State  Medical  Asociation  and  Mrs.  Jeanette 
Saulsberry,  school  nurse  of  Kennewick. 


Bergy,  Seattle;  Clark  W.  Biedel,  Bremerton;  Dorothy 
Carlson,  Bellevue;  James  A.  Cobb,  Ellensburg;  Lyle 
J.  Cowan,  Omak;  J.  Terrence  Coyle,  Kirkland;  Ran- 
dell  E.  Davis,  Spokane;  F.  Richard  Dion,  Seattle; 
Thomas  O.  English,  Mount  Vernon;  John  E.  Flynn, 
Everett;  Vivian  K.  Harlin,  Seattle;  Orvis  A.  Harrel- 
son,  Tacoma;  Leland  S.  Harris,  Yakima;  William  J. 
Henry',  Twisp;  Dale  G.  Huber,  Arlington;  Richard 
B.  Jarvis,  Seattle;  Warren  P.  Jensen,  Bremerton; 
Ottiwell  W.  Jones,  Spokane;  Charles  Kemp,  Tacoma; 
Harry  H.  Kretzler,  Jr.,  Seattle;  Daniel  A.  Lagozzino, 
Everett;  Darell  Larson,  Moses  Lake;  Lauren  Lucke, 
Aberdeen;  Robert  M.  Lundblad,  Yakima;  Donald 
L.  McGuinness,  Yakima;  Thomas  D.  Mahony,  Rich- 
land; D.  Frank  Milam,  Bellevue;  Robert  R.  Miller, 


Longview;  Gretchen  H.  Moll,  Seattle;  Solbritt  E.  S. 
Murphy,  Seattle;  Leonard  Nevler,  Seattle;  Jesse  P. 
Pflueger,  Ephrata;  Ernest  O.  Ploeger,  Spokane;  Wil- 
liam B.  Richardson,  Bremerton;  Richard  E.  Rust, 
Seattle;  Jesse  Q.  Sewell,  Harrington;  Richard  D. 
Simon,  Walla  Walla;  Mrs.  Earl  Smith,  Seattle;  Mc- 
Kenzie Smith,  Seattle;  Eleanor  Snyder,  Wenatchee; 
Donald  C.  Tanner,  Bellevue;  Marshall  Thompson, 
Davenport;  Dell  S.  Thorton,  Republic;  J.  H.  Tooth- 
acker,  Centralia;  Philip  Vandeman,  Olympia;  Elmer 
W.  Wahlberg,  Tacoma;  Lawrence  A.  Whoolery, 
Mount  Vernon;  Carl  P.  Schlicke,  Spokane. 
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ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money's  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (B2), 
10  mg.;  Pyridoxine  hydrochloride  (B6), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY.  INC.,  D I NIC 

RICHMOND.  VIRGINIA  23220  /ill  I /UDIIM  J 


—a  good  reason  for  1 

ALLBEE  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNA  TA  L 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can't 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.”1  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone.2 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.'1  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  (’A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital (3A  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A H.  ROBINS  COMPANY.  INC  , RICHMOND,  VA. 

A- Hf^OBINS 
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Washington  Conference  on  Health  Frauds  & Quackery 


The  Washington  State  Medical  Association  begins 
a massive  public  education  program  Saturday,  May 
7,  at  the  Exhibition  Hall  of  the  Seattle  Center. 

Eight  nationally  recognized  medical  and  law  en- 
forcement experts  in  the  field  of  medical  quackery 
will  report  to  approximately  1,000  physicians,  teach- 
ers, volunteer  workers,  PTA  representatives  and 
the  press  on  current  quackery  schemes  and  what 
professional  and  governmental  agencies  are  doing  to 
fight  these  schemes. 

The  Washington  Conference  on  Health  Frauds 
& Quackery  originated  with  the  WSMA  Committee 
on  Quackery  and  Harmful  Acts  under  the  chairman- 
ship of  Harry  E.  Worley  of  Mount  Vernon,  but  it  is 
only  through  the  combined  efforts  of  the  representa- 
tives of  seventeen  state  level  professional  and  govern- 
mental organizations  that  a program  of  such  broad 
scope  was  organized. 

The  Conference  theme  is  “Good  Communication 
of  Reliable  Health  Information.” 

Physicians  are  encouraged  to  attend  the  Confer- 
ence with  their  office  personnel.  Conference  registra- 
tion information  can  be  secured  by  contacting  the 
Washington  State  Medical  Association,  1800  Terry 
Avenue,  Seattle,  Washington  98101— MA  4-6262. 

Exhibit  and  Film  Program 

The  May  7 conference  kicks  off  two  weeks  of 
extensive  public  exhibit  and  film  program  on  “how 
and  where  to  secure  accurate  health  information” 
at  the  Pacific  Science  Center.  Twenty-seven  ex- 
hibits will  be  on  display  providing  information  on 
what  constitutes  good  health  care,  how  the  medical 
quack  operates,  and  the  role  of  such  agencies  as  the 
Better  Business  Bureaus,  Food  and  Drug  Admin- 
istration and  U.S.  Post  Office  in  fighting  quackery. 

Basic  Facts  About  Medical  Quackery 

(From  the  Department  of  Investigation— The  Ameri- 
can Medical  Association) 

The  word  quack  as  it  exists  today  is  an  abbrevi- 
ation for  the  earlier  form  quacksalver.  The  word 
quack  has  at  its  first  meaning  imitation  of  the 
cry  of  a duck.  It  thus  came  to  mean  ignorant  chatter 
and  boasting  of  medical  skill  and  cure-alls.  The  word 
salver  means  to  save  or  heal.  Thus  the  original 
quacksalver  early  came  to  mean  one  who  pretends 
to  be  a saver  or  healer  and  who  makes  noisy  pre- 
tentions to  a medical  skill  not  based  on  real  knowl- 
edge; a boaster  of  wonderful  cure-all  remedies.  The 
present  day  dictionary  and  legal  definition  of  quack- 
ery is  “boastful  pretension  to  medical  skill;  an  ignor- 
ant or  dishonest  practitioner  professing  skill  or  knowl- 


edge in  any  matter  of  which  he  knows  little  or 
nothing.” 

Quackery  is  as  old  as  time.  It  is  said  that  the 
first  recorded  prescription  for  a hair  grower  was  that 
made  up  for  the  Egyptian  Queen  Ses,  mother  of  King 
Teta,  in  3400  B.C.  It  consisted  of  a mixture  of  dog 
toes,  date  refuse  and  asses’  hoofs.  Mixtures  of  1961 
that  claim  to  grow  hair  are  no  more  effective  than 
that  concocted  for  Queen  Ses. 

The  records  of  the  National  Better  Business  Bureau 
show  that  No.  1 on  the  list  of  the  “top  ten”  of  the 
1960  “gyp  parade,”  based  on  complaints  received,  is 
deceptive  drug,  device  and  cosmetic  advertising. 
These  are  the  mechanical  gadgets,  medicines  and 
food  fads  that  are  sold  to  millions  of  people  through 
high-pressure,  extravagant,  advertising  claims. 

Drugs,  devices  and  food  fads  labeled  as  quack  fall 
into  one  or  more  of  three  major  classifications: 

—Those  dangerous  to  health  or  life  when  used  with- 
out proper  supervision. 

—Those  worthless  for  the  purposes  for  which  they  are 
offered. 

—Those  offered  for  conditions  for  which  they  alone 
do  not  constitute  competent  treatment  and  where 
unwise  self-treatment  may  permit  the  conditions 
to  progress  so  far  that  the  damage  cannot  be  re- 
paired. 

Official  and  voluntary  agencies,  such  as  the  Ameri- 
can Medical  Association,  the  American  Cancer  So- 
ciety, the  Arthritis  Foundation,  the  Food  and  Drug 
Administration,  the  Federal  Trade  Commission  and 
the  Post  Office  Department  as  well  as  many  of  the 
state  departments  of  public  health,  have  cracked 
down  hard  on  the  first  two  groups.  They  are  not 
as  widespread  as  they  were  25  years  ago.  Products 
in  the  third  group  are  more  common  and  constitute 
a major  health  problem  today. 

The  Department  of  Investigation  of  the  American 
Medical  Association— a clearing  house  for  informa- 
tion about  quacks  and  their  methods  for  more  than 
50  years— lists  six  simple  rules  in  spotting  a quack: 

—If  he  uses  a special  or  “secret”  machine  or  formula 
he  claims  can  cure  disease. 

—If  he  guarantees  a quick  cure. 

—If  he  advertises  or  uses  case  histories  and  testi- 
monials to  promote  his  cure. 

—If  he  clamors  constantly  for  medical  investigation 
and  recognition. 

—If  he  claims  medical  men  are  persecuting  him  or 
are  afraid  of  his  competition. 

—If  he  tells  you  that  surgery  or  x-rays  or  drugs  will 
cause  more  harm  than  good. 
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Belap  relaxes  visceral  spasm . 
Belap  decreases  hyperacidity. 
Belap  reduces  nervous  tension . 
Belap  soothes  the  spastic  gut . 
What  more  could  you  ash  of 
one  little  tablet? 


Hypersecretion  and  smooth 
muscle  spasm  are  the  two  components 
of  visceral  spasm.  Belap  treats  both 
simultaneously  with  its  combination  of 
natural  belladonna  alkaloids  for 
prompt  anticholinergic  action. 
Phenobarbital  provides  smooth  central 
sedation.  Belap  safely  and  reliably 
relieves  the  pain  and  distress  of  visceral 
spasm  in  peptic  ulcer,  abdominal  pain 
and  cramps,  pylorospasm,  nausea  of 
pregnancy,  nervous  indigestion  and 
motion  sickness. 


Each  Belap  Tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 
(Warning,  may  be  habit  forming) 
Belladonna 

Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 
Available  in  bottles  of  100  and  1000. 

Use  Belap  Ty-Med  tablets 
whenever  timed-release  medication  for 
smooth,  prolonged  anticholinergic 
and  sedative  action  is  desired. 


Belap  Ty-Med*  (Modified  formula). 
Each  tablet  contains : 

Amobarbital  (Warning, may  be  habit 
forming)  50  mg./Homatropine 
methylbromide  7.5  mg. 

*Lemmon  brand  of  timed-release 
medication. 

One  Ty-Med  tablet  morning  and 
night.  Available  in  bottles  of  30  and  100 
tablets.  Observe  the  usual  precautions 
for  barbiturates  and  parasympatholytic 
compounds. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


HAACK  LABORATORIES, INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 
PORTLAND, OREGON  97208 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  t* 
gamut  of  home  remedies  without  succem 
pleasant-tasting  cremomycin  can  answri 
the  call  for  help.  It  can  be  counted  on  jJ 
consolidate  fluid  stools,  soothe  i ntestirjM 
inflammation,  inhibit  enteric  pathoger,. 
and  detoxify  putrefactive  materials  — ush 
ally  within  a few  hours. 


cremomycin  combines  the  bacteriosta  J 
agents,  succinylsulfathiazole  and  neorrl 
cin,  with  the  adsorbent  and  protective  cl 
mulcents,  kaolin  and  pectin,  for  comprl 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kao  d 
Withhold  if  diverticulosis  is  present  or  suspects 
Precautions:  Sulfonamide:  Continued  use  requiil 
supplementary  administration  of  thiamine  and  v ia 
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your  for 
Cremomycin 
can  provide  relief 


romptly  relieves  diarrheal  distress 

Iremomycin 

NTIDIARRHEAL  ^ 

mposition:  Each  30  cc.  contains  neomycin  sulfate 
10  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
ccinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
n.,  pectin  0.27  Gm. 

&MERCK  SHARP  &D0HME  Division  of  Merck  & Co  , Inc.,  West  Point,  Pa. 

here  today’s  theory  is  tomorrow's  therapy 


h K.  Neomycin:  Patient  should  be  observed  for 
v infections  due  to  bacteria  or  fungi.  Side  Effects: 
;fonamide:  Sensitivity  reactions  may  occur  (e.g., 
h rashes,  anemia,  polyneuritis,  fever;  agranulo- 
osis  with  a fatal  outcome  has  been  reported), 
duction  of  thiamine  output  in  the  feces  and  of 
hmin  K synthesis  has  been  observed.  Neomycin: 
usea,  loose  stools  possible. 

'fore  prescribing  or  administering,  read  product 
\cular  with  package  or  available  on  request. 
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Washington  Conference  on  Health  Frauds  and  Quackery 

May  7,  1966 
Program 


8:30  a.m.  Registration 

Exhibition  Hall 

The  Seattle  Center 

Visit  Health  Fact  & Fallacies 

Exhibit  Program 

The  Pacific  Science  Center 

10:00  a.m.  Morning  General  Session 
Exhibition  Hall 
The  Seattle  Center 
Moderator 

Mr.  Charles  Herring,  Seattle 
News  Director— KING  TV 

Address  of  Welcome 

Carl  P.  Schlicke,  M.D.,  Spokane 

President 

Washington  State  Medical  Association 

The  U.S.  Post  Office  Fight 

Against  Medical  Quackery 

Mr.  C.  A.  Miller,  Washington,  D.C. 

Inspector 

Post  Office  Department 

Medical  Quackery 
Mr.  Oliver  Field,  Chicago 
Department  of  Investigation 
American  Medical  Association 


MR.  OLIVER  FIELD  HAROLD  J.  CORNACCHIA, 

ED.D. 


Education— A Weapon  Against  Quackery 
Harold  J.  Cornacehia,  Ed.D.,  San 
Francisco  Chairman 
Health  Education  Department 
San  Francisco  State  College 

Nutrition  Quackery 
Frederick  J.  Stare,  M.D.,  Boston 
Professor  and  Chairman 
Department  of  Nutrition 
Harvard  School  of  Public  Health 


12  Noon  Lunch 

Speaker  to  be  Announced 

2:00  p.m.  Afternoon  General  Session 
Exhibition  Hall 
The  Seattle  Center 

The  FDA  Fight  Against  Quackery 
Mr.  Kenneth  E.  Monfore,  Seattle 
District  Director 

U.  S.  Food  and  Drug  Administration 

Arthritis  Quackery 
Mr.  Jerry  Walsh,  New  York 
Coordinator  of  Special  Activities 
The  Arthritis  Foundation 

Quackery  and  the  Aging 

Mr.  William  D.  Bechill,  Washington,  D.C. 

Commissioner 

Administration  on  Aging 

Department  of  Health,  Education  & Welfare 


FREDERICK  J.  STARE,  M.D.  MR.  WILLIAM  D.  BECHILL 


Cancer  Quackery 
Sol  R.  Baker,  M.D.,  Los  Angeles 
Associate  Clinical  Professor  of  Radiology 
School  of  Medicine 

University  of  California  at  Los  Angeles 

Questions  & Answers 

4:30  p.m.  Adjournment 

The  Health  Facts  and  Fallacies  Exhibit 
& Film  Program  will  be  open  to  the  public 
during  regular  Pacific  Science  Center  hours 
May  7 through  May  22,  1966 
Conference  regisration  of  $7.50  includes 
lunch  and  admission  to  the  Pacific  Science 
Center  Saturday,  May  7. 


340 

Northwest  Medicine,  April  1966 


HEALTH  FACTS  & FALLACIES 
Film  Program 

May  7 to  May  22,  1966  (except  Mondays  & Tuesdays ) 
The  Pacific  Science  Center— Seattle 

Wednesdays  and  Thursdays 
9:30  The  Misery  Merchants 
10:00  A Reason  for  Confidence 
10:30  The  Meanest  Crime  in  the  World 
11:20  Target  Quackery 
11:30  A Life  to  Save 
12:00  The  Medicine  Man 
12:30  Nutrition  Sense  & Nonsense 
1:00  Unseen  Enemies 
1:30  The  Misery  Merchants 
2:00  A Reason  for  Confidence 
2:30  The  Meanest  Crime  in  the  World 
3:20  Target  Quackery 
3:30  A Life  to  Save 
4:00  The  Medicine  Man 
4:30  Nutrition  Sense  & Nonsense 
Fridays 

9:30  The  Misery  Merchants 
10:00  A Reason  for  Confidence 
10:30  The  Meanest  Crime  in  the  World 
11:20  Target  Quackery 
11:30  A Life  to  Save 
12:00  The  Medicine  Man 
12:30  Nutrition  Sense  & Nonsense 
1:00  Unseen  Enemies 
1:30  The  Misery  Merchants 
2:00  A Reason  for  Confidence 
2:30  The  Meanest  Crime  in  the  World 
3:20  Target  Quackery 
3:30  A Life  to  Save 
4:00  The  Medicine  Man 
4:30  Nutrition  Sense  & Nonsense 
5:00  Unseen  Enemies 
5:30  The  Misery  Merchants 
6:00  A Reason  for  Confidence 
6:30  The  Meanest  Crime  in  the  World 
7:20  Target  Quackery 
7:30  A Life  to  Save 
8:00  The  Medicine  Man 
8:30  Nutrition  Sense  & Nonsense 
Saturdays 

1:00  The  Misery  Merchants 

1:30  A Reason  for  Confidence 

2:00  The  Meanest  Crime  in  the  World 

2:50  Target  Quackery 

3:00  A Life  to  Save 

3:30  The  Medicine  Man 

4:00  Nutrition  Sense  & Nonsense 

4:30  Unseen  Enemies 

5:00  The  Misery  Merchants 

5:30  A Reason  for  Confidence 

6:00  A Life  to  Save 

6:30  The  Medicine  Man 


7:00  Nutrition  Sense  & Nonsense 
7:30  The  Meanest  Crime  in  the  World 
8:20  Target  Quackery 
8:30  Unseen  Enemies 
Sundays 

1:00  The  Misery  Merchants 

1:30  A Reason  for  Confidence 

2:00  The  Meanest  Crime  in  the  World 

2:50  Target  Quackery 

3:00  A Life  to  Save 

3:30  The  Medicine  Man 

4:00  Nutrition  Sense  & Nonsense 

4:30  Unseen  Enemies 

5:00  The  Misery  Merchants 

5:30  A Reason  for  Confidence 

MEMBERS,  PLANNING  COMMITTEE 
WASHINGTON  CONFERENCE  ON 
HEALTH  FRAUDS  & QUACKERY 

Washington  State  Medical  Association 
Harry  E.  Worley,  Mount  Vernon, 

Conference  Chairman 
John  L.  Carney,  Seattle 
C.  I.  Hood,  Yakima 
Ivan  K.  Loughlen,  Seattle 
Matthew  A.  Pilling,  Seattle 
John  Sonneland,  Spokane 
Neil  F.  Thorlakson,  Seattle 
Robert  E.  Waud,  Bellingham 
Washington  State  Nurses  Association 
Margaret  Regan,  R.N.,  Seattle 
Washington  State  Department  of  Health 
H.  Wallace  Lane,  Olympia 
Food  and  Drug  Administration  (Seattle  District) 

Mr.  Kenneth  E.  Monfore,  Seattle 
Mrs.  Joan  Bergy,  Seattle 
Arthritis  and  Rheumatism  Foundation 
Mrs.  Morris  D.  Kennedy,  Seattle 
Mr.  Morris  D.  Kennedy,  Seattle 
Mr.  Donald  Van  Fredenberg,  Seattle 
Mr.  Clay  Nixon,  Seattle 
Seattle  Better  Business  Bureau 
Mr.  Frank  J.  Zeorlin,  Seattle 
Mr.  Tom  Seifert,  Seattle 
Spokane  Better  Business  Bureau 
Mrs.  Marie  M.  Ferrell,  Spokane 
Yakima  Better  Business  Bureau 

Mrs.  Michael  Breadner,  Yakima 
Washington  State  Council  on  Aging 
Mrs.  M.  Paul  Suzuki,  Seattle 
Miss  Margaret  Whyte,  Olympia 
American  Cancer  Society  (Washington  Division) 
Mr.  Milt  Evans,  Seattle 
Office,  Superintendent  of  Public  Instruction 
Mr.  Howard  Schaub,  Olympia 
Miss  Lucille  Trucano,  Olympia 

continued  on  page  348 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


: l/v/nf/rrop 


Neo-Synephrine 

Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 


V.%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4 °/o  pediatric  nasal  spray  for  children 

V2 °/o  solution  for  adults 

V2 °/o  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1 % solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


HEALTH  FACTS  AND  FALLACIES 

Exhibit  And  Film  Program 

Presented  by  the  Washington  State  Medical  Asso- 
ciation  in  cooperation  with  govern menta I and 
volunteer  organizations  interested  in  combating 
medical  quackery. 


Plan  to  visit  the  Health  Facts  and  Fallacies 
exhibit  and  film  program  at  the  Pacific 
Science  Center  in  Seattle  May  7 through  May 
22,  1966.  The  theme  of  this  program  is  “Good 
Communication  of  Reliable  Health  Informa- 
tion” and  on  display  will  be  exhibits  by  the 
various  governmental,  professional  and  vol- 
unteer groups  that  provide  to  the  public 
accurate  health  information. 

Exact  figures  are  difficult  to  obtain,  but 
experts  estimate  that  the  American  public 
spends  one  billion  dollars  each  year  on  use- 
less cures,  mechanical  gadgets,  food  fads  and 
other  quack  devices.  Some  highlights  of  the 
costs  of  quackery— 

— $350  million  annually  for  over-the- 
counter  vitamins,  a big  share  of  which 
is  self-prescribed.  Actually,  the  necessary 
vitamins  are  usually  obtained  best 
through  a balanced  diet. 


— $148  million  annually  for  laxatives  and 
elimination  aids,  almost  entirely  self- 
prescribed  and  often  harmful  in  the  long 
run. 

— $68  million  annually  for  aspirins.  Much 
of  this  is  unnecessary. 

— $250  million  annually  for  useless  cures 
for  arthritis  and  rheumatism.  There  is 
no  cure,  and  yet  physicians  estimate  that 
probably  one  out  of  every  two  arthritis 
patients  wastes  his  money  on  the  false 
treatments. 

— $125  million  annually  for  patent  medi- 
cines. By  far  the  bulk  of  this  money  is 
wasted. 

— $50  million  for  cancer  cures  which  are 
not  cures  at  all  and  sometimes  actually 
are  dangerous. 


A substantial  portion  of  the  nation’s  total  health 
care  bill  is  wasted  on  quackery.  Millions  of  American 
families  spend  substantial  sums  of  money  in  vain 
efforts  to  alleviate  disease  and  suffering  through 
quacks. 


343 

Northicest  Medicine,  April  1966 


1. — MICRO-DYNAMETER : This  was  sold  to  chiropractors  for  diagnosing  their  patients’  ills.  The 
patient  holds  the  two  electrodes;  the  practitioner  turns  a couple  of  knobs  and  observes  the 
reading  on  the  dial.  The  only  thing  the  device  measures  is  the  moisture  of  the  skin.  Five 
thousand  of  these  devices  were  sold  for  up  to  $875  each  before  they  were  finally  ordered  off  the 
market  by  a federal  court.  2. — PLASMATIC  THERAPY  INSTRUMENT:  This  device,  it  is 

claimed,  “directly  heats  the  blood”  to  obtain  the  alleged  benefits  of  fever  therapy.  Two  heating 
units  are  placed  along  patient’s  legs  and  he  is  swathed  in  blankets  and  sheets  and  put  inside 
a rubber  blanket.  The  heat  is  turned  on  for  30  to  60  minutes  while  practitioner  stands  by 
offering  cool  drinks  of  water.  The  inventor  claimed  to  have  sold  more  than  1,000  of  these 
devices  to  various  health  practitioners.  3. — REJUVENE:  This  device  consists  of  a plastic-covered 
case  with  a battery-powered  transistor  circuit,  applicator  electrodes,  sponges,  and  a bottle  of 
lotion.  The  applicator  conveys  a small  electric  current  to  the  skin,  which  is  supposed  to 
help  the  user  regain  “a  youthful  face  and  throat”  by  removing  lines  in  the  forehead,  around 
the  eyes,  nose,  mouth,  chin,  neck,  and  throat.  It  was  also  offered  as  a solution  to  teen-age 
skin  problems.  Seventy-seven  of  the  devices  were  seized  by  the  FDA  and  condemned  in  court. 
4. — DROWN  RADIO  THERAPEUTIC  INSTRUMENT;  A simple  Galvanic  circuit,  utilizing  electrodes 
of  dissimilar  metals.  The  sweat  would  activate  the  micro-ammeter.  Alleged  to  cure  all  manner 
of  disease  by  "radio  waves.”  Available  both  in  home  and  professional  models.  The  government 
successfully  prosecuted  Mrs.  Drown  on  charges  of  misbranding  in  1951.  In  1964  she  was  indicted 
for  grand  theft  in  Los  Angeles,  for  continuing  her  fooling  of  the  public  in  California.  5. — Rear 
row,  left  to  right:  “Davis  & Kidder’s  Magneto  Electric  Device,”  for  “nervous  disorder”  (circa 
1845);  “Ellis  Micro-Dynameter”  (1960);  a bottle  of  “Hoxsey  Tonic”;  a bottle  of  "Peruna”;  a 
bottle  of  Hadaeol”;  front  row,  left  to  right:  “Lady  Bountiful,”  an  alleged  breast  developer; 
“Radithor,”  a drinking-water  irradiator;  a bottle  of  sea  water,  called  “Sea  Brine”;  a nasal 
apparatus  and  a vial  of  the  Lincoln  bacteriophage;  a "Theronoid”  belt;  lower  left  front:  “Electro- 
Galvanic  Bracelet.”  6. — OSCILLOCLAST : Invented  by  Doctor  Albert  Abrams,  dean  of  electronic 
medical  gadgetry,  this  device  was  an  immense  commercial  success.  It  emits  short-wave  radio- 
frequencies, of  no  value  in  treating  disease.  Abrams  maintained  that  diseased  parts  of  the  body 
emitted  radio  vibrations  of  characteristic  frequencies.  One  could  identify  the  disease  by 
determining  the  frequency  of  the  emission  from  the  diseased  area.  To  cure  the  disease,  one 
neutralized  this  evil  emission  by  feeding  back  into  the  body  radio  waves  of  the  same  frequency. 
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CARL  P.  SCHLICKE,  M.D. 


M an  is  a peculiar  animal.  In  a book  called  “The 
Nature  and  Conditions  of  Learning”0  there  is  an 
interesting  description  of  some  of  his  habits  and 
motivations.  “He  lives  in  cities  and  commutes  to 
factories  in  the  suburbs.  He  lives  in  the  suburbs 
and  commutes  to  offices  in  the  city.  He  grows  more 
food  than  he  needs,  then  stores  it  in  bins  while 
other  men  starve.  He  spends  half  or  more  of  his 
wealth  building  armaments  to  destroy  other  men’s 
wealth,  fearful  all  the  time  that  they  will  destroy 
his  own.  He  reduces  death  rate  and  increases  birth 
rate  and  ignores  overpopulation.  He  writes  sym- 
phonic and  folk  music  for  his  pleasure,  invents  tools 
and  machines  to  make  work  easier,  then  fears  being 
made  idle  by  his  inventions.  He  dies  from  heart 
attacks  from  over-work  and  by  dysentery  from 
under-sanitation,  yet  permits  both  to  continue.  He 
employs  psychologists  and  psychiatrists  to  study 
himself,  but  is  unimpressed  by  their  findings.  In 
short,  man  is  a unique  and  oftentimes  strange  crea- 
ture, for  with  all  his  bizarre  behavior  he  accepts 
himself  as  normal.” 

If  we  agree  that  man  is  a peculiar  animal,  let  us 
consider  how  much  more  peculiar  is  that  sub-species, 
homo  medicus.  Perhaps  this  is  not  really  a fair  time 
to  consider  H.M.  since  his  usual  happy  schizophrenic 
state  currently  is  greatly  exacerbated  by  his  fears 
and  frustrations.  What  are  the  difficulties  which 
beset  him?  Who  are  the  enemies  who  harass  him? 

First  of  all,  there  is  his  new  and  unsought  partner, 
Uncle  Sam.  In  past  months  some  of  his  activities  in 
this  sphere  have  been  detailed  on  these  pages. 
Suffice  it  to  say  that  at  this  moment  he  is  patiently 
struggling  with  the  formation  of  a utilization  com- 
mittee in  his  hospital,  wondering  how  it  will  work 
or  what  will  happen  to  him  if  he  happens  to  be 
appointed  to  it.  He  is  also  anxiously  awaiting  the 

•Kingsley,  H.  L.,  and  Garry,  R.,  The  nature  and  conditions 
of  learning,  p.  197,  Prentice-Hall,  Inc.,  Englewood  Cliffs, 
N.J. 


appearance  of  the  definitive  rules  under  which  he 
will  be  looking  after  his  Medicare  patients,  and  now 
that  carriers  have  been  named  for  the  voluntary 
supplemental  health  insurance,  wondering  what  sort 
of  reimbursement  he  will  receive  for  his  efforts. 

He  is  concerned  by  the  shortage  of  nurses  and 
certain  trends  in  nursing  education.  He  may  applaud 
the  efforts  of  the  government  to  give  aid  to  schools 
of  nursing  and  scholarships  and  loans  to  student 
nurses,  but  he  regards  with  disfavor  such  legisla- 
tion as  the  Manpower  Development  and  Training 
Act,  the  Vocational  Education  Act,  and  the  Economic 
Opportunities  Act,  at  least  insofar  as  they  may  lead 
to  the  flooding  of  hospitals  with  unskilled  and  even 
undesirable  workers. 

He  eyes  with  suspicion  his  old  friends  in  the 
hospital  association.  They  have  backed  legislation 
which  he  opposed.  They  are  reluctant  to  keep  the 
services  of  hospital-based  specialists  from  being 
merged  with  those  of  the  hospital.  Yet  he  feels 
certain  that  if  the  services  of  the  pathologists, 
radiologists,  anesthesiologists,  and  physiatrists  are 
merged  under  Medicare,  those  of  other  specialists 
will  follow  before  long.  He  feels  insecure  because 
he  is  dependent  upon  facilities  which  he  does  not 
own  and  personnel  whom  he  does  not  employ.  Mod- 
ern medicine  has  destroyed  his  self  sufficiency  and 
his  career  and  reputation  hinge  on  the  possession  of 
hospital  privileges. 

He  doesn’t  quite  trust  some  of  his  colleagues  who 
have  become  full-time  educators.  With  their  in- 
creasing dependence  on  federal  grants  and  subsidies, 
their  declining  interest  in  clinical  practice  and  teach- 
ing, some  of  them  seem  to  have  developed  a con- 
tempt for  organized  medicine  in  general  and  for  the 
practicing  physician  in  particular.  He  feels  that 
many  of  them  are  all  too  ready  to  jump  on  the 
band  wagon  of  such  programs  as  the  Heart  Disease, 
Cancer  and  Stroke  Amendments  and  others  like 
them.  He  is  not  sure  that  every  phase  of  medical 
education,  beginning  with  premedical  instruction 
and  progressing  through  residency,  should  be  under 
the  aegis  of  universities  and  academicians,  as  sug- 
gested in  die  Coggeshall  report.  At  the  same  time 
he  feels  that  the  medical  schools  have  in  the  past 
been  not  a little  derelict  in  assuming  responsibility 
for  continuing  education  for  physicians. 

He  is  distressed  to  see  one  of  his  own  creations, 
the  Joint  Commission  on  the  Accrediation  of  Hospi- 
tals, indulging  in  oneupmanship  with  the  Depart- 
ment of  Health,  Education  and  Welfare.  As  soon  as 
HEW  accepted  the  JCAH’s  standards  for  Medicare, 
JCAH  decided  that  these  standards  which  had  led 
to  the  highest  quality  of  medical  care  in  the  world, 
were  no  longer  adequate.  “If  state  certification  pro- 
vides the  hospitals  with  a license  to  stay  in  business, 
the  JCAH  accrediated  group  may  now  move  up  to 

continued  on  page  348 
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v all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


h can't  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
i;  ng  the  patient  comfortable  and  the  cold  bearable. 

(•  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Itahistine  LP. 

uhistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity — physi- 
( c mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
Ijprovide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
njoy  normal  and  free  breathing. 

5 cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
Ssnts  who  operate  machinery  or  motor  vehicles 
i drowsiness  may  result, 
h Novahistine  LP  tablet  contains:  phenyle- 
I ne  hydrochloride,  25  mg.,  and  chlorpheniramine 
Isate,  4 mg. 

IHAN-MOORE 

on  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 

For  relief  of  nasal  congestion. 
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continued  from  page  345 

become  elite  institutions,”  says  John  D.  Porterfield, 
JCAH’s  new  Director.  Thus  there  will  be  state 
approved  and  commission  accredited  hospitals  with 
JCAH’s  standards  always  a step  or  two  ahead  of  the 
state’s.  Presumably,  only  Dr.  P’s  elite  hospitals  would 
be  approved  for  the  training  of  interns  and  residents. 
Does  he  feel  that  the  loss  of  the  house  staff  would 
improve  the  quality  of  patient  care  in  the  remaining 
hospitals  or  improve  the  quality  of  practice  rendered 
by  an  already  overburdened  attending  staff,  much 
of  whose  time  is  devoted  to  unnecessary  and  time- 
consuming  paper  work  to  meet  the  current  demands 
of  JCAH?  Streamlining  may  be  all  right  for  industry, 
but  not  for  the  record  room,  no  matter  how  few 
there  are  to  carry  the  load.  No  one  will  protest 
against  maintenance  of  high  standards  but  there  is 
sometimes  room  for  an  honest  difference  of  opinion 
as  to  what  constitutes  high  standards.  The  com- 
munity hospitals  are  gradually  being  squeezed  out 
of  the  training  of  nurses  and  now  apparently  the 
same  process  is  occurring  with  regard  to  physicians. 
How  this  will  correct  the  shortage  of  either  profes- 
sion or  the  lack  of  clinical  facilities  available  to  the 
teaching  centers  is  difficult  to  understand.  A fascin- 
ating additional  standard  concerns  autopsies  where 
the  types  of  deaths  must  “measure  up”  as  well  as 
the  number.  Shades  of  Burke  and  Hare! 

He  is  gravely  concerned  by  the  views  of  organized 
labor.  These  include  elimination  of  the  private  solo 
practice  of  medicine,  which  it  regards  as  costly  and 
inefficient;  doing  away  with  the  fee  for  service 
principle;  encouraging  the  rapid  proliferation  of 
labor-sponsored  health  plans  with  labor-controlled 
hospitals  in  which  the  members  of  the  medical 
and  surgical  staffs  are  on  the  payroll. 

He  is  badgered  by  orders  to  sign  non-discrimina- 
tion pledges  in  order  to  be  eligible  for  reimburse- 
ment by  the  government  for  the  care  of  certain 
categories  of  patients.  He  regards  this  as  an  affront 
to  his  integrity  and  his  humanity.  He  feels  strongly 
that  physicians  who  discriminate  should  not  be 


included  in  government  programs  but  the  very 
thought  of  discrimination  against  a patient  because 
of  race,  creed  or  color  is  so  foreign  to  his  training, 
philosophy  and  instincts  that  it  is  difficult  for  him 
to  imagine  that  this  could  occur.  He  is  bemused  that 
the  Administration  which  made  this  ruling,  now 
seeks  to  have  repealed  that  provision  of  the  Medicare 
law  which  provides  for  a loyalty  oath  and  forbids 
payment  of  hospital  benefits  from  Treasury  funds 
to  members  of  the  Communist  Party.  Although  these 
people  are  dedicated  to  the  overthrow  of  our  gov- 
ernment, their  sensibilities  must  under  no  circum- 
stances be  offended. 

He  is  over-worked  because  of  the  shortage  of 
physicians.  He  delights  in  the  prospect  of  new 
medical  schools  now  under  construction  and  others 
already  open,  hopefully  with  new  ideas,  new  ap- 
proaches and  free  from  old  prejudices.  Yet  he  sees 
an  increasing  number  of  physicians  shunted  into 
research,  administrative  positions,  and  government 
posts  and  he  wonders  how  many  of  the  new  boys 
will  really  be  available  to  help  him  with  patient  care. 

Finally,  to  add  to  his  woes,  he  suddenly  learns 
that  he  is  under  close  scrutiny  by  the  Federation  of 
State  Medical  Boards.  He  knew  he  was  under  con- 
stant surveillance  by  his  hospital  tissue  committee, 
his  record  committee,  his  surgical  committee,  and 
countless  other  committees,  but  he  thought  he  had 
washed  his  hands  of  the  State  Board  of  Medical 
Examiners  when  he  passed  his  examination  for 
licensure.  Now  he  learns  to  his  dismay  that  this 
jolly  group  of  political  appointees  would  like  to 
re-examine  him  periodically,  keep  an  eye  on  his 
physical  status,  and  set  itself  up  as  the  supreme 
arbiter  of  his  morals  and  ethics.  Possibly  some  code 
of  professional  euthanasia  will  be  established  where- 
by his  right  to  practice  medicine  will  automatically 
be  terminated  at  an  arbitrarily  determined  age. 

Is  there  a psychiatrist  in  the  house? 

f,  t'vp 
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U.S.  Post  Office  (Mail  Fraud  Division) 
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A view  of  the  modern,  well-equipped  laboratory  in  the  new  Shadel  Hospital. 
Designed  specifically  for  the  treatment  of  alcoholism,  Shadel  is  now  located  at 
1 200 1 Ambaum  Boulevard,  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 

i LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  l 


NEOSPORIN 


r 

brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
'Aerosporin'®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  . 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  V 2 oz.  and  1 oz. 
a clinically  effective 

b comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

b rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


351 

Northwest  Medicine,  April  1966 


IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  idoho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9,  1966,  Sun  Valley 


Lawmakers'  Medical  Care 

The  Idaho  State  Medical  Association’s  tradition  of 
providing  medical  care  for  lawmakers  during  sessions 
of  the  State  Legislature  was  in  capable  hands  of 
John  Edwards,  Adams  County  Representative,  dur- 
ing the  Special  Session  this  year. 

The  legislators  had  the  normal  gamut  of  ailments 
to  contend  with,  ranging  from  headaches  to  colds, 
as  well  as  a knotty  reapportionment  problem  that 
kept  them  into  overtime. 

The  association-sponsored  “medical  bag”  prepared 
especially  for  Dr.  Edwards  saw  quite  frequent  use. 

More  serious  problems  were  handled  by  members 
of  the  Ada  County  Medical  Society,  under  leader- 
ship of  President  Frank  W.  Crowe. 

Kitchener  E.  Head,  Driggs,  Teton  County  Repre- 
sentative, was  unable  to  attend  because  of  his 
associate’s  departure  to  enroll  in  a residency  pro- 
gram. 

So  far  as  legislation  is  concerned,  nothing  was 
introduced  affecting  the  practice  of  medicine  and 
surgery.  Amendments  to  two  laws  covering  the 
State  Department  of  Public  Assistance,  to  permit 
full  participation  on  Public  Law  89-97  (Social  Se- 
curity Medicine)  were  introduced. 

Committees  Meet 

Chairman  Dale  D.  Cornell,  Boise,  and  members 
of  the  Mental  Health  Advisory  Committee  met 
recently  in  Boise  with  T.  O.  Carver,  Administrator, 
and  representatives  of  the  State  Department  of 
Health. 

Long-range  plans  for  Community  Mental  Health 
centers  were  considered. 

Committee  members  attending,  besides  Dr.  Cor- 
nell, were  Kenneth  R.  Briggs,  Twin  Falls;  Roy  W. 
Eastwood,  and  John  E.  Braddock,  Lewiston;  and 


Arch  T.  Wigle,  Pocatello.  Also  attending  was  F. 
LaMarr  Heyrend,  Boise. 

O.  V.  Baumann,  Lewiston,  Chairman,  and  mem- 
bers of  the  Indian  Health  Advisoiy  Committee  held 
a meeting  in  Boise  to  discuss  health  problems  with 
leaders  of  all  Indian  Tribes  in  Idaho. 

Those  attending  besides  Dr.  Baumann  were 
Richard  K.  Gorton  and  Gilbert  A.  Bacon,  both  of 
Pocatello,  and  Carter  V.  Beghtol,  Orofino. 

Richard  O.  Vycital,  Boise,  Chairman,  and  members 
of  the  association’s  Medical  Economics  and  Fee 
Schedule  Committee  held  a recent  meeting  in  Boise 
to  work  on  a fee  guide  that  could  be  used  in  dealing 
with  agencies  contracting  for  health  care. 

Attending  the  meeting,  in  addition  to  Dr.  Vycital, 
were  Reuben  C.  Matson,  Jerome,  and  Roland  D. 
Brooks,  Moscow.  Unable  to  attend  were  G.  Curtis 
Waid,  Idaho  Falls,  and  Dennis  L.  Wight,  Pocatello. 

Dr.  Earle  Speaks 

A.  Scott  Earle,  Sun  Valley,  spoke  on  Ski  Injuries 
at  the  Interim  Session  of  the  Montana  Medical 
Association,  April  1-2  at  Havre,  Montana. 

South  Idaho  Medical  Service  Bureau  Meeting  Held 

Russell  Tigert,  Jr.,  Soda  Springs,  President,  called 
a meeting  of  the  Board  of  Directors  of  the  South 
Idaho  Medical  Service  Bureau,  Inc.,  March  12,  1966, 
at  the  Ponderosa  Inn,  Burley. 

Members  of  the  Board,  in  addition  to  Dr.  Tigert, 
are  F.  Wayne  Schow,  Twin  Falls,  Vice-President; 
William  D.  Forney,  Boise,  Secretary-Treasurer; 
Kenneth  E.  Droulard,  Nampa;  P.  Blair  Ellsworth, 
Idaho  Falls;  Maurice  E.  Scheel,  Wendell;  David 
C.  Miller,  Pocatello;  Asael  Tall,  Rigby;  Glenn  E. 
Talboy,  Richard  O.  Vycital,  and  William  R.  Tregon- 

continued  on  page  357 


352 

Northwest  Medicine,  April  1966 


Doctor, 


lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abb 

Anorect 

Prograi 


DESOXYN®  Gradumet’  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamine 

put  her  on  DESBUTAL:  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


Desbutal  Gradumet  provides  2 drugs  in  2 tabk 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  tf 
appetite  and  lift  the  mood;  the  other  contair 
Nembutal®  (pentobarbital)tocalmthe  patientan 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


m 

n 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 


tat  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 


That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

© <1 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

^ J 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  a*  Homhc  •*  a * 

Ofreucv  *30  10  cMBUract  mde 

Oeftvtjl  3 31  fit 

a t »cniM  acdabM  tm  >er  ^sewa 

ofta  B lese  effects  Wi  *nw  i Jew  d*y*  Use 

witA  conBoa  « SUtwntS  witt  Srpeftenwe  aricfBCiii 
»ipeft*»ro«ltsar  at  w«o  are  to  **•«•*»- 

aomw'jc  sufs  Cveiwi  uvernw*  a etfvaAWe  wrt» 
=*uc  wsM  «JmJuls 

A sa**le  Gra^aaei  laMet  * fee  Mora** 
provides  afl-dxv  appetite  conJroJ 

Desiot*  10  cosums  IC  otf  * *eB 
awptoUKM  kadrocUonde  ri  6C  tj  of  pe^toterMal 
scdara  OesPetel  IScowUms  15  »*  »'  meta**p*eU*B.ie 
Srd>ocOto<toe  aiHC  aj  o!  eectoParPrtjl  tadwa  is 
ootHes  of  100  a»d  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
bent  to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


SKVTi-A&MI 

y tow  aad  BMcatoc  sweetener* 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy 
roidism,  old  age,  or  those  sensitive  to  sympatho 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


601060 
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ing,  all  of  Boise;  Ralph  G.  Goates,  Blackfoot;  and 
Wallace  H.  Pierce,  Lewiston.  Mr.  Leonard  O. 
Thompson,  Boise,  is  Executive  Director. 

Dr.  Dean  Honored 

Hugh  E.  Dean,  Burley,  was  honored  recently  at  a 
unique  testimonial  dinner  attended  by  200  friends, 
former  patients  and  well-wishers. 

The  banquet  was  planned  and  arranged  without 
Dr.  Dean’s  knowledge.  He  first  learned  of  it  when 
he  was  led  into  the  banquet  room  and  greeted  with 
a standing  ovation. 

Dr.  Dean  was  first  licensed  to  practice  medicine 
and  surgery  in  Idaho  in  1926. 

Response  to  the  event  was  so  eager  that  it  was 
necessary  to  cut  off  reservation  a week  in  advance, 
to  prevent  overtaxing  facilities. 

The  testimonial  was  intended  to  cover  no  par- 
ticular milestone  but,  according  to  the  Burley  Herald- 
Bulletin  was  “just  a voluntary  community-wide  ex- 
pression of  gratitude  for  the  veteran  doctor’s  many 
years  of  loving  and  faithful  service.” 

“It  is  impossible  to  measure  the  good  he  has 
done.  All  we  can  do  is  to  thank  him,”  said  Mr.  John 
Clark,  Chairman  of  the  Board  of  Cassia  County 
Commissioners. 

The  honored  guest  was  presented  with  a silver 
compote  inscribed:  “An  appreciation  to  Dr.  Dean 
of  all  you  have  shared  with  others.” 

Responded  Dr.  Dean:  “It  has  been  a wonderful 
opportunity  to  serve  this  community,  and  I hope 
I can  continue  to  do  so  for  a long  time.” 


More  than  50  physicians  from  Idaho  and  the  northwest 
attended  the  Winter  Clinic  sponsored  by  the  Ada  County 
Medical  Society,  the  Southwestern  Idaho  District  Medical 
Society  and  the  Idaho  Academy  of  General  Practice  held 
at  McCall,  March  4-6.  Banquet  speaker  at  the  meeting  was 
John  H.  Talbott,  Chicago,  Editor  of  the  Journal  of  the 
American  Medical  Association.  Shown  with  Dr.  Talbott 
(center)  are  Wallace  H.  Pierce,  Lewiston,  President  of  the 
Idaho  State  Medical  Association  (left)  and  A.  Curtis  Jones, 
Boise,  President-Elect  of  the  Idaho  State  Medical  Asso- 
ciation. 


Officers  of  two  of  the  medical  societies  sponsoring  the 
Winter  Clinic  at  McCall  in  March  included  Frank  W. 
Crowe.  Boise,  President  of  the  Ada  County  Medical  Society, 
John  M.  Ocker,  Jr.,  Boise,  co-chairman  of  the  Program 
Committee  with  Samuel  C.  Taylor  of  Nampa  (not  shown) 
and  J.  B.  Marcusen,  Nampa,  President  of  the  Southwestern 
Idaho  District  Medical  Society.  Dr.  Marcusen  is  also  a 
member  of  the  Board  of  Trustees  of  NORTHWEST 
MEDICINE. 


While  physicians  participated  in  scientific  lectures, 
wives  went  riding  on  snowmobiles  at  beautiful  McCall, 
Idaho,  where  the  Winter  Clinic  was  recently  held.  Shown 
enjoying  a ride  are  Mrs.  W.  Wray  Wilson,  Coeur  d'Alene; 
Mrs.  Hobart  H.  Dumke,  Spokane,  and  Mrs.  John  Edwards, 
wife  of  the  manager  of  Shore  Lodge,  where  the  sessions 
were  held. 


Pathologists  Statement  of  Position 

The  Society  of  Idaho  Pathologists  in  a special 
meeting  held  March  12,  1966,  at  Twin  Falls,  by  a 
unanimous  vote  declares  the  following  course  of 
action  to  be  the  only  method  whereby  there  can  be 
maintained  a high  level  of  diagnostic  and  thera- 
peutic care  to  patients  and  to  insure  this  continued 

continued  on  page  360 


357 

Northwest  Medicine,  April  1966 


tablets 


(riorethi ndrorie  2 mg.  c mestranoJ  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  100%  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1-13  and  an  acceleration 
of  endometrial  changes.1-3-7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive  benefits 
that  help  her  through  those  critical  early 
months  of  oral  contraception 


fewest  possible  side  effects 
Low  incidence  of  BTB  and  spotting, 
nausea  and  amenorrhea  minimizes 
side  effect  problems  and  assures  max- 
imum patient  cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere  to 
prescribed  dosage  schedule:  individu- 
ally sealed  tablets  numbered  from  1 
through  20  plus  monthly  calendar 
record  enables  patient  to  double- 
check dosage  intake  by  day  and  cor- 
responding tablet  number. 


a well-informed  patient 

An  informative  64-page  purse-size 
book  for  full  patient  understanding 
and  cooperation.  Available  in  quanti- 
ties on  your  request. 


Contraindications:  Thrombophlebitis  or 
pulmonary  embolism  (current  or  past);  car- 
diac, renal  or  hepatic  dysfunction;  carci- 
noma of  the  breast  or  genital  tract; 
pregnancy;  severe  depression;  history  of 
cerebral  vascular  accident.  Warning:  If  sud- 
den onset  of  proptosis,  diplopia,  loss  of 
vision,  or  migraine  occurs,  stop  medica- 
tion pending  examination.  If  papilledema 
or  retinal  vascular  lesions  are  found,  with- 
draw medication.  Precautions:  When  lacta- 
tion is  desired,  withhold  Norinyl  until 
nursing  needs  are  established.  Existing  uter- 
ine fibroids  may  increase  in  size.  In  meta- 
bolic or  endocrine  disorders  careful 
clinical  preevaluation  is  indicated.  If  liver 
or  endocrine  function  tests  are  indicated, 
withhold  Norinyl  prior  to  tests.  Patients 
with  a history  of  epilepsy,  migraine  or 
asthma  require  careful  observation.  Thus 
far  no  deleterious  effect  on  pituitary,  ova- 
rian, adrenal  or  uterine  function  has  been 
noted;  however,  long-range  possible  effect 
on  these,  and  other  organs,  must  await 
more  prolonged  observation.  Side  Effects: 
Changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain. 


nausea,  headache,  dizziness,  nervousness 
and  irritability.  Dosage  and  Administra- 
tion: One  Norinyl  Tablet  orally  for  20  days, 
commencing  on  day  5 through  and  includ- 
ing day  24  of  the  menstrual  cycle.  (Day  1 
is  the  first  day  of  menstrual  bleeding.)  Avail- 
ability: Dispensers  of  20  and  60  tablets; 
bottles  of  100. 

References:  1.  Council  on  Drugs,  JAMA  187:664 
(Feb.  29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass 
J 92:287  (Feb.  6)  1965.  3.  Goldzieher,  J.  W.: 
Med  Clin  N Amer  48:529  (Mar.)  1964.  4.  Cohen, 
M.  R.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15,  1965.  Reported  in  Med  Sci  16:26  (Nov.) 
1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray, 
E.,  Goldzieher,  J.  W.,  and  Aranda-Rosell,  A.: 
Fertil  Steril  14:402  (Jul.-Aug.)  1963.  7.  Gold- 
zieher, J.  W.,  Moses,  L.  E.,  and  Ellis,  L.  T.: 
JAMA  180:359  (May  5)  1962.  8.  Kempers,  R.  D.: 
GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.:  JAMA 
187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M.: 
Fertil  Steril  16:158  (Mar. -Apr.)  1965.  11.  Flowers, 

C.  E.,  Jr.:  N Carolina  Med  J 25:139  (Apr.)  1964. 
12.  Goldzieher,  J.  W.:  Appl  Ther  6:503  (June) 
1964.  13.  The  Control  of  Fertility.  Report 
adopted  by  the  Committee  on  Human  Reproduc- 
tion of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.: 
JAMA  188:1115  (June  29)  1964.  15.  Merritt,  R. 
I.:  Appl  Ther  6:427  (May)  1964.  16.  Newland, 

D.  O.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15, 1965.  Reported  in  Med  Sci  16:26(Nov.)  1965. 


norethmdrone  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC., PALO  ALTO.  CALIF 


Norinyl,- 

(norethindrone  2 mg.  c mestranol  %/ 0.1  mg.) 


for  multiple  contraceptive  action 
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DOCTORS  . . . 


for  your  OVERWEIGHT  PATIENTS 
we  are  pleased  to  announce 
the  opening  of  a 


REDUCING 

RETREAT 


CLOSE  TO  SEATTLE 

(2-1/2  hours  by  car) 


THE  EASY  WAY  . . . 


• Enjoy  yourself  while  losing  up 
to  14  lbs.  a week. 

• Fasting  with  Doctor’s  approval. 

• Amazing  results  . . . and  so  in- 
formal. 

• With  compatible  companions. 

• Organized  recreation;  swimming, 
crafts,  bridge,  bingo,  etc. 


• $126  - $182  per  week  includes 
deluxe  accommodation  (air  con- 
ditioned), all  meals  and  activ- 
ities. 


• For  Men  and  Women. 


• No  Steaming,  No  Sweating,  No 
Rolling  it  off. 


JB  THE 

GOLDEN  KEY 

located  at  the 

ROYAL  TOWERS  HOTEL 

NEW  WESTMINSTER,  B.C.,  CANADA 
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care  in  view  of  legislative  action  and  society  policies 
at  the  national  level. 

It  is  the  position  of  the  Society  of  Idaho  Patholo- 
gists that: 

WHEREAS,  the  practice  of  pathology,  both 
clinical  and  anatomic,  has  been  repeatedly  defined 
as  an  integral  part  of  the  practice  of  medicine  and, 
WHEREAS,  it  has  been  defined  as  such  in  the 
laws  of  the  State  of  Idaho  and,  WHEREAS,  every 
laboratory  examination  is  a professional  service  and, 
WHEREAS,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  October  1965,  adopted 
the  following  statement  of  policy: 

“ ‘Hospital-based’  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not  be 
merged  with  hospital  charges.  The  charges  for 
the  services  of  such  specialists  should  be  estab- 
lished, billed  and  collected  by  the  medical 
specialist  in  the  same  manner  as  are  the  fees  of 
other  physicians”  now, 

IT  IS  RESOLVED  by  a unanimous  decision,  and 
with  no  exception  by  any  member  of  the  Society 
of  Idaho  Pathologists  that: 

We  shall  make  arrangements  whereby  we  will 
bill  all  patients  the  entire  charge  for  all  laboratory 
services. 

IT  IS  FURTHER  RESOLVED,  that  this  can  only 
be  accomplished  in  hospitals  by  the  pathologists  act- 
ing as  an  independent  practitioner  of  medicine  and, 
IT  IS  FURTHER  RESOLVED,  that  this  can  only 
be  accomplished  in  hospitals  through  mutual  working 
agreements  as  promulgated  by  the  College  of  Ameri- 
can Pathologists. 


BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Medical  spelling  guide.  A reference  aid.  Compiled  by 
Carrie  E.  Johnson,  R.N.,  R.R.L.,  B.S.,  Medical  Record 
Librarian.  St.  Petersburg,  Florida.  With  a foreword  by 
Doris  E.  Gleason,  R.R.L.,  Director,  Medical  Record  Research 
Bureau,  Chicago,  Illinois.  539  pp.  Price  $10.50.  Charles  C 
Thomas,  Springfield,  111.,  1966. 

Neurological  surgery  of  trauma.  Prepared  and  published 
under  the  direction  of  Lieutenant  General  Leonard  D. 
Heaton,  The  Surgeon  General,  United  States  Army.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  M.C.,  USA. 
Editor  Arnold  M.  Meirowsky,  M.D.  604  pp.  Illustrated. 
Price  $6.25  Office  of  the  Surgeon  General  Department  of 
the  Army,  Washington,  D.C.,  1965. 

Psychophysiological  aspects  of  cancer.  By  C.  B.  Bahnson 
et  al.  Editor  in  Chief,  Edward  M.  Weyer.  pp.  755-1055.  Price 
$6.00.  New  York  Academy  of  Sciences,  New  York,  1966. 

Biological  effects  of  asbestos.  By  C.  G.  Addinglsy  et  al. 
Editor,  Harold  E.  Whipple.  765  pp.  Illustrated,  n.p.  New 
York  Academy  of  Sciences,  New  York,  1965. 
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Are  docTORS  pEopU? 


Lately,  Doctor,  we've  had  rather 
heartening  evidence  that  physicians 
sometimes  act  like  human  beings 
(such  as  prescribing  for  themselves 
two  or  three  ounces  of  California 
wine  in  the  control  of  hypertension, 
cardiovascular  tendencies,  cantan- 
kerousness, or  other  problems). 

In  fact,  recently  we  offered  you  our 
expensive,  beautiful  but  underpriced 
cookbooks  "FAVORITE  RECIPES  OF 
CALIFORNIA  WINEMAKERS"  and 
the  new  "ADVENTURES  IN  WINE 
COOKERY  BY  CALIFORNIA  WINE- 
MAKERS." Both  $2  per  copy  post- 
paid. Your  doctorly  response’,  bless 
you,  was  a polite  but  generous 
landslide. 

We're  selling  wine  cookbooks  to 
doctors  like  crazy.  You  like  good 
food,  and  so  do  your  wives,  it 
appears. 

So,  may  we  again  modestly  offer 
you  the  world's  most  unusual  cook- 
books, for  home  enjoyment  or  gift- 


ing? Just  drop  us  a note  on  your 
professional  letterhead,  with  as  many 
two-dollarses  as  required.  And  we 
will  also  send  you  — without  charge, 
of  course  — a "must”  reference  work 
for  your  consultation  room: 

"USES  OF  WINE  IN  MEDICAL 
PRACTICE" 

We  insist  you  send  for  the  1965 
edition  of  the  latter,  free,  whether 
or  not  you  are  in  a culinary  mood. 
And  please  note,  in  it,  the  research 
findings  on  hypertension  and  cardio- 
vascular condition,  vis-a-vis  wine. 
And  also  the  data  suggesting  that  in 
many  regions  where  a high-fat  diet 
is  balanced  by  sufficient  wine  con- 
sumption, the  incidence  of  coronary 
disease  appears  to  be  relatively  low. 
We  are  proud  of  our  part  in  many 
of  these  worldwide  studies,  designed 
to  help  you  in  your  own  practice. 
We  toast  you  in  California  wine: 
Good  cess,  good  cooking,  and  long- 
lived  patients  to  you!  iSalud,  Doctor! 


C$l 


WINE  ADVISORY  BOARD,  DEPT.  103D,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER— WANTED— Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41 -A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


PEDIATRICIAN  & INTERN  I ST—Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


WANTED  GENERAL  PRACTITIONER-Two  man  partnership 
needs  associate.  Salary  to  start  with  percentage  and  part- 
nership. City  of  5,000  in  S.W.  Idaho.  5 miles  to  80-bed 
hospital  and  community  college.  60  miles  to  Boise.  Ideal 
climate.  Near  boating,  hunting,  fishing  and  skiing  with 
time  off  to  enjoy  it.  Woodward  Clinic,  P.  O.  Box  400,  Pay- 
ette, Idaho  83661. 


WANTED  BY  SPECIALTY  GROUP— Board  certified  or  eligible 
1-2  internists,  urologist,  dermatologist,  one  additional 
pediatrician,  psychiatrist,  ENT  specialist  and  an  oph- 
thalmologist. Drawing  area  60,000  population.  Excellent 
schools  and  recreational  area.  Good  hospital  facilities. 
West  Central  Oregon.  Write  Box  32-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash.  98121. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


THE  WALLA  WALLA  CLINIC— A multi-specialty  group  is 
searching  for  a young  internist  anxious  to  practice  good 
medicine  in  a small  town  setting.  We  will  consider  any- 
one who  is  Board  eligible  and  especially  would  like  a 
person  with  a special  interest  in  hematology,  but  this  is 
not  necessary.  Please  send  complete  curriculum  vitae  on 
first  inquiry.  Arrangements  for  interview  will  be  made 
following  this.  Write  Manager,  Walla  Walla  Clinic,  55  W. 
Tietan  St.,  Walla  Walla,  Wash.  99362. 


GP  OPPORTUNITY-SPO KANE— Growing  4 yr.  practice,  near 
expanding  suburbs.  15  minutes  to  4 major  hospitals, 
surgical  and/or  ob-gyn  privileges.  Gross  $30,000,  1/3 
assured.  Flexible  terms.  Leaving  for  psychiatry  resi- 
dency June.  Will  introduce.  Spokane  ideal  NW  family 
town.  Excellent  4 season  recreation,  schools,  cultural 
life.  Write  Box  35-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash.  98121. 


GP  WANTED— To  join  3-man  South  Seattle  Clinic.  Guaran- 
tee $1,000  per  month  to  start  with  early  partnership.  Write 
Box  28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


EXCELLENT  GP  PRACTICE,  EASTERN  WASH.-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


FULL  TIME  ENT  SPECIALIST— Needed  in  rapid  growing  North 
Seattle  suburban  area.  Office  space  available  in  new  office 
bldg.  Write  Box  37-B,  Northwest  Medicine,  500  Wall  St., 
Seattle.  Wash.  98121. 


RESIDENT  PHYSICIANS  OPPORTUNITY— Medical  examiners 
needed  for  large  insurance  company.  Write  Box  1436. 
Seattle,  Wash.  98103. 


HARRISBURG,  OREGON  DESIRES  PHYSICIAN  — Population 
1,200,  draws  from  area  of  4,000  ( 20%  growth  in  1965). 
Excellent  climate  and  friendly  people.  Large  urban  area 
near  ocean,  mountains  and  within  20  miles  of  universities. 
Several  light  diversified  industries,  logging  and  farming. 
Office  built  to  suit.  Chamber  of  Commerce,  Harrisburg, 
Oregon  97446 


GP  URGENTLY  NEEDED— Take  over  established  general  prac- 
tice; $60,000  gross.  Low  rent.  Located  approximately  mid- 
way between  Seattle  and  Portland.  Nurse  assistance. 
For  details  contact  Mr.  Robert  Leitch,  Box  8,  Winlock, 
Wash.  98596 


INTERNIST— Board  certified  or  eligible  to  join  8-man 
multi-specialty  group.  Southwestern  Oregon  drawing  area 
of  50.000.  Two  accredited  70-bed  hospitals  close  by.  Write 
Manger,  Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Oregon 
Phone  267-7091 


BUSY  OB-GYN  PRACTICE— For  sale.  Completely  equipped 
office  (optional)  in  medical  building  near  two  hospitals. 
Large  Northwest  city.  Contact  Robert  M.  Kane,  Rust 
Building,  Tacoma,  Wash.  98402 


GENERAL  SURGEON  WANTED— Excellent  opportunity  to  as- 
sociate with  general  practitioner  in  a busy  established 
practice  (16  years)  in  Kitsap  County,  Wash.  Salary  first 
year,  then  increasing  percentage  to  full  partnership.  Will 
use  new  150-bed  Bremerton  Hospital.  Office  well  equipped. 
2,400  sq.  ft.,  four  examining  rooms,  minor  surgery,  x-ray, 
EKG.  lab,  ultra  sound,  diapulse  etc.  Population  in  the 
immediate  suroundings  25,000.  Write  Box  38-B,  Northwest 
Medicine.  500  Wall  St.,  Seattle,  Wash.  98121 


HEALTH  OFFICER  VACANCY— About  July  1,  1966,  in  Marion 
County,  Salem,  Oregon.  Must  be  eligible  for  licensure  in 
Oregon  with  M.P.H.  plus  public  health  administrative 
experience.  Starting  salary  open  within  present  range 
of  $15,420  to  $18,420.  Merit  system,  social  security,  state 
retirement  and  other  fringe  benefits.  Apply  to:  Merit  Sys- 
tem Supervisor,  P.  O.  Box  231,  Portland,  Oregon  97207 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  — Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 
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ORTHOPEDIST— For  60-man  clinic.  Starting  income  to 
$24,000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217 


SITUATIONS  WANTED 


INTERNIST-RADIOISOTOPE  SPECIALIST-32-year-old  married 
internist,  completing  military  service  seeks  association 
doing  combination  of  internal  medicine  and  radioistotopes. 
Write  Box  39-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121 


INTERNIST  DESIRES  SEATTLE-TACOMA-Gocation.  Age  32. 
3!'2  years  practice  experience.  Contact  Harold  Mayer,  M.D., 
22520  Eriel  Ave.,  Torrance,  Calif.  90505 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


TWO  PHYSICIAN  CLINIC  SPACE— The  building  is  new  brick 
of  Colonial  design  and  soundproof  construction,  located  in 
Tacoma  adjacent  to  the  South  38th  Street  business  district 
and  served  by  3 bus  lines.  Clinic  is  all  on  the  ground  floor, 
1,750  sq.  ft.,  is  divided  into  6 examining  rooms  with  ample 
cabinets,  two  hardwood  panelled  private  offices,  furnished 
reception  room,  all  rooms  with  wall-to-wall  carpeting  and 
draperies.  X-ray  and  dark  room  complete  with  tank  and 
mixing  valve.  Private  exits.  An  FM  radio  with  ceiling 
speakers  provides  background  music.  Carpeting,  draperies, 
hot  water  heat  and  additional  storage  in  the  basement  are 
all  included  at  a reasonable  rental.  Ample  off-street  park- 
ing available  to  patients  and  covered  parking  is  provided 
for  tenents.  For  an  appointment  to  inspect  please  call 
Tacoma  GR  4-9541  daytime,  or  GR  5-4866  after  8 PM. 


OPPORTUNITY,  SOUTH  OF  SEATTLE  AREA-Great  need  for 
GP  or  pediatrician  in  rapidly  expanding  Des  Moines,  Wash. 
Located  20  minutes  from  downtown  Seattle  and  10  min- 
utes from  Kent  industrial  area.  Air-conditioned  medical 
suite — 850  sq.  ft.  with  built  in  cabinets  throughout.  Parking. 
New  Marine  Drive  Medical  Dental  Bldg.,  with  view  of 
Sound.  Contact  Victor  Menashe,  D.M.D.,  TR  8-2673. 


EXCELLENT  OPPORTUNITY— F°r  general  practice  in  famous 
Okanogan  hunting  and  fishing  area.  Modern  office  build- 
ing and  modern  40-bed  hospital.  Contact  J.  Donald  Rude, 
M.D.,  Box  5,  Tonasket,  Wash.  98855 


MEDICAL  SUITE  AVAILABLE—111  new  clinic  So.  Everett.  Will 
finish  to  suit,  with  6 months  free  rent.  Call  Mr.  Martin 
Selig,  MA  2-6638,  Seattle. 


ATTRACTIVE  MODERN  OFFICE  SPACE— Available  in  Medical 
Center,  Central  Washington  city.  Formerly  occupied  by 
pediatrician.  Excellent  location  and  reasonable  rent.  Write 
Box  31-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104 


CHOICE  OFFICE  SPACE— In  medical  bldg,  adjacent  to  new 
shopping  center  in  growing  suburban  area.  New  141-bed 
hospital  nearby.  Excellent  location  for  GP.  Write  G.  O. 
Erlandson,  M.D.,  4036  S.  6th  St.,  Klamath  Falls,  Oregon 


FOR  LEASE— New  medical  office,  7th  & Adams,  McMinn- 
ville, Oregon  phone  472-6771  eve. 


EQUIPMENT 


G.  E.  30MA  (VICTOR)— X-ray  with  shock  proof  tube,  and  an 
old  model  Young  urological  table  with  bucky,  also  instru- 
ment cabinet  and  dictaphone.  Write  Box  27-B,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


DIAPULSE  MACHINE— Excellent  condition,  used  18  months, 
but  not  often.  $1,750,  terms.  George  Mohler,  M.D.,  8606 
So.  Ainsworth,  Tacoma.  Wash.  98444 


200  MA  GE  RADIOGRAPHIC  & FLUOROSCOPIC-X-ray  mach- 
ine, automatic  type  controls  and  rotating  anode  tube  for 
sale.  Excellent  condition.  Includes  dark  room  equipment 
and  accessories.  Reasonable  price.  R.  C.  Biehn,  M.D., 
Spokane,  Wash.  MA  4-6666 


GE  100  MA  X-RAY— Tilt  table,  cassettes,  dark  room  equip- 
ment, tanks,  etc.  for  sale.  $594.50.  E.  P.  Greenwood,  M.D., 
420  Oregon  Bldg.,  Salem,  Oregon  97301.  Phone  363-1653 


MEDICAL  EQUIPMENT  FOR  SALE-Greens  refractor  with 
minus  cylinders;  Brack  stand  and  chair;  projector  chart- 
tube  and  stand;  screen;  trial  case;  Universal  ophthal- 
mometer and  stand;  set  prisms;  Gp  equipment,  cabinets, 
instruments  complete.  Retiring,  Washington’s  Eastside. 
Write  Box  40-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121 


INVESTMENT  OPPORTUNITIES 


NURSING  HOME— AH  modern  36-bed,  well  equipped,  in- 
cluding commercial  laundry  facilities.  On  level  2>'2  acres 
with  excellent  location  to  expand.  Close  to  major  freeway 
interchange.  All  utilities.  Owner  retiring.  Selling  price  less 
than  true  value  of  land.  Terms  or  part  trade.  Total  price 
$120,000.  Cadence  Corporation,  Seattle.  Phone  LI  6-2439 
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directory  of  Advei'tisers 


Abbott  Laboratories 

Desbiital-Desoxyn 

Insert  353-354-355-356 
Ames  Company,  Inc. 

Dextrostix  330 

Baxter,  Don,  Inc. 

Mannitol/I.  V.  League 

Insert  291-292 

Bristol  Laboratories 

Tetrex-F  294-295 

Burroughs  Wellcome  & Co.,  Inc. 

Neosporin  351 

Coca  Cola  Company  326 

Cutter  Laboratories 

Polysal  “M”  Back  Cover 

Endo  Laboratories,  Inc. 

Percodan  324 

Haack  Laboratories,  Inc. 

Belap  337 

Hynson,  Westcott  & Dunning,  Inc. 

BSP  Disposable  Unit  283 


Lederle  Laboratories 


Orimune/Tine  Test 

286 

Stresscaps 

350 

Lilly,  Eli  and  Company 

V-Cillin  K 

302 

Merck  Sharp  & Dohme 

Cremomycin 

338-339 

Institutional 

285 

Parke,  Davis  and  Company 

Chloromycetin  Inside  Front  Cover 

Pitman-Moore 

Div.  of  The  Dow  Chemical  Co. 

Novahistine-LP  346-347 

Poythress,  William  P.  & Co.,  Inc. 

T rocinate  287 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  325 

Robins,  A.  H.  Company,  Inc. 

Allbee  with  C Insert  333-334 

Donnatal  335 


Sanborn  Division, 

Hewlett-Packard  Company 

Heart  Sound  Recording 


on  your  500  VISO  322 

Searle,  G.  D.  and  Company 

Metamucil  298 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  349 

Sherman  Laboratories 

P rot  amide  297 

Smith  Kline  & French  Laboratories 

D examyl  365 

Squibb,  E.  R.  & Sons 

Prolixin  331 

Syntex  Laboratories,  Inc. 

Norinyl  358-359 

The  Golden  Key 

Reducing  Retreat  360 

Wine  Advisory  Board 

Wine  for  your  Health  361 

Winthrop  Laboratories 

Neo-Synephrine  342 

Wyeth  laboratories 

Amphojel  288-289 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seatlle 
Sec.,  Richard  Dion,  Seattle 
Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — Olympic  Hotel 
Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 
Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 
Spokane  Surgical  Society  — Quarterly- 
Annual,  April  23,  1966,  Ridpath 

Motor  Inn 

Pres.,  Melvin  H.  Querna,  Spokane 
Guest  Speaker, 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 
Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May)  Annual — May  7,  1966 
Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 
Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice-May 12-14,  1966,  Ridpath  Mo- 
tor Inn,  Spokane 
Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 
Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec..  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres..  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 
Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  medical  societies 


AMA  Annual — Chicago.  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society— 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 
Pres.,  J.  Boyd  Roberts,  Victoria,  B.C. 
Sec.,  Willis  J.  Taylor,  Seattle 

Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Joseph  H.  Treleaven,  Salem 
Sec.,  Wayne  M.  Pidgeon,  Portland. 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul.,  Aug. 

Pres..  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 
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'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 


brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


Lx  Drary, 

College  of  Phy.of  PI 
19  South  22nd  streei 
Philadelphia  3 ? 


Polysal  "M”  ' MAINTENANCE  ELECTROLYTE  SOLUTION 


An  electrolyte  solution-plus, 
that  gives  more  than  simple 
saline  and  dextrose  can. 

Polysal  “M”  is  a multiple  electrolyte  solu- 
tion, balanced  according  to  normal  daily 
requirements,  with  added  dextrose,  for  use 
in  postsurgical  maintenance,  in  place  of  the 
obviously  less  complete  saline  and  dextrose 
solutions.  The  Cutter  reputation  for  accuracy 
is  locked  into  every  vacuum  sealed  Saftiflask 
“28”®  of  Polysal  “M”.  Ready  to  use.  Cutter 
has  done  the  compounding  for  you. 

Each  liter  of  Polysal  “M”  supplies  the  mEq.  of:  Na, 
40;  K,  16;  Ca,  5;  Mg,  3;  Cl,  40;  and  HCO3*,  24; 
with  dextrose  in  2.5%,  5%  and  10%  concentrations. 

*By  metabolic  conversion  of  acetate. 

Also  available:  Regular  Polysal®  for  in- 
fusion immediately  following  surgery. 


Indications:  Multipurpose  parenteral  maintenance 
electrolyte  solution  is  recommended  in  cases  of  fluid 
loss  from  the  G.I.  tract;  postoperative  replacement; 
dehydration;  sodium  depletion;  acidosis  and  bums. 
For  medical,  surgical  and  pediatric  patients. 
Dosage  and  Administration:  Please  refer  to  package 
insert  for  pertinent  information  for  safe  and  effective 
dosage  under  various  indicated  conditions.  Pre- 
cautions: 1.  I.V.  administration  only.  2.  Use  of 
K-containing  solutions  is  always  deferred  until 
presence  of  adequate  urinary  flow  is  assured,  or  in 
the  rare  cases  where  it  has  been  determined  beyond 
question  that  carefully  regulated  K,  in  combination 
with  other  substances  provided  by  the  solution,  is 
indicated  in  spite  of  oliguria.  Constant  monitoring 
of  patient’s  clinical  and  lab  status  is  then  required. 
Therefore,  except  rarely,  K-containing  solutions  are 
contraindicated  in  presence  of  anuria  or  severe 
oliguria.  Nor  is  their  use  advised  where  high  serum 
K may  be  encountered;  i.e.,  chronic  nephritis,  un- 
treated diabetic  acidosis,  Addison’s  disease,  severe 
bums,  massive  traumatic  injuries.  3.  The  usual  pre- 
cautions on  the  use  of  any  intravenous  solution 
should  be  exercised.  Read  direction  sheet  carefully. 
Supplied:  in  vacuum-sealed  Saftiflask  “28”® — with 
2’/i%  Dextrose,  in  250  and  500  cc.;  with  5%  Dex- 
trose, in  500  and  1000  cc.;  with  10%  Dextrose, 
1000  cc. 


CUTTER  J1g£oacUosu&i  • Berkeley,  California  94710 
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Treatment  of  Drowning 

WILLIAM  E.  PIERSON,  M.D.,  Seattle,  Washington 

Bronchus  Stapler  Counteracts  Hazards  of  Modern  Technology  in 
Treating  Lung  Cancer 

J.  KARL  POPPE,  M.D.,  Portland,  Oregon 

Allopurinol  in  the  Treatment  of  Hyperuricemia  and  Gout 
LOUIS  A.  HEALEY,  Jr.,  M.D.,  Seattle,  Washington 

Malignant  Sacrococcygeal  Teratoma 

GLENN  E.  TALBOY,  M.D.,  Boise,  Idaho 

The  Congenitally  Malformed,  VII.  Exstrophy  of  the  Bladder  and 
Cloacal  Exstrophy 

J.  BRUCE  BECKWITH,  M.D.,  Seattle,  Washington 
X-Ray  of  the  Month 


ROBERT  B.  HUNTER,  M.D. 

“ Medical  education  is  not 
a fixed  thing 


See  page  454 


Passim 

CARL  P.  SCHLICKE,  M.D.,  Spokane,  Washington 

Flexibility  of  Medical  Education 

ROBERT  B.  HUNTER,  M.D.,  Sedro  Woolley,  Washington 

'-'OlLfqf  p r 

OREGON  MEDICAL  ASSOCIATION:  Op  D r ' V S / C / A /V'  Q 

House  of  Delegates  Approves  Broad  Application  of  Usual  and  r " DELpjTTp  ^ 

Customary  Fee  Principle  19  S. 

President’s  Page,  Ernest  T.  Livingstone,  M.D.,  Recommends  Dr.  Max  HPSSltfltjhpT^  Q 
Who  is  Max  H.  Parrott?  HLA.  3,  PENT\ta 

may  2 q 

WASHINGTON  STATE  MEDICAL  ASSOCIATION: 


1966 


AM  A President  Visits 
Colloquium  on  Sexual  Psychopathy 

Review  of  Actions  of  Executive  Committee  and  Board  of  Trustees  of  the 
Washington  State  Medical  Association 


IDAHO  STATE  MEDICAL  ASSOCIATION: 
74th  ANNUAL  MEETING— See  Pages  439-443 

444  Idaho  Health  Conference  Planned 

444  Idaho  Legislature 

444  State  Board  of  Medicine  Section 
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OREGON 


WASHINGTON 


IDAHO 


INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
eruptions,  and  acute  generalized  mor- 
billiform eruptions  with  or  without  fever. 
Upon  discontinuation  of  therapy  erup- 
tions usually  subside.  Rarely,  dermatitis 
goes  on  to  exfoliation  with  hepatitis, 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders, including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding KapsealscontainingO  .1  Gm.and 
0.03  Gm.  di- 
phenylhydan- 

toin  sodium.  PARKE.  DAVIS  i COMPANY.  Dttr&l.  Af/cA <;tn  48232 

1 3 

The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 

75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseais 

Dilantin 

(diphenyihydantoin 

sodium) 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AN 


2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


BALTIMORE,  MARYLAND  21201 


{ LTR22  > 


noRTniDesT  meDicine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trustees 

-EDITORIAL  ADVISORY  BOARD- 
Chairman:  Arthur  J.  Seaman,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Ore.  97201 


Carl  G.  Ashley,  M.D. 

1400  S.W.  5th  Ave.,  Pordand,  Ore.  97201 

Ray  L.  Casterlixe,  M.D. 

832  East  Main,  Medford,  Ore.  97501 

J.  Thomas  Dowling,  M.D. 

325  9th  Ave.,  Seatde,  Wash.  98104 

Myron  R.  Grover,  Jr.,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
Max  W.  Hemingway,  M.D. 

600  Harriman  Street,  Bend,  Ore.  97701 
Robert  B.  Hunter,  M.D. 

700  Murdock,  Sedro  Woolley,  Wash.  98284 
Leonard  D.  Jacobson,  M.D. 

132  E.  Broadway,  Eugene,  Ore.  97401 
John  N.  Lein,  M.D. 

1959  N.E.  Pacific  Avenue,  Seatde,  Wash.  98105 

Joseph  L.  Miller,  Jr.,  M.D. 

1920  N.W.  Johnson  Street,  Pordand,  Ore.  97209 

-BOARD  OF 

President:  Jon  V. 
812  Exchange 

Charles  R.  Cavaxagh,  Jr.,  M.D. 

West  508  - 6th  Ave.,  Spokane,  Wash.  99204 
R.  Wayne  Espersex,  M.D. 

921  Main,  Klamath  Falls,  Ore.,  97601 
Melvin  M.  Graves,  M.D. 

P.O.  Box  4084,  Pocatello,  Ida.  83201 
John  R.  Hahn,  M.D. 

Arlington,  Wash.  98223 


Paul  F.  Miner,  M.D. 

622  Eastman  Building,  Boise,  Ida.  83702 

Lloyd  M.  Nyhus,  M.D. 

1959  N.E.  Pacific  Ave.,  Seattle,  Wash.  9810 

Clare  G.  Peterson,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Pordand,  Ore.  97201 

Heyes  Peterson,  M.D. 

Ill  West  39th  St.,  Vancouver,  Wash.  98660 

Frank  J.  Rigos,  M.D. 

740  St.  Helens  Ave.,  Tacoma,  Wash.  98402 

Carl  P.  Schlicke,  M.D. 

312  W.  8th  Ave.,  Spokane,  Wash.  99204 

Robert  S.  Smith,  M.D. 

312  W.  Idaho  St.,  Boise,  Ida.  83702 
Donald  H.  Willlams,  M.D. 

Faculty  of  Medicine,  University  of  Bridsh  CYi 
bia,  Vancouver  8,  B.C. 

TRUSTEE S- 

Straumfjord,  M.D. 

Street,  Astoria,  Ore.  97103 

Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  Wash.  98122 
Joseph  B.  Marcusen,  M.D. 

824  17th  So.,  Nampa,  Ida.  83651 
Fraxkllx  J.  Underwood,  M.D. 

1920  N.W.  Johnson  St.,  Portland,  Ore.  972'  | 
William  T.  Wood,  M.D. 

Box  569,  Coeur  d’Alene,  Ida.  83814 


Editor 

Herbert  L.  Hartley,  m.d. 
Secretary 

Miss  Patricia  A.  Smith,  b.c.s. 


-STAFF- 

Advertising  Supervisor 
Mrs.  Zola  Abney 


Spanish  Editors 
Fernando  de  la  Torre,  m.d.  « 
Juan  F.  Cordova,  m.d. 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  Seattle,  wash.  98121  (206)  623-0379 


DISPLAY  ADVERTISING  Advertising  Representative:  Melvin  IffU 
693  Sutter  Street,  San  Francisco,  California  94102 
(415)  776-9400 


MANUSCRIPTS  Acceptance  is  usually  contingent  upon  exclusive 
publication.  Manuscripts  should  conform  to  standards  outlined  in 
a printed  list,  available  on  request.  These  requirements,  and  the 
possibility  of  duplicating  material  in  course  of  preparation,  make 
editorial  consultation  advisable.  Authors  are  requested,  therefore,  to 
correspond  with  the  editor  before  starting  manuscript  preparation. 

NEWS  Deadline  for  news  copy  is  the  15th  of  the  month  preceding 
date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  plates  must  be 
received  by  the  5th  of  month  preceding  date  of  issue.  Northwest 
Medicine  is  published  on  the  2nd  Saturday  of  each  month.  Send 
plates  to: 

NORTHWEST  MEDICINE 
500  Wall  Street,  Room  311 
Seattle,  Washington  98121 


RATES  Standard  PAC  forms  available  on  request 

CLASSIFIED  ADVERTISING  All  classified  advertisements  areiM 
the  style  of  this  journal  with  a bold  face  headline.  Each  it  > 
charged  at  $1.50.  Copy  must  be  received  by  the  adv-iri^ 
supervisor  at  the  editorial  office  not  later  than  20th  of 
preceding  date  of  issue.  Proof  is  not  shown.  Copy  of  I • 
it  appeared  in  the  journal  accompanies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  ■ 
profession  and  those  in  closely  allied  fields.  Subscriptions  r •W 
through  medical  associations  will  begin  month  members!  b< 
comes  effective.  $7.50  per  year  (honorary  association  membe  r«> 
dents,  interns,  medical  students,  $3.00  per  year);  single  copie  U- 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  shol  l 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Dui' 
cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  of  change  of  address. 

Second-class  postage  paid  at  Seattle,  Washington  Copyright  1966  by  Northwest  Medical  Publishing  Asset 


one  mid-morning 


one  mid-evening 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  of  therapy...  with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  "extra”activityto  protect  against  relapse  or  secondary  infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674-6—3030 


the  Searing  (nu'vv  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3'4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer.  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs.  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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at  Merck  Sharp  & Dohme... 


precedes  development 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  mightcomeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Division  of  Merck  & Co  . Inc  . West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN.. 
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Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  Maybe  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628.185  and  2,907.768 


pain  and  swelling  of  hemorrhoids 

effectively  relieved 

with 

PNS 

SUPPOSITORIES 


Each  suppository  contains: 

Pontocaine® 

(brand  of  tetracaine)  HCI ....  10  mg. 
Neo-Synephrine® 

(brand  of  phenylephrine)  HCI . . 5 mg. 

Superinone®  (brand  of  tyloxapol)  . 25  mg. 
Bismuth  subcarbonate 100  mg. 

PNS  Suppositories  contain  Pontocaine  for 
long-acting  topical  analgesia,  Neo-Syneph- 
rine for  dependable  decongestion,  bismuth 
subcarbonate  for  protective  coating  of  ul- 
cerations and  Superinone  for  its  spreading 
effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting  a 
minute  or  two,  has  occurred  in  a few 
instances.  However,  should  evidence  of  sen- 
sitivity appear,  use  of  the  suppository  should 
be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 

l/jTfnfhrop 

Winthrop  Laboratories,  New  York,  N.Y. 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, 


spring  1966 
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of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


Duodena!  mucosa  with  ulcer  crater—  Loosening  epithelial  cells  of  nasal  mucosa  during 

Approx.  80 X Magnification.  early  stage  of  cold— Approx.  1800  X Magnification. 


this  issue:  partners  in  misery 


Partners  in  misery: 
common  cold  and  duodenal  ulcer* 


3 century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  w'as  transferred  to  hospital.  On  admission 
he  w'as  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
•and  thready  w'ith  a rate  of  114  beats  per  minute,  and  blood 


The  commonly  found  " clover-leaf ” roentgenographic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 

pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

t he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 


The  absence  of  curative  treatment  for  these  viral  infections  has 
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spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


I can  taste 9 
Doctor! 

On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

One  tablet  on  arising,  in  midafternoon  and  at 

bedtime  assures  round-the-clock  relief.  You 
may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations, 
flushing,  dizziness,  nervousness  or  gastrointes- 
tinal upsets.  Precautions:  the  possibility  of 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy- 
pertension, heart  disease,  diabetes,  or  thyrotox- 
icosis. 

(Advertisement) 


substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.4  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.5  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 

Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.6  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.7  Many  cold  remedies  contain  caffeine. 

To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.8,9  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

Summing  up  It  is  ^material  by  which  pathways 

the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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and  nasal  allergies 

Triaminic®  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you,  it’s  sound  therapy.  You  may  occasionally  encounter 
these  side  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointesti- 
nal upsets.  Precautions:  the  possibility  of  drowsiness  should 
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requiring  alertness.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed  


Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
small  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available: 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolene  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dept.  00-105 


FORMULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm„ 
para-aminobenzoic  acid  0.3  Gm„  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 

Renal  damage,  salicylate  sensitivity 
or  in  conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 


ULMER 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 


381 

Northwest  Medicine,  May  1966 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression,  letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Freedom  or  Serfdom? 

EDITOR,  NORTHWEST  MEDICINE: 

People  have  somehow  forgotten  that  when  they 
“join’’  an  organization  they  “give  over”  part  of 
themselves  and,  by  weight  of  numbers,  “take  away” 
from  someone  else.  The  lofty  motivation  of  the 
“take  away”  is  that  something  of  value  is  given  in 
return.  However,  the  contract  has  an  open  end.  The 
“outsider”  has  absolutely  no  part  in  the  trade.  Yet 
he  becomes  participant. 

The  concept  of  the  Free  Spirit  is  not  that  of  a 
“joiner.”  “To  live  alone  with  his  conscience  is  punish- 
ment enough.”  Around  these  views  were  developed 
the  philosophies  of  Christ  (believe  it  or  not)  and 
the  ultimate  formulation  of  the  Free  Agent  by  the 
Magna  Carta. 

“Free  determination”— self  determination  by  in- 
dividual preparation  and  proved  self  qualification  is 
the  essence  of  the  Free  Agent.  Whereas  in  special- 
ized, feudal  societies  the  serf  was  enfranchised  to  his 
employment,  bound  to  it— father  and  son— the  miller, 
the  wheeler,  the  farmer,  etc.  The  Free  Agent  may 
choose  the  work  and  location  of  his  disposition.  He 
does  not  pay  a tithe  (10  per  cent)  on  net.  The  first 
Free  cities  in  Europe  were  characterized  by  lack  of 
tithing.  Tom  Jefferson  compared  Hanau  to  nearby 
Frankfurt  (a  free  city)  as  empty  desolation  com- 
pared to  the  busy,  active  folk  of  the  Free  City. 

Free  Agency  insists  that  a man  is  a creature 
of  his  will  alone,  that  he  is  able  to  choose  his 
employment  by  preparation  and  personal  predilec- 
tion, that  first  he  is  a Free  man.  Only  then  may  he 
choose  the  condition  of  his  employment.  When  he 
gives  up  his  right  of  Free  Agency,  he  becomes  the 
willing  serf— in  no  control  of  his  destiny. 

Specialism,  contingent  upon  a technological  age, 
has  been  seen  to  embrace  a new  serfdom.  Free  Spirits 
rebel!  They  change  professions  in  middle  life  to 
prove  their  freedom.  MUST  WE? 

Respectfully  yours, 

HENRY  M.  RODNEY,  M.D. 

N.  9103  Division  St. 

Spokane,  Washington  99218 


Prime  Allegiance 

EDITOR,  NORTHWEST  MEDICINE: 

In  an  editorial  titled  “First  a Physician”  in  the 
AMA  News,  March  21,  1966,  William  H.  Gordon, 
M.D.,  of  Lubbock,  Texas,  is  quoted  as  saying  that 
the  physician’s  “prime  allegiance  is  to  the  profession 
as  a whole—.”  Surprisingly,  this  statement  was 
made  at  the  First  National  Conference  on  Medical 
Ethics. 

I must  take  issue  with  Dr.  Gordon’s  statement, 
and  must  express  regret  that  it  was  quoted  with 
apparent  approval  by  AMA  News. 

The  physician’s  prime  allegiance  is  to  his  indi- 
vidual patient  as  an  individual;  and  it  is  debatable 
whether  persons  with  an  M.D.  degree  who  are  not 
personally  responsible  to  patients  are  properly  mem- 
bers of  “the  medical  profession.”  The  physician’s 
next  allegiance,  in  order  of  priority,  is  to  scientific 
truth;  and  next  his  allegiance  to  the  public  health 
and  safety. 

It  is  the  existence  of  these  higher  allegiances 
of  its  members  that  distinguishes  the  AMA  from  a 
labor  union.  Normally  there  should  be  no  conflict 
between  these  higher  allegiances  and  allegiance  to 
the  profession;  but  should  conflict  arise,  we  must 
never  forget  that  our  first  allegiance  is  to  the  patient. 

Sincerely  yours, 

F.  B.  EXNER,  M.D. 

Medical  and  Dental  Bldg. 

Seattle,  Wash.  98101 

Volvulus  of  the  Sigmoid 

Editor,  NORTHWEST  MEDICINE: 

The  last  paragraph  on  the  X-ray  of  the  Month 
(April  issue,  northwest  medicine)  has  what  seems 
to  me  a very  dangerous  statement,  “pass  a tube  or 
catheter  through  the  twisted  segment  under  sig- 
moidoscopic  or  fluoroscopic  control.” 

It  is  always  dangerous  to  try  to  pass  anything 
through  the  obstructed  lumen  of  distal  colon.  And 
it  is  particularly  hard  to  avoid  injury  when  the 
bowel  above  the  obstruction  is  distended,  as  it  will 
be  in  these  cases. 

If  the  patient  is  placed  in  the  knee  chest  posi- 
tion, making  sure  the  weight  is  on  the  chest,  the 
thighs  pointing  straight  up,  and  the  knees  about  a 
foot  apart,  he  can  then  sway  his  back,  and  will  be 
fairly  comfortable  and  stable.  This  will  relax  the 
abdominal  muscles,  and  the  twisted  sigmoid  will  be 
hanging  down,  and  tend  to  produce  a negative 
pressure  in  the  abdomen.  A sigmoidoscope  now 
passed  through  the  anus  will  permit  air  to  enter, 
and  the  scope  will  be  able  to  visually  follow  the 
lumen  as  it  untwists.  In  my  hands  it  has  been 
simpler  to  give  an  enema  in  this  position,  which  I 
have  done  more  than  once  with  the  patient  in  bed. 
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You  have  to  do  this  yourself  the  first  time,  because 
the  ancillary  hospital  help  seldom  believe  that  your 
instructions  must  be  followed  out  minutely. 

Incidently  in  1943  I reported  10  cases  in  Sur- 
gery, Gynecology  and  Obstetrics  76:230  from  my 
own  practice  and  the  King  County  Hospital.  Ages 
were  from  three  months  to  93  years  old,  the  largest 
series  at  that  time. 

Also  in  1909  Bloodgood  reported  in  Annals  of 
Surgery  49:  161-182  the  failure  of  attempts  to  cure 
this  condition  by  any  other  procedure  than  resection 
of  the  redundant  sigmoid. 

Sincerely, 

DAVID  METHENY,  M.D. 

2810  46th  Ave.  W. 

Seattle,  Washington  98199 

Present-Day  Status  of  Tranquilizers 
and  Antidepressants 

Editor,  NORTHWEST  MEDICINE: 

I have  read  with  interest  the  four  articles  on  tran- 
quilizers and  antidepressants,  carried  in  the  March 
issue.  They  provide  a great  deal  of  useful  informa- 
tion that  has  been  condensed  and  factually  presented. 

My  interest  in  the  tranquilizers  stems  from 
September  5,  1953,  when,  at  the  International 
Physiological  Congress  in  Montreal,  the  research  co- 
ordinators of  a U.S.  drug  company  asked  me  if  I’d 
like  to  start  a clinical  trial  on  a new  analgesic- 
antiemetic  drug  brought  over  from  France  called 
Thorazine.  Studied  over  the  next  several  months 
with  the  help  of  associates  and  physician  friends, 
this  drug  proved  to  be  an  excellent  antiemetic  when 
used  post  operatively,  for  radiation  sickness,  during 
early  pregnancy,  in  eclampsia  and  uremia,  and  in 
patients  with  terminal  metastatic  cancer.  When  ad- 
ministered orally  one  hour  before  codeine,  morphine 
or  dihydromorphinone  (Dilaudid)  in  patients  with 
chronic  pain,  not  only  did  it  lessen  nausea  and  vomiting 
but,  also,  this  new  drug  definitely  potentiated  the  an- 
algesic action  of  the  narcotic.  Adverse  reactions  were 
notably  absent  in  some  fifty  hospital,  clinic  or  nurs- 
ing home  patients  given  a trial  of  Thorazine.  I recall 
seeing  no  cases  with  extrapyramidal  tract  symptoms, 
and  only  one  patient  who  had  metastatic  carcinoma 
of  the  liver  became  jaundiced  a week  after  starting 
this  drug.  However,  the  outstanding  adverse  reaction 
case  during  this  experience  happened  to  be  my  father. 
In  February,  1954,  he  underwent  a transurethral 
prostatectomy  for  partial  obstruction  and  beginning 
uremia  at  Alta  Bates  Hospital  in  Berkeley.  Following 
surgery  he  suffered  severe  retching  and  emesis  not 
relieved  after  two  hours  by  an  injection  of  50  mg 
and  a suppository  of  100  mg  dimenhydrinate 
(Dramamine).  I then  suggested  to  the  attending 
internist  that  he  administer  50  mg  of  Thorazine, 


using  one  of  the  ampules  I had  brought  with  me. 
About  an  hour  later  my  father  began  to  complain 
of  severe  chest  pain,  his  pulse  rose  to  140  and  his 
blood  pressure  dropped  to  around  90/65.  Oxygen 
by  mask  was  administered  for  the  rest  of  the  night. 
After  three  electrocardiograms  done  at  11  p.m., 
3 a.m.,  and  8 a.m.,  he  showed  considerable  improve- 
ment. The  internist  and  I realized  that  this  was 
probably  a case  of  severe  hypotensive  shock  rather 
than  a massive  myocardial  infarction  as  first  sus- 
pected. 

I relate  these  homilies  since  they  show  how 
gradual  is  the  development  of  our  knowledge  and 
experience  in  using  new  drags.  Yes,  my  father’s 
vomiting  stopped  soon  after  the  Thorazine,  but  any 
clinician  or  pharmacologist  should  have  known  better 
than  to  pile  one  potent  CNS  depressant  on  top  of 
another!  Yet,  it  took  our  anesthesiologists  several 
years  to  learn  to  either  avoid  the  patient  “on  tran- 
quilizers” until  after  he  had  stopped  them  for  sev- 
eral days  or,  if  in  an  emergency  situation,  to  be 
extremely  cautious  in  the  use  of  both  premedication 
and  the  selection  of  anesthetic  agents.  And,  even 
today,  the  effectiveness  of  Thorazine  as  a potentiator 
of  the  analgesic  action  of  narcotic  drugs  in  the  man- 
agement of  chronic  pain  is  not  fully  appreciated. 

During  the  next  several  years  we  had  an  oppor- 
tunity to  do  clinical  trials  on  several  of  the  tran- 
quilizers, this  time  studying  their  usefulness  and 
safety  in  the  mildly  agitated  or  psychoneurotic  hos- 
pital or  clinic  patient.  Several  years  ago  our  group 
reported  on  the  use  of  thioridazine  (Mellaril)  in 
the  management  of  the  distraught  postoperative 
patient  or  agitated  clinic  patient.  In  another  recent 
unreported  study  hydroxyzine  pamoate  (Vistaril) 
was  found  to  be  useful  in  quieting  and  sedating  the 
agitated,  uncooperative  and  sometimes  noisy  nursing 
home  inmate. 

Added  to  involvement  in  these  somewhat  par- 
tial and  transient  clinical  observations,  it  has  been 
my  opportunity  for  the  past  four  years  to  assist  in 
revising  and  editing  the  several  chapters  dealing 
with  these  agents  in  the  annual  editions  of  New  and 
Non-Official  Drugs,  or,  as  now  named,  New  Drugs. 
I know  of  no  better  reference  for  a quick,  factual 
and  unbiased  critical  review  of  the  actions,  uses  and 
adverse  reactions  of  the  newer  tranquilizers  or  anti- 
depressants. Thus,  it  has  been  with  much  interest 
that  I have  read  and  reviewed  the  four  excellent 
articles  appearing  the  the  March  issue  of  northwest 

MEDICINE. 

Dr.  Bauman  first  mentions  the  confusion  and 
frustration  the  practitioner  faces  in  selecting  the 
most  suitable  (and  safest)  agent  for  his  agitated 
or  depressed  patient.  If  the  physician  is  influenced 
by  the  advertisements  in  medical  journals,  or  what 

Continued  on  page  451 
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When  I 

tetracycline 

is  indicated  in  f 

these  candidates 
for  Candida... 


New 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate  complex 
-nystatin 


Because  new  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  is  the  most 
economical  therapy  of  its  kind  that  you 
can  prescribe,  it  is  a sound  choice  whenever 
tetracycline  therapy  is  indicated  in 
patients  predisposed  to  mondial  infections. 

Who  are  these  “ candidates  for  Candida ”? 

diabetic  patients 

2.nonpregnant  women  with  a history  of 
recent  or  recurrent  mondial  vaginitis 
elderly  or  debilitated  patients 
4.  patients  with  a past  history  of  moniliasis 
patients  on  long-term  tetracycline  or 
corticosteroid  therapy. 

For  these  patients,  Tetrex-F  (tetracycline 
phosphate  complex-nystatin)  provides 
efficient  tetracycline  therapy  against 
a broad  range  of  infections  plus  protection 
against  superinfection  associated  with  the 
overgrowth  of  C . albicans  in  the  G.I.  tract. 
Priced  for  savings 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  lowest  in  cost— priced  20% 
lower  than  most  tetracycline/antifungal 
products. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official  Package  Circular. 
Indications : Infections  of  respiratory,  gastrointestinal  and 
genitourinary  tracts  and  skin  and  soft  tissues  due  to  tetracycline- 
sensitive  organisms,  in  patients  with  increased  susceptibility  to 
mondial  infections. 

Contraindications:  The  drug  is  contraindicated  in  patients  hyper- 
sensitive to  its  components. 

IVarnings:  Photodynamic  reactions  have  been  produced  by  tetra- 
cyclines. Natural  and  artificial  sunlight  should  be  avoided  during 
therapy.  Stop  treatment  if  skin  discomfort  occurs.  No  cases 
of  photosensitivity  have  been  reported  with  Tetrex  (tetracycline 
phosphate  complex).  With  renal  impairment,  systemic  accumulation 
and  hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy, 
neonatal  period  and  childhood). 

Precautions:  Bacterial  superinfection  may  occur.  Infants  may 
develop  increased  intracranial  pressure  with  bulging  fontanels. 

In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months. 

Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  2 hours  after  meals. 

Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250  mg.  tetracycline  HC1  activity  and 
250,000  units  of  nystatin.  Oral  Suspension,  60-ml.  bottle. 

Each  5 ml.  contains  tetracycline  equivalent  to  125  mg.  tetracycline 
hydrochloride  and  nystatin,  125,000  units. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York 


BRISTOL 


I 
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/out,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 

pen  she’s  experiencing  acute  discomfort  from  cold  symptoms,  its  small  wonder  the  patient  becomes  distressed 
out  her  condition. 

e will  breathe  easier  when  you  prescribe  Novahistine  LP. 

vahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
]ic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
d repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

e cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
tution  patients  who  operate  machinery  or  motor  vehicles 
at  drowsiness  may  result. 

;ch  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
I loride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM AN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 

For  relief  of  nasal  congestion. 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW  | 

• For  use  in  glucose 
tolerance  tests 

• In  preference  to  the 
postprandial  test  meal 


Glucola 

seixo 

PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 

MHUT  P£*8»S 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Weli  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753lR2i6,. 

The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier:  yr 

cartons  of  12  7-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offersadditional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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example  of  Pro-Banthine 

(propantheline  bromide) 

a true  anticholinergic  in  action 


The  true  anticholinergic  values  of  Pro- 
Banthine  have  never  been  so  graphically 
realized  as  they  are  with  the  recent  de- 
velopment of  fibergastroscopy  and  the 
intragastric  camera. 

Pro-Banthine  consistently  produces 
complete  relaxation  and  immobility  of 
the  stomach  with  a dose  of  only  6 to  8 
mg.  intravenously.  This  is  less  than  half 
the  usual  dose  orally. 

Atropine,  on  the  other  hand,  required 
0.8  mg.  intravenously,  or  twice  the  nor- 
mal dose,  to  achieve  a similar  effect.  This 
high  dose  of  atropine  resulted  in  ex- 
pectedly adverse  side  effects. 

Pro-Banthine,  in  minimal  dosage,  pro- 
duces effects  similar  to  pyloroplasty  and 
vagotomy  without  the  disadvantages  of 
permanent  postvagotomy  sequelae. 

The  intragastric  photograph  A above 


is  of  a patient  who  has  had  pyloroplasty 
with  vagotomy.  Photograph  B is  of  a 
patient  given  6 mg.  of  Pro-Banthine. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in  di- 
vided doses.  In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily  may  be  required. 
Pro-Banthine  (brand  of  propantheline  bromide)  is 
supplied  as  tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg1 

Side  Effects  and  Contraindications:  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  Pro-Banthine  is  con- 
traindicated in  patients  with  glaucoma,  severe 
cardiac  disease  and  prostatic  hypertrophy. 

Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D., 
and  Robert  Bennett.  M.D.,  from  a Scientific  Exhibit  presented 
at  the  Annual  Meeting  of  the  American  College  of  Gastro- 
enterology, Bar  Harbour,  Florida,  Oct.  24-27,  1965. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


What  is  a Good  Doctor? 


Since  the  Second  World  War  the  good  image  of 
organized  medicine  seems  to  have  deteriorated. 
People  talk  about  the  good  old  days,  when  a 
kindly  old  family  doctor  sat  all  night  at  his 
patient’s  bedside,  stroked  his  beard  and  looked 
worried.  This  was  all  he  was  able  to  do.  With 
all  its  inadequacies,  would  anyone  really  want  to 
go  back  to  horse-and-buggy  medicine?  Perhaps 
some  would.  On  the  other  hand,  a survey  by 
the  American  Medical  Association  a few  years 
ago  showed  that  87  per  cent  of  patients  thought 
their  own  physicians  were  great.  It  was  the 
M.D.  around  the  corner  who  was  the  quack. 

However,  where  there  is  smoke  there  is  fire. 
Maybe  the  public  is  looking  for  characteristics 
which  some  physicians  lack,  and  therefore  the 
whole  group  is  criticized.  Just  what  is  a good 
doctor? 

He  is  humble.  Because  of  the  great  advances 
in  medicine  some  physicians  put  themselves  a 
step  above  ordinary  mortals.  If  he  sees  enough 
patients,  however,  he  will  sooner  or  later  be 
pushed  off  his  high  pedestal,  usually  to  his  sur- 
prise and  chagrin.  The  best  doctor-patient  rela- 
tionships are  based  on  mutual  respect  and 
honesty.  A well  integrated  physician  can  easily 
say  that  he  does  not  know  the  answer  to  a prob- 
lem, honestly  expressing  his  own  limitations  for 
the  benefit  of  the  patient. 

He  is  not  a God.  There  are  crises  that  demand 
strict  authoritarian  attitudes  and  action,  but  the 
use  of  such  methods  must  remain  objective  and 
should  be  limited  to  appropriate  situations.  The 
physician  has  responsibility  to  advise  the  pa- 
tient about  his  health.  He  has  the  duty  to  make 
sure  that  his  patient  understands  this  advice 
and,  in  some  instances,  the  reasons  behind  it,  but 
should  feel  no  guilt  or  anger  if  this  advice  is  not 
followed.  The  patient,  after  all,  comes  for  many 
reasons  and  may  be  seeking  something  not 
readily  apparent. 


The  physician  who  demands  perfect  conform- 
ity to  his  orders  is  assuming  his  own  infallibility. 
He  is  also  taking  away  the  patient’s  responsibility 
for  his  own  care. 

He  is  an  educator.  One  of  us  recently  described 
and  sketched  a picture  of  the  heart  and  its 
circulation  at  the  bedside  of  a patient  recovering 
from  a coronary  occlusion.  There  was  a foreign 
intern  in  the  room  listening  to  the  explanation 
and  he  later  said  he  was  quite  surprised  that  so 
much  time  would  be  spent  with  a patient.  In 
Europe,  he  said,  this  was  not  the  custom. 

The  patient  who  is  best  informed  of  the  na- 
ture of  his  disease  is  best  able  to  cooperate  with 
his  physician.  Likewise,  when  people  know  the 
nature  of  their  own  bodies,  they  will  best  be 
able  to  maintain  good  health.  One  of  the  greatest 
trends  in  medicine  today  is  that  of  preventative 
care.  The  ideal  goal  of  medical  science  is  not 
curing  illness,  but  preventing  it. 

He  does  not  study  problems,  he  studies  people. 
This  goes  without  saying,  but  it  is  still  common 
in  hospital  and  physician  circles  to  hear  patients 
referred  to  as  “that  gangrene  case,”  or  “the  gall- 
bladder case,”  or  “the  ulcer  in  Room  22.”  This 
may  be  an  inborn  error  of  metabolism  among 
physicians,  and  have  no  particular  significance. 
These  medical  terms  apply,  of  course,  to  people. 
Who  would  want  to  be  referred  to  as  a colon  or 
a liver?  It  is  perfectly  possible  that  a physician 
could  make  a poor  decision,  by  directing  his 
therapy  at  an  organ  and  not  a person.  One  physi- 
cian expressed  it  recently,  “A  certain  medication 
might  be  good  for  the  colon,  but  it  isn’t  good 
for  people.” 

He  is  interested  in  the  whole  patient,  body, 
mind  and  soul,  but  he  does  not  attempt  to  treat 
the  whole  patient.  The  slogan  of  the  committee 
on  medicine  and  religion  of  the  American  Medi- 
cal Association  is  “Treat  the  whole  patient.”  This 
is  a good  idea,  but  the  physician  who  is  in  a 
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position  to  do  this  is  a rare  one  indeed.  Physi- 
cians have  been  described  as  compulsive  activists 
who  feel  a duty  to  assume  total  care  of  the 
patient.  Unless  one  is  a perfect  general  practi- 
tioner, an  expert  in  medicine,  pediatrics,  surgery 
and  psychiatry,  with  a Ph.D.  in  social  work  and 
marriage  counseling,  a bit  of  outside  help  might 
be  helpful.  It  is  surprising  how  often  a doctor 
may  strap  himself  with  an  insoluble  problem 
which  could  be  much  better  handled  by  someone 
else.  The  modem  physician  often  complains  of 
being  overworked  and  tired,  and  yet  he  fails  to 
use  paramedical  facilities,  which  could  be  of 
great  service  to  him  and  his  patients.  An  article 
recently  described  a doctor  who  gave  a tranquil- 
izer to  a mother  with  a retarded  child.  It  turned 
out  that  it  would  have  been  much  better  if  he 
had  referred  her  to  an  agency  that  was  giving 
group  therapy  to  parents  with  abnormal  children. 
This  approach  might  have  been  better  than  a 
tranquilizer. 

He  is  a student  for  life.  It  is  very  well  to  talk 
about  compassion,  love  of  patients,  bedside  man- 
ner and  kindness,  but  these  extremely  important 
attributes  would  be  of  no  value  unless  a doctor 
did  everything  he  could  to  keep  up  with  ad- 
vances in  medicine.  Nothing  is  sadder  than  the 
kindly,  old,  gray-haired  doctor  who  is  medically 
antiquated,  or  a relatively  young  physician  who 
has  been  out  of  school  for  ten  years  and  has 
been  so  busy  establishing  a practice  that  he  has 
become  sloppy  mentally.  Medicine  is  a discipline 
that  requires  constant  study,  learning  and  modi- 
fication. Fixed  habits  and  becoming  set  in  one’s 
ways  are  deadly  to  good  practice. 

He  is  an  artist  with  a scientific  background. 
The  President  of  the  University  of  Washington, 
Charles  Odegaard,  Ph.D.,  in  speaking  to  an  au- 
gust group  of  scientists  recently,  stated  that  this 
was  a century  of  “scientism  run  riot.”  This  cer- 


tainly applies  to  medicine,  which  has  advanced 
more  since  1935  than  in  all  the  history  of  man- 
kind before  that. 

However,  scientific  methods  do  not  always 
work  well  with  the  individual  patient  and  the 
success  with  which  a doctor  deals  with  a patient 
often  depends  more  on  his  art  than  on  his  scien- 
tific background.  Whether  this  is  good  or  bad 
is  beside  the  point  because  it  is  fact.  Creative 
art,  seeking  beauty  for  its  own  sake,  is  closely 
akin  to  pure  science,  seeking  knowledge  for  its 
own  sake.  A public  relations  expert  in  industry 
recently  stated  that  an  engineer’s  advancement 
depends  85  per  cent  on  his  qualities  as  a person 
and  15  per  cent  on  his  scientific,  engineering 
background.  Doctors  tend  to  sell  short  the  doctor 
who  is  kindly  and  compassionate  and  play  up  the 
man  with  a vast  amount  of  knowledge  and  tech- 
nical ability.  A good  physician  is  one  who  has 
at  least  one  jigger  of  art  with  every  jigger  of 
scientific  knowledge. 

He  recognizes  that  he  is  a human  being.  He 
should  not  be  surprised  when  he  gets  tired,  sick 
or  angry.  He  must  know  his  limitations  and  must 
realize  that  he  mistreats  his  patients  when  he 
mistreats  himself.  Few  of  us  have  the  idealized 
saintliness  of  an  Albert  Schweitzer.  Who  has  not 
gotten  angry  at  an  unnecessary  2 a.m.  call?  A 
less  hectic  workday  or  a more  frequent  vacation 
may  help,  however.  A little  time  spent  with  one’s 
family  also  helps. 

By  its  nature  medicine  puts  great  demands 
upon  us.  It  also  offers  great  opportunities  for 
reward.  Would  any  of  us  give  up  the  gratifica- 
tion the  practice  of  medicine  offers  us?  Is  there 
a nobler  profession?  To  help  one’s  neighbor  may 
be  a small  task,  but  the  purpose  is  not  small— 
nor  is  the  privilege. 

Robert  H.  Barnes,  M.D. 

Arnold  J.  Frank,  M.D. 


WARNING 

Some  2 cc  insulin  syringes  marketed  in  Oregon,  Washington  and  Idaho  are 
incorrectly  marked.  The  Food  and  Drug  Administration  reports  that  these  syringes  carry 
the  firm  name  of  “East  Rutherford  (NJ)  Syringes,  Inc.”  They  deliver  double  the  dose 
indicated  by  the  markings.  Only  the  2 cc  syringes  sold  by  this  firm  are  in  question. 
Physicians  are  advised  by  FDA  to  check  all  2cc  insulin  syringes  in  use  in  home,  hospital, 
or  office. 

U.S.  Dept,  of  Health,  Education  and  Welfare,  Food  and  Drug  Administration 
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The  Laurence  Selling  Chair  of  Medicine 


LAURENCE  SELLING,  M.D. 

1882-1964 


N ot  because  he  was  a practitioner  for  fifty- 
two  years,  or  because  he  was  associated  with  the 
University  of  Oregon  Medical  School  for  twenty- 
five  years,  but  because  he  was  the  epitome  of 
the  combined  student  and  teacher,  is  the  mem- 
ory of  Laurence  Selling  to  be  honored  by  estab- 
lishment of  an  endowed  chair  of  medicine  at 
UOMS.  Ever  youthful  in  his  attitude  and  in  his 
eagerness  for  knowledge,  and  ever  compassion- 
ate in  all  of  his  relationships  with  those  who 
sought  his  help,  Dr.  Selling’s  name  will  add  per- 
manent luster  to  the  professorship  that  has  been 
established  in  his  honor. 

Shortly  after  his  death  in  1964,  a group  of 
his  former  students  and  associates  met  to  discuss 
the  possibility  of  doing  something  to  perpetuate 
his  memory.  It  was  their  desire  to  retain  for  the 
Medical  School  his  sense  of  proportion,  his  ability 
to  teach  and  to  inspire,  and  his  kind  of  devotion 
to  the  science  and  art  of  medicine.  Their  solu- 
tion was  eminently  appropriate.  Funds  are  now 


being  accumulated  to  endow  the  Dr.  Laurence 
Selling  Chair  of  Medicine  of  the  University  of 
Oregon  Medical  School. 

Income  from  the  fund  will  be  used  to  pay  the 
salary,  in  whole  or  in  part,  of  the  appointee  who 
will  occupy  the  chair,  and  to  provide  equipment 
needed  to  facilitate  his  work.  The  goal  is 
$500,000.  Approximately  a third  of  the  amount 
is  being  sought  from  physicians  in  practice  in 
the  Northwest,  and  alumni  of  the  University  of 
Oregon  Medical  School. 

Contributions  are  tax  deductible.  The  com- 
mittee has  issued  a folder  outlining  income  tax 
provisions,  transfer  of  property,  and  various  trust 
agreements  that  may  be  utilized  in  making  con- 
tributions to  the  fund.  Contributions,  or  re- 
quests for  further  information,  should  be 
addressed  to  the  Laurence  Selling  Chair  of 
Medicine  Foundation,  University  of  Oregon 
Medical  School  Alumni  Association,  3181  S.W. 
Sam  Jackson  Park  Road,  Portland,  Oregon 
97201.  ■ H.L.H. 
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For  more  complete  relief  of  allergic  symptoms 


Consider  Co-Pyronil®  when  allergic  patients  need  more 
complete  relief  thansingle  antihistaminesalone  cangive. 

Each  Pulvule®  provides: 

Two  antihistamines — to  give  both  rapid  relief  and  pro- 
longed activity  (up  to  twelve  hours). 

A vasoconstrictor — to  provide  the  synergistic  action  of 
a decongestant. 

These  ingredients  act  quickly  to  relieve  the  conges- 
tion and  discomfort  of  pollinosis,  the  burning  and 
weeping  of  ocular  allergies,  the  itch  and  swelling  of 
urticaria  and  minor  drug  reactions.  For  secondary 
symptoms  concurrent  with  these  allergies,  Co-Pyronil 
also  helps  to  give  more  complete  relief. 

Contraindications  and  Precautions:  Hypersensitivity  to  anti- 
histamines, though  rare,  is  a contraindication  to  their  use. 
Co-Pyronil  should  be  used  with  caution  in  the  presence  of 


hypertension,  cardiovascular-renal  disease,  and  hyperthy- 
roidism. As  with  any  preparation  containing  antihistamines 
and  sympathomimetics,  overdosage  may  produce  excessive 
central-nervous-system  depression  or  stimulation. 

Side-Effects:  Drowsiness  is  sometimes  reported  at  the  be- 
ginning of  treatment  but  is  usually  transient.  In  rare  in- 
stances, symptoms  of  sympathetic  overstimulation  may  be 
noted  from  the  vasoconstrictor  ingredient  in  Co-Pyronil. 

Dosage  Range:  One  Pulvule  every  four,  eight,  or  twelve 
hours,  depending  on  the  severity  of  the  symptoms. 


Co-Pyronil  & 

g 600387 

Each  Pulvule  contains  15  mg.  Pyronil®  (pyrrobutamine,  Lilly),  25 
mg.  Histadyl®  (methapyrilene  hydrochloride,  Lilly),  and  12.5  mg. 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly). 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana. 
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Treatment  of  Drowning 

WILLIAM  E.  P I E R S O N,  M.  D„  Seattle,  Washington 


Clearing  of  the  airway  and  quick  check  of  heart  action  are  first  essentials 
in  treatment  of  drowning.  Cardiac  massage  or  defibrillation  may  be  necessary. 
Drowning  in  fresh  water  produces  increase  in  blood  volume  and  relative  decrease 
in  electrolytes.  Treatment  requires  phlebotomy  and  intravenous  volume.  Sea  water 
produces  decrease  in  blood  volume,  relative  increase  in  electrolytes,  and  fall  in 
blood  pressure.  Plasma  or  ivhole  blood  should  be  given.  Epinephrine  should  be 
avoided  in.  either  type  and  all  recovering  victims  of  drowning  should  be  kept 
under  close  observation  for  at  least  48  hours.  Late  central  nervous  system  or 
pidmonary  complications  can  be  fatal. 


Every  summer  season  brings  forth  a rash  of 
drownings.  In  King  County,  Washington,  it  ranks 
as  the  third  leading  cause  of  accidental  death.1 
A physician  may  suddenly  be  called  upon  to 
render  assistance  in  such  cases,  and  should  be 
forearmed  with  some  orientation  toward  the 
problem.  Two  cases  seen  and  treated  at  The 
Children’s  Orthopedic  Hospital  and  Medical 
Center  prompted  this  review  of  the  pathophysi- 
ology, clinical  features,  and  treatment  of  drown- 
ing. For  a more  detailed  consideration,  the  read- 
er is  referred  to  more  extensive  reviews  on  the 
subject.2-8 

CASE  REPORTS 

Case  1.  A 9-month-old  girl  was  found  face  down 
in  a bath  tub  of  fresh  water,  and  had  been  submerg- 
ed for  an  estimated  two  to  three  minutes.  She  was 
apneic,  cyanotic,  and  hypotonic,  when  removed  from 
the  tub.  Mouth  to  mouth  resuscitation  was  adminis- 
tered en  route  to  the  hospital,  and  she  began  spon- 
taneous respiration. 

Admission  physical  examination  revealed  an  ap- 
prehensive baby,  shivering,  and  coughing.  Tempera- 
ture was  37.0  C,  pulse  124,  and  respiratory  rate  74. 
The  skin  was  pale  and  felt  cool.  Pupillary  reactions 
to  light  were  sluggish  bilaterally.  Admission  hema- 
tocrit was  32,  and  rose  to  36  over  the  next  48  hours. 
The  initial  serum  sodium  was  128  mEq  per  liter 
and  rose  to  138  in  five  hours,  and  to  140  in  the  next 
48  hours.  The  chest  x-ray  revealed  a diffuse  infil- 
trate, posteriorly  in  both  lungs. 

The  patient  was  treated  with  intravenous  saline 
solution,  in  addition  to  intramuscular  procaine  peni- 
cillin. She  was  given  70  ml  of  pooled  human  plasma. 
She  improved  gradually  and  was  discharged  from 
the  hospital  on  the  second  day,  with  no  symptoms 
of  respiratory  distress. 

From  the  Children’s  Orthopedic  Hospital  and  Medical  Cen- 
ter and  the  Department  of  Pediatrics,  University  of  Wash- 
ington School  of  Medicine  where  Dr.  Pierson  is  Chief 
Resident  and  Assistant  in  Pediatrics. 


Case  2.  A 5-year-old  girl  was  found  face  down 
in  a pool  of  fresh  water.  She  had  been  there  an  un- 
known length  of  time,  and  was  cyanotic,  apneic, 
and  hypotonic  when  removed  by  an  older  friend. 
Immediate  mouth  to  mouth  resuscitation  was  given. 
After  two  minutes  she  coughed  up  copious  amounts 
of  water,  cried  vigorously,  and  returned  to  a normal 
color.  She  was  immediately  rushed  to  the  hospital. 

On  admission  examination,  the  patient  was  found 
to  be  delirious,  crying,  and  thrashing.  Skin  color 
was  normal.  Vital  signs:  Temperature  36.4  C rec- 
tally,  respiratory  rate  30,  pulse  120.  Other  findings 
on  the  physical  examination  were  normal. 

Laboratory  examination  showed  hematocrit  38, 
serum  sodium  138  mEq  per  liter  and  serum  potas- 
sium of  3.7  mEq  per  liter.  Chest  x-ray  was  within 
normal  limits. 

The  patient  gradually  became  re-oriented,  had 
normal  respiration,  and  tolerated  a liquid  diet  28 
hours  after  admission.  She  was  discharged  from  the 
hospital  after  48  hours,  and  considered  well. 

discussion 

Drowning,  either  fresh  or  salt  water  type,  is 
characterized  by  several  sequential  stages  which 
culminate  in  death.  The  first  stage  is  one  of  vol- 
untary breath-holding,  lasting  from  30  to  50  sec- 
onds, that  is  overcome  by  the  second  stage.  This 
is  transitory,  consisting  of  an  unbearable  central 
nervous  system  respiratory  drive  that  overcomes 
voluntary  breath-holding.  The  next,  or  third, 
stage  is  one  of  involuntary,  spasmodic  aspiration 
and  swallowing  of  massive  volumes  of  fluid.  The 
aspiration  of  water  into  the  lungs  is  responsible 
for  the  characteristic  lung  changes  of  either  a 
sea  or  fresh  water  drowning  victim  in  85  per  cent 
of  necropsies.  These  are  lungs  that  sink  when 
placed  in  a tank  of  water,  and  have  greater  total 
weight  than  normal  lungs.  A variant  of  the  third 
stage  is  acute  laryngospasm  with  death  due  to 
asphyxia.  Finding  in  such  an  event  is  the  so- 
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called  dry  lung.  It  occurs  in  roughly  15  per  cent 
of  drowning  victims.14 

The  pathophysiological  and  clinical  stages  of 
sea  and  fresh  water  drowning  each  have  their 
unique  features,  (Tables  1,  2). 

Table  1 
Drowning 

Pathophysiology  and  Clinical  Features 
Fresh  Water 

1.  Aspiration  of  fresh 
water  into  lungs 
(free  water  of  low 
osmolarity ) 

2.  Hypervolemia,  i.e., 
blood  volume  can 
double  in  4 minutes 

3.  Hemodilution 

4.  Hyponatremia 

5.  Shift  in  Na/K  ratio 

6.  Hemolysis 

7.  Hemoglobinemia 
(pink  serum) 

8.  Hemoglobinuria 

9.  (Na/K  ratio  in  tox- 
ic range) 

10.  Ventricular  fibrilla- 
tion 

11.  Death 

Sea  water  drowning  is  initiated  by  the  aspira- 
tion of  sea  water  into  the  lungs.  The  aspirated 
fluid  has  an  osmolarity  four  times  greater  than 
normal  blood.  This  causes  an  immediate  and  pro- 
found shift  of  water,  electrolytes,  and  protein 
into  the  lungs,  resulting  in  hemoconcentration 
and  hypernatremia,  which  may  exceed  200  mEq 
per  liter.  Following  this,  hypovolemia  and  hypo- 
tension occur.  As  the  above  stages  progress,  pul- 
monary edema  develops,  along  with  hypoxemia, 
leading  to  a respiratory'  death. 

In  fresh  water  drowning,  the  first  step  is  aspir- 
ation of  massive  amounts  of  water  into  the  lungs. 
Since  this  is  nearly  “free  water,”  its  osmolarity  is 
low.  This  leads  to  rapid  hypervolemia,  and  the 
blood  volume  may  double  in  four  minutes.2 


Hemodilution  occurs  with  secondary  osmotic 
hemolysis,  hemoglobinemia  (pink  serum),  and 
hemoglobinuria.  Also,  a shift  of  intracellular  po- 
tassium to  the  extracellular  ( intravascular ) 
space  occurs,  along  with  dilution  of  the  serum. 
This  shift  of  the  Na/K  ratio  in  a toxic  range, 
predisposes  the  myocardium  to  arrhythmias. 
Finally,  acute  congestive  failure  develops,  cul- 
minating in  ventricular  fibrillation  and  a cardio- 
vascular death. 

TREATMENT 

The  pathophysiological  consideration  of  sea 
water  drowning  leads  to  a rational  approach  to 
its  treatment.  First  and  foremost  is  the  need  to 
clear  the  airway.  The  next  step  is  the  rapid  as- 
sessment of  the  need  for  cardiac  massage,  in  the 
presence  of  either  shock  or  asystole.  Epinephrine 
should  be  avoided,  as  even  salt  water  drowning 
victims  occasionally  expire  of  ventricular  fibril- 
lation.9 After  these  basic  resuscitative  measures, 
the  patient  needs  plasma  or  whole  blood,  as 
quickly  as  possible,  to  reverse  the  basic,  path- 
ophysiological process.  Also  intermittent  positive 
pressure  breathing,  with  oxygen,  should  be  used 
in  severe  cases.  They  should  be  observed  care- 
fully. 

Treatment  of  fresh  water  drowning  is  also 
dictated  by  the  basic  pathophysiology  operating 
at  the  time  of  drowning.  Aspiration  of  water 
means  that  immediate  clearing  of  the  upper 
airway  is  mandatory.  Postural  drainage  does  not 
seem  to  be  beneficial.5  6 Cardiac  massage  and 
defibrillation  may  be  necessary,  depending  upon 
the  presence  of  shock  or  arrhythmia.  NO  epine- 
phrine should  be  used,  due  to  the  high  incidence 
of  ventricular  fibrillation.  After  these  basic  steps, 
the  crux  of  therapy  of  fresh  water  drowning  is 
phlebotomy  in  the  presence  of  hypervolemia. 


Sea  Water 

1.  Aspiration  of  sea  water 
into  lung  (4  times 
osmolarity  of  blood) 

2.  Marked  water  electro- 
lyte and  protein  shift 
into  lungs 

3.  Hemoconcentration 

4.  Hypernatremia  200 
mEq  per  liter 

5.  Hypovolemia 

6.  Hypotension 

7.  Pulmonary  edema 

8.  Hypoxemia 

9.  Death 


Table  2 


Treatment 

Sea  Water 

1.  Immediate  clearing  of  upper 
airway 

2.  Cardiac  massage  if  shock  or 
asystole  present 

3.  No  epinephrine 

4.  Intravenous  plasma  or  whole 
blood 

5.  Intermittent  positive  pressure 
breathing  with  oxygen 

6.  Observation 


of  Drowning 

Fresh  Water 

1.  Immediate  clearing  of  the  upper 
airway 

2.  Cardiac  massage,  and  defibrilla- 
tion if  necessary 

3.  No  epinephrine 

4.  Phlebotomy 

5.  I.  V.  plasma  or  normal  saline 
replacement 

6.  Digitalization 

7.  Diuretics 

8.  Observation 
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Simultaneously  infusion  of  normal  saline  should 
be  initiated.  In  rare  instances,  3 per  cent  saline 
has  been  used.  Digitalization  and  diuretics  may 
also  be  used  to  support  the  patient.  These  pa- 
tients also  should  be  observed  closely. 

The  prognosis  of  either  sea  or  fresh  water 
drowning  is  dependent  upon  the  presence  of  cer- 
tain features  at  the  time  of  evaluation  and  treat- 
ment. If  either  shock  or  apnea  have  been  present 
for  more  than  three  to  four  minutes,  survival  is 
usually  precluded.  Also,  the  amount  of  water 
aspirated  into  the  lungs  bears  a direct  relation- 
ship to  the  severity  of  the  prognosis.  Death,  from 
several  causes,  may  occur  after  apparent  initial 
survival.  First  are  respiratory  complications,  such 
as  pneumonia  that  can  cause  respiratory  death 
up  to  several  days  after  initial  survival.  Prolong- 
ed coma  with  secondary  irreversible  central  ner- 
vous system  damage  can  cause  delayed  death. 
Finally,  acute  apnea  or  acute  pulmonary  edema 


may  occur  up  to  48  hours  after  apparent  initial 
recovery. 

summary 

1. — Drowning  is  a leading  cause  of  accidental 
death,  with  peak  incidence  in  the  summer. 

2. — Early  and  vigorous  therapy  is  needed,  es- 
pecially maintenance  of  the  airway  and  cardiac 
massage  as  necessitated  by  either  shock  or 
arrhythmia. 

3. — Sea  water  drowning  victims  need  plasma 
or  whole  blood  early  to  support  the  hypovolemia 
usually  present,  as  opposed  to  fresh  water  drown- 
ing victims,  who  need  phlebotomy  to  relieve  hy- 
pervolemia, that  is  usually  present. 

4. — The  prognosis  is  dependent  upon  the  pres- 
ence of  several  major  criteria,  and  may  not  be 
fully  apparent  until  48  hours  after  initial  sur- 
vival. ■ 

4800  Sand  Point  Way  N.E.  (98105) 


abstracto 

Aclaramiento  de  la  via  aerea  y rapido  chequeo 
de  la  accion  cardiaca  son  los  principios  escen- 
siales  en  la  tratamiento  de  ahogamiento.  Alasaje 
cardiaco  o defibrilacion  puede  ser  necesaria. 
Agua  fresca  produce  aumento  en  el  volumen 
sangumeo  y relativa  disminucion  en  electrolitos. 
El  tratamiento  requiere  flebotomta  y solucion 
salina  intravenosa.  Agua  de  mar  produce  dis- 


minucion en  la  volumen  sangumeo,  relativo 
aumetno  en  electrolitos  y caida  en  la  presion 
sanguinea.  Plasma  o sangre  completa  serian 
administrados.  Epinefrina  seria  evitada  en 
cualquier  tipo  y todas  las  victimas  recuperando 
de  ahogamiento  serian  guardadas  bajo  cerrada 
observacion  por  lo  menos  48  horns.  Tardias 
complicaciones  del  sistema  nervioso  o pulmonares 
pueden  ser  fatales. 
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Bronchus  Stapler  Counteracts  Hazards  ofModei'n 
Technology  in  Treating  Lung  Cancer 

J.  KARL  POP  PE,  M.D.,  Portland,  Oregon 

Intensive  radiation  therapy,  advanced  age,  chronic  emphysema,  and 
mediastinal  disease,  increase  the  risk  of  postoperative  complications  following 
pulmonary  surgery.  Staple  closure  of  the  bronchus  before  transection  minimizes 
pleural  contamination.  Firmness  of  closure  creates  greater  stump  strength, 
reducing  tendency  to  leak  under  pressure  of  respirator  assisted  ventilation.  Use 
of  the  stapler  permits  operation  when  it  might  otherwise  entail  unacceptable 
risks. 


T echnological  advances  during  the  past  few 
years  have  increased  the  potential  salvage  rate  in 
bronchogenic  carcinoma,  but  have  also  added 
problems  to  the  postoperative  care.  Pulmonary 
emphysema  appears  to  be  increasing  rapidly, 
particularly  in  the  lung  cancer  age  group  of 
males.  This  tends  to  lower  the  acceptable  age 
for  lung  resection,  from  a previous  arbitrary  age 
of  around  70  years,  by  another  ten  or  15  years, 
depending  upon  respiratory  function  tests.  To 
counteract  this  increasing  respiratory  insuffi- 
ciency more  respiratory  assistors  are  required 
postoperatively.  This  sometimes  increases  the 
acceptable  age  for  operation  to  75  years  or  more 
for  limited  resections,  but  creates  serious  post- 
operative problems.  The  ordinary  intermittent 
positive  pressure  breathing  machines  are  satis- 
factory for  mild  respiratory  insufficiency,  but 
the  more  severely  afflicted  respiratory  cripples 
require  constant-high-fixed-volume  respirators, 
sometimes  for  several  weeks.  Without  this  care 
they  develop  cardiac  failure,  incompletely  ex- 
panded lungs,  atelectasis,  hypostatic  pneumonia 
or  respiratory  acidosis.  Physical  changes  respons- 
ible for  the  disturbed  physiology  may  not  be 
visible  either  on  chest  x-ray  or  at  the  eventual 
autopsy. 

Preoperative  high  energy  irradiation  may  con- 
vert some  otherwise  inoperable  cancer  patients 
into  technically  operable  ones,  but  it  does  alter 
the  tissues  somewhat  and  reduces  the  vascularity 
of  the  bronchial  stump.1-5  This  is  particularly 
true  when  a radical  pneumonectomy,  with  re- 
moval of  much  mediastinal  content,  is  required 
following  a course  of  irradiation.0  There  is  also 
some  evidence  to  indicate  that  post  irradiation 
myocarditis  tends  to  increase  the  number  and 
severity  of  postoperative  cardiac  complications.7’8 


Fig.  1.  Bronchous  stapler. 


Permanent  closure  of  the  bronchial  stump  has 
always  been  a problem,  as  indicated  by  the  new 
methods  of  closure  and  reinforcement  developed 
annually  during  the  past  50  years.  A bronchus 
that  leaks  postoperatively  greatly  increases  mor- 
bidity and  mortality  by  subjecting  the  patient  to 
the  hazards  of  empyema  and  possible  aspiration 
pneumonia.  Corticosteroids  have  relieved  bron- 
chiolar  obstruction  associated  with  asthmatic 
bronchitis  and  emphysema,  but  have  not  helped 
to  strengthen  bronchial  stump  closures.  Some 
disappointment  seems  evident  in  experiences 
with  attempting  to  strengthen  bronchial  stump 
closures  with  Eastman  910  Glue  or  Eastman  910 
Adhesive.8 

Technical  advances,  such  as  more  radical 
pneumonectomy,  preoperative  irradiation  and 
prolonged  high  volume  respiratory  assistance, 
either  tend  to  interfere  with  bronchial  stump 
healing  or  increase  the  positive  air  pressure  strain 
on  the  stump,  or  both.  It  seems  necessary  and 
proper  to  counteract  these  added  strains  with 
another  technological  advance  — the  bronchus 
stapler.10’11 
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Fig.  2.  Human  bronchi  closed  by  different  methods  to 
test  for  leakage  under  increasing  pressure. 


Fig.  3.  Radiograph  of  one  of  specimens  in  Fig.  2 with  both 
main  bronchi  closed  with  double  row  of  staples. 


This  device  places  a row,  or  rows,  of  twelve 
fine,  German-silver  staples  across  the  bronchus 
insuring  an  immediate,  air-tight  closure,  before 
the  bronchus  is  transected.  This  has  the  virtue 
of  providing  a short  bronchial  stump,  reduction 
of  contamination  of  the  pleural  space,  and  an 
air-tight  closure  which  can  more  effectively 
resist  the  high  intrabronchial  pressures  produced 
by  the  respirators.  This  seems  particulary  desira- 
ble in  the  relatively  avascular  bronchial  stumps 
associated  with  radical  pneumonectomies  follow- 
ing irradiation.  Repeated  tests  of  autopsy  ma- 
terial indicated  that  a main  bronchus  closed 
with  multiple  fine  wire  or  fine  silk  bronchial 
sutures  leaked  at  lower  air  pressure  than  one 
closed  with  a double  row  of  twenty-four  staples 
inserted  by  a bronchus  stapler. 


conclusions 

1. — Increasing  pulmonary  emphysema  has  com- 
plicated lung  resections  for  bronchogenic  car- 
cinoma. 

2. — Respirators  permit  lung  resections  in  these 
patients,  but  increase  the  strain  on  the  bronchial 
stumps. 

3. — Preoperative  irradiation  makes  some  other- 
wise inoperable  cancers  technically  operable  but 
weakens  the  bronchial  stump,  especially  when 
associated  with  radical  resection  of  mediastinal 
contents. 

4. — Rronchus  closure  with  multiple  staples 

tends  to  counteract  some  of  the  weaknesses  and 
added  stresses  developed  by  modern  technol- 
ogy. ■ 2311  N.W.  Northrop  Street  (97210) 

abstracto 

Radiation  terapeutica  intensa,  edad  avanzada 
y enfermedad  mediastinal,  aumentan  Jos  riesgos 
de  complicaeiones  postoperativas  despues  de 
cirujia  pulmonar.  El  cierre  del  bronquio  con 
grapas  antes  de  seccionarlo  disminuye  la  con- 
tamination de  la  pleura.  Firmeza  en  la  sutura 
crea  un  tocon  de  mayor  resistencia  reduciendo 
la  tendencia  a escape  bajo  la  presion  de  la  ven- 
tilation ayudada  por  el  respirador.  El  nso  de 
las  grapas  permite  una  operation  que  otra  ma- 
nera  impone  riesgos  inaceptables. 
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Allopurinol  in  the  Treatment  of  Hyperuricemia 

and  Gout 

LOUIS  A.  HEALEY,  Jr.,M.D.,  Seattle,  Washington 

Allopurinol  lowered  serum  uric  acid  in  five  patients.  The  drug  was  effective 
in  one  patient  with  gout,  one  who  had  been  subjected  to  total  colectomy,  two 
brothers  with  glycogen  storage  disease  and  one  boy  under  treatment  for  medi- 
astinal lymphosarcoma. 


Reduction  of  the  serum  uric  acid  level  is  desir- 
able in  patients  with  gout  and  tophaceous 
deposits,  in  patients  with  hyperuricemia  and 
renal  stones,  and  in  patients  with  hyperuricemia 
secondary  to  certain  hematologic  or  neoplastic 
disease. 

Current  methods  for  controlling  uric  acid 
levels  are  diet  and  the  augmentation  of  renal 
excretion  of  uric  acid  with  drugs.  Neither  method 
is  entirely  satisfactory.  By  completely  eliminat- 
ing purines,  the  precursors  of  uric  acid,  from 
the  diet,  one  achieves  a maximum  reduction  in 
the  serum  uric  acid  of  2 mg  per  100  ml  and  a 
monotonous,  insipid  bill  of  fare.  Uricosuric  drugs, 
such  as  probenecid  and  sulfinpyruzone,  are  ef- 
fective in  the  gradual  dissolution  of  tophaceous 
deposits  over  a period  of  time,  but  by  increasing 
the  renal  load  of  uric  acid  they  may  actually  be 
deleterious  to  the  patient  who  forms  uric  acid 
calculi.  A new  approach  to  hyperuricemia  is 
now  available  with  the  introduction  of  allopu- 
rinol, a drug  that  blocks  the  formation  of  uric 
acid. 

Uric  acid  is  the  end  product  of  purine  metab- 
olism in  the  human.  The  normal  daily  excretion 
of  uric  acid  averages  600  mg,  of  which  one  third 
is  derived  from  the  diet  and  the  remaining  two 
thirds  from  endogenous  synthesis.  In  the  final 
steps  in  their  metabolic  path,  the  purines  are 
converted  to  hypoxanthine,  xanthine,  and  uric 
acid;  these  last  two  reactions,  from  hypoxanthine 
to  xanthine  and  from  xanthine  to  uric  acid  are 
both  dependent  on  the  action  of  the  enzyme, 
xanthine  oxidase,  (Figure  1).  Allopurinol  is 

This  work  was  supported  in  part  by  funds  from  the 
Clinical  Research  Center  of  the  University  of  Washington 
National  Institutes  of  Health,  Grant  Number  FR-37  and  an 
Institutional  Research  Grant  from  the  American  Cancer 
Society. 

Read  before  76th  Annual  Convention,  Washington  State 
Medical  Association,  Seattle,  Washington,  September  14, 
1965. 


similar  in  structure  to  hypoxanthine  and  xanthine 
and  successfully  competes  with  them  for  active 
sites  on  the  enzyme.  In  this  way,  uric  acid  for- 
mation is  inhibited  and  xanthine  and  hypoxan- 
thine accumulate.  Allopurinol  itself  is  converted 
by  the  enzyme  to  alloxanthine  which  also  is 
an  inhibitor  of  the  enzyme,  but  to  a lesser  de- 
gree. Neither  hypoxanthine  nor  xanthine  accum- 
ulate in  the  body  in  any  amount,  since  both  are 
rapidly  excreted  by  the  kidney. 

The  natural  deficiency  of  the  enzyme  xanthine 
oxidase  occurs  as  a rare,  inborn  error  of  metab- 
olism known  as  xanthinuria.  Patients  with  this 
defect  maintain  a state  of  good  health  except 
for  the  formation  of  frequent  urinary  xanthine 
stones.  Theoretically  this  is  also  a hazard  of 
treatment  with  allopurinol,  but  no  xanthine 
stones  have  occurred  with  the  drug,  presum- 
ably because  the  concentration  of  xanthine  in 
the  urine  does  not  equal  that  found  in  xanthin- 
uria. Hypoxanthine,  on  the  other  hand,  is  ex- 
tremely soluble  and  carries  no  risk  of  renal 
stone  formation. 

Allopurinol0  is  available  in  tablets  of  100  mg. 
It  appears  to  be  safe  and  well  tolerated.  Gastro- 
intestinal disturbance,  pruritis,  and  rash  are  rare. 
Hepatic,  renal  or  hematologic  toxicities,  the 
serious  concerns  with  all  new  drugs,  have  not 
been  observed.  The  usual  effective  dose  is  300 
mg  per  day;  occasionally  as  much  as  600  mg 
per  day  is  required. 

Since  allopurinol  is  not  yet  commercially  avail- 
able, we  have  used  it  only  in  selected  patients 
where  the  usual  measures  of  diet  and  uricosuric 
therapy  were  ineffective  or  contraindicated.  The 
following  studies  demonstrate  the  effect  of  allo- 
purinol and  indicate  some  situations  in  which 
it  is  of  benefit.  In  these  studies,  uric  acid  has 

‘Kindly  supplied  as  “Zyloprim"  by  Burroughs  Wellcome 
& Co..  Inc.,  Tuckahoe,  New  York. 
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Xanthine  oxidase  (XO)  is  inhibited  by  • 


OH 


4 - hydroxypyrazolopyrimidine 
( HPP)  allopurinol 


Fig.  1.  Metabolism  of  xanthines  to  uric  acid.  These  last  two  steps  are  dependent  on  the  enzyme 
xanthine  oxidase  (XO).  Note  the  structural  similarity  of  the  drug  allopurinal  to  the  xanthines, 
by  virtue  of  which  it  successfully  competes  with  them  for  binding  sites  on  the  enzyme  xanthine 
oxidase. 


been  determined  enzymatically1  and  creatinine 
by  an  automated  colorometric  method. - 

CASE  REPORTS 

Case  1.  A 57-year-old  man  had  longstanding  to- 
phaceous gout  and  the  additional  problems  of  arteri- 
osclerotic, cardiovascular  and  renal  disease.  His 
initial  serum  uric  acid  was  12.4  mg  per  100  ml, 
(Table  1).  Despite  impaired  renal  function,  as  mani- 
fest in  the  creatinine  clearance  of  22  cc  per  minute, 
he  responded  to  the  administration  of  2 gm  of  pro- 
benecid per  day  by  increasing  the  24-hour  urinary 
output  of  uric  acid  from  400  to  800  mg  per  day  and 
lowering  the  serum  level  to  the  range  of  8 mg  per 
100  ml.  However,  at  such  urinary  concentration  of 
uric  acid,  there  is  risk  of  precipitating  renal  stones. 
To  prevent  this,  it  is  advisable  to  raise  the  urine 
pH  to  the  range  of  6,  thus  increasing  greatly  the 
solubility  of  uric  acid.  The  additional  sodium  bi- 
carbonate required  for  alkalinization  proved  too 
great  a load  for  this  patient’s  limited  cardiac  re- 
serve and  he  developed  edema,  nocturnal  dypsnea 
and  orthopnea.  An  attempt  was  made  to  substi- 
tute potassium  citrate  as  the  alkali  but  his  kidneys 
could  not  handle  this  and  the  serum  level  of  potas- 
sium rose  from  4.0  mg  per  100  ml  to  an  undesirable 
level  of  6.5  mg  per  100  ml.  At  this  point,  probenecid 
and  alkali  were  stopped  and  allopurinol  was  begun 
in  the  dose  of  300  mg  per  day.  Since  then  his  serum 
level  of  uric  acid  has  been  maintained  below  7.0  mg 
per  100  ml  and  the  urinary  excretion  of  uric  acid  has 
fallen  to  300  mg  per  day,  or  less.  Without  the  ad- 
ditional sodium  requirement  for  alkalinization,  car- 
diac compensation  has  been  maintained  satisfactorily. 
His  serum  creatinine  and  creatinine  clearance  are 
unchanged. 


Comment:  Allopurinol  controlled  the  hyper- 
uricemia in  this  patient  with  gout,  whose  cardiac 
and  renal  status  did  not  permit  the  administra- 
tion of  sodium  or  potassium  salts  that  were  ad- 
visable to  avoid  the  danger  of  renal  stones  that 
might  have  followed  uricosuric  therapy. 

Table  1 


Se 

rum 

Urine 

Serum 

Creatinine 

Date  Uric  Acid 

Uric  Acid 

Creatinine 

Clearance  Drug 

(mg/100ml)  (mg/24  hrs)  (i 

mg/lOOml) 

(cc/ min.) 

3/23/63 

12.4 

400 

2.9 

22 

12/18/64 

8.1 

826 

3.5 

28  Probenecid 

12/24/64 

6.6 

654 

3.9 

24  Allopurinol 

5/21/65 

6.7 

303 

3.5 

24  Allopurinol 

7/9/65 

6.1 

189 

8/20/65 

6.5 

162 

3.6 

24  Allopurinol 

Case  2.  A 51 -year-old  man  had  a total  colectomy 
and  ileostomy  performed  for  ulcerative  colitis  eleven 
years  previously.  In  the  ensuing  years  he  had  re- 
peated difficulties  with  uric  acid  stones.  A right 
nephrectomy  was  performed  because  of  obstruction 
and  infection,  and  several  years  later  a large  stone 
was  removed  from  the  left  kidney.  He  repeatedly 
passed  gravel,  often  with  pain  and  some  hematuria 
and  an  intravenous  pyelogram  demonstrated  multi- 
ple, small,  radiolucent  stones  in  the  remaining  kid- 
ney. Attempts  at  alkalinization  did  not  control  the 
formation  of  stones  and  he  was  never  able  to  achieve 
a very  dilute  urine,  since  the  ingestion  of  large 
amounts  of  liquid  only  increased  his  ileostomy  flow. 
Although  his  serum  uric  acid  was  8.0  mg  per  100  ml, 
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he  never  had  an  attack  of  gouty  arthritis.  His  daily 
uric  acid  excretion  of  500  mg  per  day,  although 
in  the  normal  range,  appeared  to  be  excessive  for 
his  kidneys.  Uricosuric  therapy  was  not  attempted 
since  it  would  increase  the  urine  concentration  of 
uric  acid  and  the  hazard  of  stones. 

On  allopurinol  300  mg  per  day,  his  uric  acid  has 
fallen  to  4.0  mg  per  100  ml  and  the  daily  excretion 
of  uric  acid  has  gradually  decreased,  (Table  2.)  He 
no  longer  takes  alkali  and  has  formed  no  further 
stones. 

Comment:  Allopurinol  lowered  the  serum  and 
urine  concentrations  of  uric  acid  in  this  chronic 
stone  former  who  had  previously  lost  one  kidney 
due  to  obstruction  by  a uric  acid  calculus. 

Table  2 

Serum  Urine  Serum  Creatinine 

Date  Uric  Acid  Uric  Acid  Creatinine  Clearance  Drug 
(mg/lOOml)  (mg/24  hrs)  (mg/lOOml)  (cc/min.) 


10/28/64 

8.1 

460 

10/29/64 

8.2 

530 

1.4 

82 

10/30/64 

8.1 

503 

11/5/64 

4.6 

395 

Ailopurinol 

5/28/65 

3.8 

375 

1.3 

94 

Allopurinol 

Cases  3 and  4.  These  are  brothers,  aged  12  and  10, 
with  glycogen  storage  disease  due  to  absence  of 
the  enzyme  glucose-6  phosphatase.  Hyperuricemia 
is  a complication  of  this  condition,  presumably  due 
to  the  excessive  amounts  of  lactate  that  accumulate. 
It  has  been  demonstrated  experimentally  that  lactate 
inhibits  the  renal  excretion  of  uric  acid.  Both  of 
these  boys  were  hyperuricemic  with  serum  levels 
of  17.0  and  14.0  mg  per  100  ml.  The  elder  had 
multiple  tophi  on  his  elbows,  trunk  and  the  backs  of 
his  knees  and  had  experienced  several  attacks  of 
acute  gouty  arthritis.  The  younger  brother  had  one 
tophus  on  his  ear  but  had  never  had  any  joint  symp- 
toms. 

Probenecid  in  doses  to  2.5  gm  per  day,  which 
was  the  maximum  these  boys  could  tolerate,  had 
not  been  effective.  Twenty-four  hour  excretion 
studies  demonstrated  a response  to  this  drug,  but 
the  serum  level  was  not  lowered  below  11.0  mg 
per  100  ml.  With  corticosteroid  therapy,  their  basic 
disease  was  well  controlled  and  they  were  able  to 
avoid  attacks  of  hypoglycemia  or  ketoacidosis.  The 
hyperuricemia  appeared  to  be  the  major  threat  to 
their  health,  and  several  other  patients  with  this 
condition  have  died  of  chronic  renal  disease,  second- 
ary to  the  deposition  of  uric  acid  in  the  kidneys. 
On  300  mg  of  allopurinol  per  day,  their  serum  uric 
acid  has  been  reduced  to  the  range  of  7.0  mg  per 
100  ml  with  a concomitant  fall  in  the  urinary  uric 
acid  load,  (Tables  3 and  4).  When  corrected  for 
their  surface  area,  the  creatinine  clearance  measure- 
ments are  within  the  normal  range;  and  since  neither 
boy  has  shown  protein  or  cells  in  the  urine,  it  is 
hoped  that  renal  damage  may  be  averted  by  con- 
tinued use  of  the  ding.  Allopurinol  has  been  well 
tolerated  by  the  boys  and  has  not  interfered  with 
management  of  their  glycogen  storage  disease. 

Comment:  In  two  brothers  with  the  unusual 
deficiency  of  glucose-6  phosphatase  and  the  re- 
sulting secondary  hyperuricemia  and  gout,  allo- 


purinol has  effectively  lowered  the  serum  uric 
acid  levels. 

Table  3 


Serum 

Urine 

Serum 

Creatinine 

Date  Uric  Acid 

Uric  Acid  Creatinine 

Clearance  Drug 

(mg/lOOml)  (mg/24  h 

rs)  (mg/ 100ml) 

(cc/  min.) 

5/21/65 

17.0 

615 

0.7 

57 

5/24/64 

18.4 

460 

6/23/65 

15.5 

834 

Probenecid 

6/28/65 

18.2 

360 

7/6/65 

6.7 

160 

0.6 

65  Allopurinol 

8/30/65 

8.9 

309 

Allopurinol 

Table  4 

Serum 

Urine 

Serum 

Creatinine 

Date  Uric  Acid 

Uric  Acid  Creatinine 

Clearance  Drug 

(mg/lOOml)  (mg/24  h 

rs)  (mg/ 1 00ml) 

(cc/ min.) 

5/21/65 

13.9 

933 

0.6 

58 

5/24/65 

14.1 

645 

6/23/65 

11.3 

1035 

Probenecid 

6/28/65 

15.4 

748 

7/6/65 

6.0 

238 

0.55 

66  Allopurinol 

8/30/65 

7.3 

273 

Allopurinol 

Case  5.  A three-year-old  boy  had  a mediastinal 
lymphosarcoma  that  caused  respiratory  obstruction 
and  required  immediate  therapy  with  radiation  and 
large  doses  of  corticosteroids. 

In  this  boy,  the  tumor  mass  shrank  rapidly  in 
response  to  treatment  but  his  uric  acid  rose  to  24.8 
mg  per  100  ml  and  his  blood  urea  nitrogen  to  39 
mg  per  100  ml.  Allopurinol  in  a dose  of  600  mg 
daily  plus  alkali  and  intravenous  fluid  promptly 
reversed  these  complications,  (Table  5). 

Comment:  In  the  treatment  of  lymphoma  and 
leukemia  with  cytolytic  agents,  large  numbers 
of  white  cells  are  destroyed  and  their  nucleic 
acid  purines  are  liberated.  Hyperuricemia  may 
follow  and  this  load  of  uric  acid  can  precipitate 
in  the  renal  tubules  causing  obstruction  which  at 
times  has  been  fatal.  Allopurinol  is  effective  in 
reversing  or  preventing  the  hyperuricemia  and 
renal  shutdown  secondary  to  the  treatment  of 
white  cell  proliferative  diseases. 

Table  5 


Date 

Serum 
Uric  Acid 

Urine 
Uric  Acid 

B.U.N. 

Drug 

(mg/lOOml) 

(mg/24  hrs) 

(mg/  100ml) 

9/22/65 

24.8 

520 

39 

9/23/65 

8.8 

288 

45 

Allopurinol 

9/24/65 

2.8 

87 

44 

Allopurinol 

9/25/65 

1.2 

17 

13 

Allopurinol 

These  studies  illustrate  that  allopurinol  rapidly 
and  effectively  lowers  the  serum  uric  acid  level 


chemical  nomenclature 

generic  trade 

allopurinol  Zyloprim 

probenecid  Benemid 

suit  inpyruzone  Anturane 
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and  at  the  same  time  decreases  the  uric  acid  con- 
tent of  the  urine,  providing  an  approach  to  both 
tophaceous  deposits  and  gouty  arthritis  and  also 
to  uric  acid  stones.  On  the  basis  of  our  experience 


abstracto 

Allopurinol  bajo  el  dcido  urico  del  suero  en 
cinco  pacientes.  El  medicamento  fue  efectivo  en 
un  paciente  con  gota,  uno  que  habia  sido  some- 


and  that  described  by  others,3-5  it  appears  to  be 
safe  and  well  tolerated.  ■ 

U.  of  W.  School  of  Medicine  (98105) 


tulo  a colectomia  total,  dos  hermanos  con  en- 
fermedad  del  deposito  del  glicogeno  y un  nino 
bajo  tratamiento  por  linforsarcoma  mediastinal. 
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jpy  The  Winner 

Here  stood  man,  naked  and  alone,  apparently  at  the  mercy  of  creatures 
ten  to  a hundred  times  his  size,  all  better  able  to  withstand  the  vagaries  of  nature 
than  he;  animals  who  could  demolish  him  with  a swipe  of  a paw,  a flick  of  a tail, 
a stamp  of  a hoof,  an  injection  of  venom,  a sweep  of  horns,  or  a claw  of  talons.  There 
was  man,  with  his  puny  fingernails,  his  weak  musculature,  teeth  which  however 
serviceable  could  by  no  stretch  of  the  imagination  be  considered  offensive  weapons, 
standing  in  the  midst  of  trees  but  without  any  natural  ability  to  climb,  confronted  by 
water  barriers  but  without  the  natural  ability  to  swim.  There  was  man,  set  in  a world 
of  creatures  who  could  out-run  him,  out-fight  him,  out-climb  him,  out-swim  him; 
most  of  whom  out-weighed  him  and  all  of  whom  outnumbered  him;  yet  consider 
what  happened.  This  forlorn,  defenseless  creature  called  man  has  nearly  destroyed  them 
all  (except  for  a few  he  preserves  in  a social  security  setup  he  calls  a zoo);  he  has 
devastated  and  ruined  the  pathless  forests,  using  its  products  for  his  own  purposes. 
He  has  made  the  seemingly  endless  expanses  of  water  a carefully  plotted  and  familiar 
avenue  of  transportation;  he  has  bridged  the  rushing  torrents  of  rivers,  while  harnessing 
their  energy  to  serve  him  and  his  kind. 

William  R.  Carson,  M.D.  in  New  York  State  Journal  of 

Medicine  (March  1)  1966 
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Malignant  Sacrococcygeal  Teratoma 

GLENN  E.  TALBOY,  M.D.,  Boise,  Idaho 


A case  of  malignant  sacrococcygeal  teratoma  is  presented  with  a discus- 
sion of  the  clinical  aspects  of  the  disease.  The  child  is  living  and  well  at  three 
years  of  age.  Emphasis  is  placed  on  early  surgical  removal  to  avoid  infection , 
and  possible  spread  of  the  neoplasm. 


Known  since  ancient  times,  sacrococcygeal 
tumors  were  reported  in  the  Babylonian  cunei- 
form writings.  Since  in  private  practice  the 
opportunity  to  care  for  a case  of  sacrococcygeal 
teratoma  is  infrequently  presented  to  the  surgeon 
it  would  appear  worthwhile  to  report  the  occa- 
sional instance  of  the  disease  and  to  review  its 
clinical  characteristics.  A case  showing  definite 
malignancy  with  no  evidence  of  recurrence  three 
years  after  surgical  treatment  is  presented. 

CASE  REPORT 

This  female  infant  was  first  seen  at  the  age  of 
three  weeks,  and  admitted  to  St.  Luke’s  Hospital, 
Boise,  Idaho.  She  was  bom  in  another  city  on  April 
27,  1962,  the  first  child  of  normal  parents,  unevent- 
fully delivered  at  full-term.  On  examination,  she 
appeared  to  be  generally  healthy,  but  over  the  sacral 
region,  protruding  between  the  coccyx  and  the 
anus,  a large,  discolored,  tumor  mass  measuring 
6x8  cm  presented,  (Figures  1,  2).  The  tumor  was 
lobulated,  and  bluish  in  color.  Laboratory  tests  of 
blood  and  urine  were  within  normal  limits.  X-ray 
examination  of  the  pelvis  showed  no  bony  abnormali- 
ties. She  was  taken  to  surgery  on  May  14,  1962,  three 
weeks  after  birth.  In  the  prone  position,  with  a 
venous  cannula  in  place,  a U-shaped  incision  was 
made  over  the  mass.  A portion  of  the  sacrum  was 
excised,  and  the  midsacral  vessels  were  ligated  (tech- 
nique of  Smith  et  al.*).  After  the  vascular  pedicle  of 
the  tumor  had  been  secured,  its  resection  was  easily 
carried  out  without  significant  bleeding.  Care  was 
taken  to  protect  the  rectum.  The  wound  was  closed 
with  a drain  in  place.  The  child  made  an  uneventful 
recovery.  In  the  gross,  this  sacrococcygeal  tumor  was 
solid,  and  measured  6 cm  in  diameter,  (Figure  3). 
On  microscopic  study,  it  proved  to  be  very  vascular, 
containing  a preponderance  of  neural  tissue  which 
was  highly  cellular  and  areas  of  definite  malignancy 
were  present.  (Figure  4 shows  the  appearance  of 
the  scar  after  one  year.)  When  last  seen,  at  the  age 
of  two  and  one-half  years,  she  was  in  good  health, 
(Figure  5). 

discussion 

Sacrococcygeal  teratomas  arise  from  embryonic 
tissue  in  the  region  of  the  involuting  tail  which 
is  present  during  the  sixth  week  of  embryonic 
development.2  Growth  initially  is  between  the 
sacrum  and  the  rectum,  but  soon  is  directed 


Fig.  1.  Appearance  of  the  tumor. 


Fig.  2.  Another  appearance  of  the  tumor. 


posteriorly  in  the  line  of  least  resistance.  The 
tumors  may  develop  into  the  pelvis  and  present 
as  abdominal  masses.  Their  size  is  highly  vari- 
able. Some  tumors  reach  huge  proportions,  even 
interfering  with  the  child’s  delivery.3 

Sacrococcygeal  teratomas  may  be  solid,  cystic, 
or  show  areas  of  necrosis.  Microscopically  all 
germinal  layers  are  seen.  In  these  tumors,  teeth, 
bone,  and  hair  may  be  found,  but  neural  ele- 
ments, squamous  epithelium  and  intestinal  epi- 
thelium are  usually  most  prominent.  The  growths 
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Fig.  3.  Gross  specimen  showing  silk  ligature  attached  to  the 
mid-sacral  vessels. 


Fig.  4.  Child  at  age  one  year,  showing  minimal  scar. 


are  commonly  benign  but  the  incidence  of  malig- 
nancy is  beween  9 and  23  per  cent.2  6 Apparently 
the  longer  sacrococcygeal  teratomas  are  present, 
the  more  likely  are  they  to  be  malignant.  There 
have  been  cases  in  which  on  microscopic  examin- 
ation of  sections  the  tumor  has  appeared  to  be 
benign,  yet  the  patient  succumbed  to  recur- 
rence and  metastases. 

The  location  of  the  tumor  is  usually  sufficient 
to  make  the  diagnosis  but  confusion  may  arise 
between  a teratoma  and  other  cysts  and  tumors 
occurring  in  the  sacral  region.  Meningoceles  are 
the  most  common  condition  from  which  tera- 
tomas must  be  differentiated;  but  meningoceles 
are  purely  cystic  and  there  may  be  other  neuro- 
logical defects.  Meningocele  compression  will 
cause  bulging  of  the  fontanelles.  An  embryoma 


Fig.  5.  Child  at  two  and  one-half  years  of  age. 


in  an  older  child  may  be  impossible  to  differ- 
entiate from  a teratoma  until  excision  is  accomp- 
lished. Hemangiomas  may  resemble  teratomas. 
Chondromas  occur  most  frequently  in  older  chil- 
dren, are  associated  with  bone  destruction  in  the 
sacrum,  and  have  a characteristic  x-ray  appear- 
ance. Pilonidal  cysts  of  unusual  size  may  be 
confused  with  teratomas. 

Sacrococcygeal  teratomas  are  best  treated  by 
surgical  excision.  The  operative  approach  varied 
little  after  Blizzard  reported  the  first  removal  of 
a sacrococcygeal  teratoma  in  1841  until  the 
report  of  Smith,  Passaro  and  Clatworthy  in  1961. 2 
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RECOMMENDED  TECHNIQUE 
ADVANTAGES 


• HEMOSTASIS 

• PREVENTS  TUMOR  SPREAD 
•ADEQUATE  EXPOSURE 


Fig.  6.  Operative  approach;  ligating  the  vascular  pedicle  as 
a first  step.  (After  Smith.  B..  Passaro.  E..  and  Clatworthy, 
H.  W.  Jr.  The  vascular  anatomy  of  sacrococcygeal  tera- 
tomas; its  significance  in  surgical  management.  Surgery 
49:534-539  (April)  1961.) 


Smith,  Passaro  and  Clatworthy  approach  the  vas- 
cular pedicle  of  the  tumor  as  the  first  operative 
step,  then  proceed  with  the  disection,  (Figure 
6).  In  their  hands,  this  plan  of  management  has 
simplified  the  removal  of  the  tumor,  and  has 
greatly  reduced  operative  blood  loss.  In  earlier 
case  reports,  a high  mortality  resulted  from  blood 
loss  when  the  dissection  was  carried  around  the 
main  mass  immediately,  and  the  pedicle  was 
not  ligated  as  a first  step.1 2 3 * *-6 

Radiation  has  no  place  in  the  primary7  treat- 


ment of  sacrococcygeal  teratomas  but  may  be 
used  in  inoperable  cases.  A sacrococcygeal  tera- 
toma should  be  surgically  removed  in  the  first 
few  days  of  life  because  necrosis  and  infection 
may  soon  complicate  the  problem.  The  known 
increased  incidence  of  malignancy  in  teratomas 
left  untreated  for  long  periods,  with  correspond- 
ing decrease  in  the  cure  rate,  also  affords  strong 
evidence  to  support  an  aggressive  operative  ap- 
proach to  the  treatment  of  these  tumors.  The 
prognosis  in  benign  teratomas  is  excellent.  Cure 
rate  for  the  malignant  variety  is  about  50  per 
cent.  Theoretically,  at  least,  the  isolation  and 
division  of  the  vascular  pedicle  as  a first  opera- 
tive step  before  the  tumor  is  manipulated  should 
tend  to  avoid  dissemination  of  metastases  and 
improve  tire  survival  rate. 

summary 

1. — A case  of  malignant  sacrococcygeal  tera- 
toma is  presented  with  a three  year  survival 
following  resection,  and  apparent  cure. 

2. — Experiences  reported  in  the  literature  tend 
to  support  a surgical  policy  of  early  radical 
excision  of  teratomas  in  the  sacrococcygeal 
region. 

3. — The  advantages  of  immediate  exposure  and 
control  of  the  vascular  pedicle  of  these  tumors  in 
facilitating  their  removal  and  reducing  blood 
loss,  are  emphasized.  ■ 

125  E.  Idaho  Street  (83702) 


abstracto 

Se  presenta  an  caso  dc  teratoma  sacrocoxigio 
maligno  con  discusion  de  los  aspectos  clmieos 


de  la  enfermedad.  La  niha  esta  viva  y sana  a 
los  tres  ahos  de  edad.  Se  pone  enfasis  en  la 
erradicacion  quirargica  temprana  para  evitar 
infeccion  y posible  diseminacion  de  la  neoplasia. 
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The  Congenitally  Malformed 

VII.  Exstrophy  of  the  Bladder  and  Cloacal  Exstrophy 

J.  BRUCE  B E C K W I T H,M.  D.,  Seattle,  Washington 


Exstrophy  of  the  bladder  is  an  embryologic  development,  usually  not  genetic 
in  origin.  It  is  seen  more  frequently  in  males  than  in  females.  Current  theory 
suggests  that  it  is  produced  by  premature  rupture  or  nonregression  of  the 
cloacal  membrane  and  poor  development  of  the  mesodermal  field  forming  the 
lower  abdominal  wall.  The  process  may  result  in  cases  ranging  from  musculo- 
skelatal  defects  without  exstrophy  to  complete  exstrophy  with  epispadias.  Clo- 
acal exstrophy  is  a morphologic  syndrome  characterized  chiefly  by  intestinal 
fistulae  opening  onto  the  exposed  bladder  surface. 


'fOf  the  many  human  defects,  none  is  more 
serious  or  troublesome  to  contend  with  than  the 
condition  of  exstrophy  of  the  bladder.”1  C.  H. 
Mayo’s  words  are  no  less  true  today  than  they 
were  in  1919.  The  luckless  individual  bom  with 
an  exstrophied  bladder  faces  the  most  miserable 
of  existences, and  surgical  control  of  the  problem, 
while  continually  improving,  still  leaves  much  to 
be  desired.  The  exposed  bladder  leads  its  bearer 
into  a life  of  pain  and  social  ostracism,  often  de- 
livering its  final  blow  in  middle  age  by  develop- 
ing an  adenocarcinoma.  Therefore,  the  surgeon 
can  accomplish  no  more  humanitarian  feat  than 
successfully  to  rescue  an  infant  from  this  un- 
happy fate. 

The  subject  of  exstrophy  is  a large  one,  and  its 
many  facets  have  engendered  a bulky  literature. 
To  do  justice  to  the  topic  in  these  few  pages  is 
impossible.  Therefore,  this  presentation  will  be 
restricted  to  a discussion  of  some  of  the  ana- 
tomical varieties  of  exstrophy,  utilizing  simple 
line  drawings  to  clarify  several  points  which  are 
often  confused  in  the  literature.  The  list  of  ref- 
erences was  selected  to  introduce  many  of  the 
other  aspects  of  this  challenging  and  fascinating 
problem. 

CLASSICAL  EXSTROPHY 

Most  examples  of  exstrophy  are  of  the  “com- 
plete,” or  “classical”  form,  the  essential  features 
of  which  are  familiar  to  most  physicians.  Figure 

From  Children’s  Orthopedic  Hospital  and  Medical  Center 
and  Department  of  Pathology,  University  of  Washington 
School  of  Medicine. 


Fig.  1.  Bladder  exstrophy  in  the  male.  The  umbilicus  is 
indistinctly  seen  at  the  upper  margins  of  the  bladder.  Bi- 
lateral inguinal  hernias  are  present. 


1 depicts  the  appearances  in  a typical  case. 
Coupled  with  the  everted,  exposed  posterior 
bladder  wall  are  certain  other  malformations, 
including  separated  pubic  arches,  diastasis  recti, 
remarkably  low  set  umbilicus,  anterior  displace- 
ment of  the  anus,  and  genital  anomalies.  The  lat- 
ter in  males  usually  consists  of  epispadias,  though 
in  an  occasional  severe  case  the  penis  is  repre- 
sented by  two  small,  separated  genital  tubercles. 
In  females  the  clitoris  is  usually  bifid.  Most  pa- 
tients have  congenital  or  acquired  hernias  in  the 
umbilical  and  inguinal  regions,  and  cryptorchi- 
dism is  frequent  in  males.  Rectal  prolapse  usually 
occurs  early  in  life,  due  to  defective  muscular 
support  of  the  pelvic  floor. 

VARIANTS  OF  EXSTROPHY 

Less  familiar  than  the  above  are  many  of  the 
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Fig.  2.  Variations  in  bladder  exstrophy.  A-superior  vesi- 
cal fisure;  B -intermediate  stage  between  superior  vesical 
fisure  and  duplicate  exstrophy;  C-duplicate  exstrophy; 
D-classical  exstrophy;  E-inferior  vesical  fisure;  F-penile 
epispadias;  G-balanic  epispadias. 

variations  on  this  basic  theme  which  have  been 
reported.  These  are  considered  in  detail  by  Mar- 
shall and  Muecke  in  an  excellent  paper  which  is 
recommended  to  anyone  seeking  further  informa- 
tion on  all  aspects  of  the  problem  of  exstrophy.2 
superior  vesical  fissure 

This  variety  is  often  called  incomplete 
exstrophy,  an  unsatisfactory  term  in  view  of 
the  other  incomplete  forms  to  be  mentioned, 
(Figures  2-A  and  B).  This  is  often  a rela- 
tively minor  malformation  from  the  function- 
al and  surgical  standpoint,  since  epispadias 
and  sphincteric  involvement  may  not  be  associ- 
ated. However,  the  musculoskeletal  defects 
typical  of  exstrophy  are  usually  present,  provid- 
ing a means  of  differentiation  from  urachal  fis- 
tula. The  related  condition,  termed  duplicate 
exstrophy  (Figure  2-C)  has,  in  the  past,  led  to 
clinical  confusion,  since  this  is  the  one  malforma- 
tion in  which  bladder  mucosa  may  be  exterioriz- 
ed yet  the  patient  is  continent  of  urine! 
inferior  vesical  fissure  and  epispadias 

This  heading  embraces  a rather  broad  spec- 


trum of  malformations.  Inferior  vesical  fissure 
is  characterized  by  complete  epispadias  and  in- 
continence, with  a relatively  small  defect  in  the 
region  of  the  vesical  neck,  through  which  mu- 
cosa may  protrude  only  when  intra-abdominal 
pressure  is  raised,  (Figure  2-E).  The  musculo- 
skeletal defects  of  exstrophy  and  low  set  umbili- 
cus are  the  rule. 

A slightly  less  extensive  degree  of  involvement 
results  in  penopuhic  epispadias,  in  which  epis- 
padias extends  only  through  the  vesical  sphincter. 
As  the  degree  of  sphincteric  involvement  is  vari- 
able, the  patient  may  have  partial  urinary  con- 
tinence. Again,  the  musculoskeletal  defects  of 
exstrophy  are  usually  present. 

Simple  epispadias  without  involvement  of  the 
bladder  is  classified  into  balanic  epispadias,  in- 
volving only  the  glans,  and  penile  epispadias,  in 
which  the  defect  extends  beyond  the  coronal 
sulcus  onto  the  penile  shaft.  A possibly  related 
condition,  considered  by  Marshall  and  Muecke 
to  be  an  abortive  form  of  epispadias,  is  spade 
penis.2  This  is  characterized  by  an  abnormally 
broad  glans  without  a urethral  cleft. 

musculoskeletal  defect  without  exstrophy 

Very  liable  to  misinterpretation  is  that  rare 
condition  in  which  separated  pubic  bones,  dias- 
tasis recti,  and  downward  displacement  of  the 
umbilicus  occur  in  the  absence  of  exstrophy  or 
epispadias.  An  example  of  this  condition  was 
seen  recently  at  our  hospital,  and  several  cases 
are  described  in  the  literature.2  3 

EMBRYOLOGICAL  COMMENTS 

With  but  few  exceptions,  exstrophy  seems  to 
be  a sporadic  malformation  not  due  to  genetic 
defects.4  The  rarity  of  the  malformation  in  the 
human  has  made  study  of  early  stages  in  devel- 
opment of  exstrophy  virtually  impossible.  Furth- 
ermore, exstrophy  is  even  more  rare  in  animals 
than  in  man,  and  only  recently  have  attempts 
at  experimental  production  of  this  malformation 
been  successful.5  Full  discussion  of  the  embryo- 
genesis  of  this  malformation  of  exstrophy  are  to 
be  found  elsewhere.5-6  The  reigning  theory  at 
present  involves  premature  rupture  or  non-regres- 
sion of  the  cloacal  membrane.  As  may  be  seen 
in  Figure  3- A,  the  cloacal  membrane  in  the  early 
embroyo  extends  to  the  caudal  border  of  the 
future  umbilical  cord,  and  may  even  extend  onto 
the  allantois.  In  normal  development,  this  mem- 
brane is  reduced  and  displaced  caudally  by  in- 
growth of  a large  field  of  mesoderm,  which  gives 
rise  to  the  infraumbilical  portion  of  the  ventral 
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Fig.  3.  Development  of  the  ventral  body  wall.  Normal 
regression  of  the  cloacal  membrane  is  associated  with 
development  of  a mesodermal  field,  indicated  by  the 
crosshatched  pattern.  From  this  mesodermal  field  are 
developed  the  structures  which  are  absent  or  defective  in 
exstrophy. 

Modified  from  Keith,  A.,  Three  demonstrations  on  mal- 
formations of  the  hind  end  of  the  body.  I.  Specimens  illus- 
trating malformations  of  the  rectum  and  anus,  Brit  Med 
J 2:1738  (December)  1908. 

body  wall.  This  all-important  mesodermal  field 
is  indicated  by  the  crosshatched  area  in  Figure 
3.  It  seems  reasonable  that  defective  develop- 
ment of  this  mesodermal  field  might  account  for 
the  low  set  umbilicus  and  musculoskeletal  de- 
fects of  exstrophy. 

CLOACAL  EXSTROPHY 

The  exstrophied  bladder  may  be  complicated 
by  the  presence  of  intestinal  fistulas  opening  onto 
the  bladder  surface,  along  with  other  consistent 
malformations,  forming  a distinctive  morpho- 
logical syndrome  usually  termed  cloacal  exstro- 
phy.7  Most  of  the  infant  mortality  from  exstrophy 
involves  this  malformation.  Only  in  recent  years 
has  cloacal  exstrophy  yielded  to  surgical  correc- 
tion.8 

The  anatomical  details  of  this  complex  mal- 
formation are  remarkably  similar  from  case  to 
case.  This  allows  us  to  construct  a description 
of  a typical  example,  the  essential  features  of 
which  are: 

1. — Exstrophy  of  the  bladder.  This  is  of  the 
complete  type.  Not  uncommonly  the  bladder 
field  is  divided  into  lateral  halves,  separated  by 
the  intestinal  fistulas  described  below. 

2. — Ileo-cecal  fistulas  opening  onto  the  bladder 
surface.  Figure  4-A  depicts  the  arrangement  in 
the  basic,  or  classical  type  of  vesico-intestinal 
fistula.  It  will  be  seen  that  the  fistula  is  in  the 
ileo-cecal  region.  Variations  upon  this  basic 
theme  simply  relate  to  the  degree  of  incorpora- 
tion of  cecum  into  the  exposed  intestinal  field. 
An  understanding  of  this  point  will  make  clear 
the  arrangement  depicted  in  Figure  4-B,  perhaps 
the  most  frequent  form  of  cloacal  exstrophy. 
Here  the  separate  colonic  stoma  enters,  not  the 


Fig.  4.  Cloacal  exstrophy.  A-Classical  form  (the  fistula 
tract  between  ileo-cecal  region  and  bladder  is  artifically 
elongated  to  simplify  the  drawing).  Note  double  appendix, 
colonic  atresia,  omphalocele,  and  lumbo-sacral  neural 
hernia;  B,  C-variations  produced  by  incorporation  or  “ab- 
sorption” of  the  cecum  into  the  exposed  bladder  field. 

rectum,  but  an  atretic  segment  of  proximal  colon. 
For  this  reason,  objections  to  the  term  cloacal 
exstrophy  are  valid. 

The  ileum  is  almost  invariably  prolapsed 
through  the  vesico-intestinal  fistula,  presenting 
as  a conspicuous,  proboscis-like  structure  which 
is  the  hallmark  of  cloacal  exstrophy.  In  the  older 
literature  this  structure  was  sometimes  interpret- 
ed as  enlarged  penis.  For  purposes  of  simplifica- 
tion, Figure  4 was  drawn  with  the  prolapse 
reduced. 

3 .—Double  appendix.  In  those  cases  with  an 
identifiable  cecum,  two  appendices  will  almost 
always  be  found.  Often  the  prolapsed  cecum 
will  present  four  separate  ostia— one  ileal,  one 
colonic,  and  two  appendiceal. 

4 —Colonic  atresia.  With  the  exception  of  the 
proximal  few  centimeters,  the  colon  and  anus  are 
always  absent. 

5. — Genital  malformations.  Instead  of  simple 
epispadias,  males  with  this  malformation  present 
with  hypoplastic,  separated  genital  tubercles, 
one  tucked  on  either  side  of  the  bladder  field. 
Because  of  this,  and  the  regular  occurrence  of 
cryptorchidism,  the  gender  of  affected  males  is 
sometimes  in  question.  Affected  females  have 
short,  duplicated,  frequently  atretic  vaginas,  and 
regularly  have  complete  duplication  of  the  uterus. 
The  sexes  are  equally  affected  by  cloacal  ex- 
strophy, in  striking  contrast  to  the  male  prepon- 
derance seen  in  simple  vesical  exstrophy. 

6 . —Lumbosacral  spina  bifida.  This  is  often 
asymmetrical,  with  defects  of  the  neural  arches 
on  only  one  side.  Through  the  resultant  bony 
defect  protrudes  a soft,  skin-covered  mass.  In  the 
majority  of  cases  this  mass  will  be  found  to 
consist  of  an  enormously  dilated  central  canal  of 
the  spinal  cord,  or  hydromyelia,  though  it  is  often 
erroneously  termed  a meningomyelocele.  This 
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characteristic  neuropathological  alteration  in 
cloacal  exstrophy  was  clearly  presented  by  von 
Recklinghausen,  but  his  contribution  seems  to 
have  gone  unnoticed.9 

7 .—Omphalocele.  While  usually  present,  this  is 
absent  more  frequently  than  are  the  other  mal- 
formations in  the  list. 

In  addition  to  the  above  features,  the  musculo- 


skeletal defects  of  exstrophy  are  developed  to  a 
high  degree.  Most  cases  have  but  one  umbilical 
artery.  Anomalies  of  the  lower  extremities  are 
often  present,  but  deformities  above  the  dia- 
phragm are  surprisingly  rare— a point  justifying 
enthusiastic  attempts  at  surgical  correction.  ■ 

4800  Sand  Point  Way  N.E.  (98105) 


abstracto 

Extrofia  de  la  vejiga  es  un  desarrollo  embri- 
ologico,  probablemente  de  origen  no  genet ico. 
Se  ve  con  mas  frecaencia  en  hombres  que  en 
mujeres.  La  teoria  actual  sugiere  que  es  produc- 
ida  por  la  ruptura  prematura  o la  falta  de 
regresion  de  la  membrana  de  la  cloaca  y el 


desarrollo  pobre  del  campo  mesodermico  que 
forma  la  parte  baja  del  abdomen.  El  proceso 
puede  resultar  en  casos  que  varian  desde  defectos 
musculoesqueleticos  sin  extrofia  hasta  extrofia 
completa  con  epispadias.  Extrofia  de  la  cloaca 
es  un  sindrome  morfologico  caracterizado  prin- 
cipalmente  por  una  fistula  intestinal  que  se  abre 
sobre  la  superficie  expuesta  de  la  vejiga. 
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X-Ray  of  the  Month 


This  33-year-old  white  female  was  admitted 
to  the  hospital  with  a chief  complaint  of  inter- 
mittent abdominal  cramping  for  the  previous 
five  days.  She  was  in  the  seventh  month  of  her 
second  pregnancy. 

Physical  examination  revealed  a healthy  ap- 
pearing lady  of  the  stated  age  with  a distended 


abdomen.  She  was  in  no  acute  distress.  Tempera- 
ture, respirations  and  pulse  were  normal.  Hemo- 
gram and  urinalysis  were  normal.  Fetal  heart 
tones  were  loud  and  intermittingly  obscurred 
by  maternal  bowel  sounds.  There  were  no  ab- 
dominal masses.  A supine  film  of  the  abdomen 
was  taken. 


What  is  the  diagnosis?  What  is  the  treatment,  and  what  limit  is  usually  observed 
during  the  procedure? 


SEE  PAGE  446 
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Anesthetic  techniques  for  obstetrical  anesthesia 

and  analgesia. 

By  Daniel  C.  Moore,  M.D.,  Director,  Department  of  Anesthe- 
siology, The  Mason  Clinic;  Chief  of  Anesthesia,  The  Virginia 
Mason  Hospital,  Seattle.  211  pp.  Illustrated.  Price  $10.50. 
Charles  C Thomas,  Springfield,  III.,  1964. 

Since  World  War  II  a revolutionary  change  has 
occurred  in  medical  care  of  women  in  childbirth. 
This  change,  characterized  by  freedom  from  fear 
of  unendurable  pain  and  conscious  participation  in 
the  birth  process,  has  become  possible  for  women 
in  well  staffed  hospitals  only  because  safe  and 
effective  regional  block  anesthesia  is  available  at  a 
moment’s  notice  on  a round  the  clock  schedule.  This 
achievement  has  not  infrequently  been  acclaimed 
a modem  miracle  by  many  women  whose  earlier 
experience  enabled  comparison. 

Having  pioneered  in  developing  the  system  neces- 
sary to  provide  this  kind  of  obstetrical  anesthesia, 
Daniel  C.  Moore  has  now  produced  a completely 
practical,  profusely  illustrated  book  that  may  well 
become  the  classic  text  on  the  subject. 

While  uses  of  new  drugs  and  techniques  for 
general  and  inhalation  anesthesia  are  amply  covered, 
the  book’s  greatest  value  rests  in  the  numerous  draw- 
ings and  photographs  illustrating  the  various  methods 
of  regional  block  anesthesia.  So  lucid  and  succinct 
are  these  graphic  displays  of  anatomy  and  technique 
that  a competent  physician  would  have  no  diffi- 
culty carrying  out  most  of  the  injections  procedures 
even  if  he  could  not  read  English. 

During  the  years  since  he  instituted  the  Anesthe- 
siology Department  at  the  Virginia  Mason  Hospital 
in  Seattle,  Dr.  Moore  has  trained  scores  of  residents 
to  administer  regional  anesthesia  to  thousands  of 
maternity  patients  of  a highly  critical,  demanding 
and  varied  obstetrical  staff.  The  experience  gained 
through  working  the  bugs,  snags  and  pitfalls  out  of 
the  program  and  at  the  same  time  maintaining  the 
highest  level  of  patient  safety  and  satisfaction  is 
reflected  in  the  section  dealing  with  methodology 
and  programming.  Practical  day  to  day  application 
of  the  sound  principals  of  physiology  and  patient 
care  propounded  in  black  face  type  and  tabulated 
form  has  been  able  to  produce  a hospital  anesthesia 
service  which  in  the  experience  of  this  reviewer 
functions  at  a level  of  near  perfection.  Safety  and 
patient  welfare  are  keynoted  in  this  book  and 
women  who  desire  complete  relief  of  pain  in  labor 
are  most  fortunate  that  it  has  been  written. 

CHARLES  D.  KIMBALL,  M.D. 


Caries-resistant  teeth. 
Edited  by  G.  E.  W.  Wolstenholme,  O.B.E.,  F.R.C.P.,  F.l.  Biol 
and  Maeve  O'Connor,  B.A.  338  pp.  Illustrated.  Price  $12.50. 
Little,  Brown  and  Company,  Boston,  1965. 

This  book  gives  the  proceedings  of  a 3-day  sym- 
posium on  the  subject,  “Caries-Resistant  Teeth,”  held 
June  23-25,  1964.  The  meeting  was  sponsored  by 
the  Ciba  Foundation  and  was  held  in  London.  It 
brought  together  25  scientists  from  all  over  the 
world,  including  4 from  the  U.S. 

The  sum  of  the  lectures  given  by  the  various 
participants  constitute  a rather  complete  summa- 
tion and  review  of  all  the  recent  work  that  has  been 
done  on  the  subject  of  caries.  One  learns  that  in 
dental  research,  as  in  all  other  fields  of  science,  there 
has  been  a knowledge  explosion. 

All  of  this  work  has  greatly  increased  the  knowl- 
edge of  this  disease  which  is  man’s  most  prevalent 
disorder.  Yet  there  are  still  many  imponderables  as 
to  why  some  teeth  become  carious  and  others  do 
not. 

The  lectures  discuss  many  factors  that  can  be 
shown  to  influence  the  incidence  of  caries  but  none 
that  will  eliminate  them  completely.  Diet,  hygiene, 
heredity  and  oral  bacteriolgy  are  factors  which  are 
discussed.  Fluorides,  as  a deterrent  to  caries,  re- 
ceive much  attention.  Whereas  the  remarks  regard- 
ing fluorides  leave  little  doubt  as  to  their  effective- 
ness in  inhibiting  caries,  no  conclusions  are  drawn  as 
to  how  or  why  they  work.  None  of  the  lectures 
describes  or  compares  effectiveness  of  various  tech- 
niques for  getting  fluorides  into  the  teeth.  This 
book  then  is  a very  incomplete  reference  source 
on  this  subject. 

O.  WILLIAM  ANDERSON,  M.D. 

Foundations  of  anesthesiology.  2 vo/s. 
By  Albert  Faulconer,  Jr.,  M.D.,  M.S.,  in  Anesthesiology,  Head, 
Section  of  Anesthesiology,  Mayo  Clinic,  Professor  of  Anesthe- 
siology, Mayo  Graduate  School  of  Medicine,  University  of 
Minnesota,  Rochester,  Minnesota  and  Thomas  E.  Keys,  A.B., 
M.A.,  Librarian,  Mayo  Clinic;  Associate  Professor  of  the  History 
of  Medicine,  Mayo  Graduate  School  of  Medicine,  University 
of  Minnesota,  Rochester,  Minnesota.  745  pp.  Illustrated.  Price 
$38.50.  Charles  C Thomas,  Springfield,  III.,  1965. 

This  monumental  work  in  two  volumes  for  the 
first  time  makes  available  in  English  the  most  im- 
portant publications  upon  which  present  day  anes- 
thesiology depends  for  its  base  line.  In  these  two 
volumes  the  authors  have  erected  significant  mon- 
uments to  themselves  and  to  the  specialty  of  anes- 
thesiology in  preparing  this  material.  One  hundred 
forty-nine  papers  are  presented.  Forty-nine  of  them 
have  been  translated  from  languages  other  than 
English,  many  for  the  first  time.  Every  medical 
library  should  contain  these  volumes.  Those  who 
are  seriously  engaged  in  the  administration  of  anes- 
thetics and  are  interested  in  how  the  art  and  science 
came  about  should  avail  themselves  of  the  oppor- 
tunity to  possess  these  incomparable  books. 

JOHN  S.  LUNDY,  M.D. 
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Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 

president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


House  of  Delegates  Approves  Broad  Application  of 
Usual  and  Customary  Fee  Principle 


Ernest  T.  Livingstone,  (left)  president  of  Oregon 
Medical  Association,  presents  Glenn  M.  Gordon  (right) 
with  a plaque  in  recognition  of  his  services  as  Speaker  of 
the  House  of  Delegates  for  the  past  three  years.  Also  shown 
is  Clinton  S.  McGill,  present  Speaker  of  the  House  of 
Delegates. 


A check  was  presented  to  Charles  N.  Holman,  representing 
the  University  of  Oregon  Medical  School  by  the  American 
Medical  Association  Education  and  Research  Foundation. 
Pictured  are  Clinton  S.  McGill,  Speaker  of  the  House  of 
Delegates,  Raymond  M.  McKeown,  president  of  AMA-ERF, 
James  Z.  Appel,  president  of  AMA  and  Dr.  Holman. 


The  House  of  Delegates  of  the  Oregon  Medical 
Association  at  its  1966  Midyear  Meeting  held  in 
Portland  April  22-23  unanimously  adopted  the  policy 
calling  for  the  application  of  the  “usual  and  custom- 
ary” fee  principle  for  physicians’  services  wherever 
governmental  medical  service  programs  are  involved. 
This  recommendation  was  brought  to  the  members 
of  the  House  by  two  resolutions  and  two  committee 
reports. 

A Marion-Polk  County  Medical  Society  resolution 
called  for  the  application  of  the  principle  generally 
and  a resolution  by  the  Committee  on  Public  Law 
89-97  directed  that  the  Association’s  Board  of 
Trustees  approve  arrangements  for  the  compensation 
of  physicians  only  on  the  basis  of  that  principle. 


The  Committee  on  State  Industrial  Affairs  recom- 
mended that  it  be  applied  to  rates  to  be  paid  for 
the  care  of  injured  workmen  promulgated  by  the 
Oregon  Workmen’s  Compensation  Board  and  the 
Committee  on  Federal  Medical  Services  recommend- 
ed that  it  be  applied  to  the  home  town  care  of  veter- 
ans with  service  connected  disabilities  and  the  care 
of  the  dependents  of  military  personnel. 

The  Committee  on  State  Industrial  Affairs  an- 
nounced to  the  members  of  the  House  that  a hearing 
would  be  held  on  Wednesday,  April  27,  before 
the  Workmen’s  Compensation  Board  and  urged  all 
members  of  the  House  to  attend.  The  Committee  on 
P.L.  89-97  also  annnounced  that  the  principle  would 
be  applied  in  the  administration  of  Part  B and 
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Trio  of  presidents  pause  during  break  at  the  Midyear 
Meeting  of  House  of  Delegates,  Oregon  Medical  Associa- 
tion, April  22-23,  1966,  Benson  Hotel,  Portland.  Here,  James 
Z.  Appel  (center)  120th  president  of  AMA,  Lancaster,  Pa., 
offers  congratulations  to  University  of  Oregon  Medical 
School  student  Mr.  John  E.  Tysell,  Jr.,  newly  elected 
SAMA  president,  Oregon  Chapter,  while  his  father,  John 
E.  Tysell  (left),  Eugene,  president-elect  of  OMA,  proudly 
looks  on. 

recommended  that  local,  regional  and  state  review 
committees  be  established  to  assist  in  its  imple- 
mentation. 

Other  “ Medicare " Actions 

The  House  of  Delegates  also  took  a number  of 
other  important  actions  with  respect  to  the  imple- 
mentation and  application  of  Public  Law  89-97  in 
Oregon.  A most  important  one  was  a recommenda- 
tion submitted  by  the  Committee  on  Public  Policy 
to  the  effect  “that  the  Association  recommend  that 
physicians  inform  all  the  65-and  over  citizens  of 
Oregon  that  if  they  do  not  enroll  in  Part  B Title 
XVIII  of  the  Act  they  may  be  without  adequate 
medical  insurance  coverage  after  July  1st.”  Other 
important  actions  of  the  House  included: 

1. — That  the  Association  strongly  urge  the  State 
Public  Welfare  Commission  to  “buy  in”  on  Part  B 
of  Title  XVIII  for  its  65-and  over  beneficiaries. 

2. — That  the  Association  take  the  initiative  in  the 
planning  and  drafting  of  a State  legislative  proposal 
to  implement  Title  XIX  of  the  Act  for  introduction 
at  the  1967  Oregon  State  Legislature. 

3. — Turned  down  a resolution  proposing  that 
physicians  be  reimbursed  for  their  services  on  hos- 
pital utilization  review  committees  required  under 
the  Medicare  Law. 

4. — Adopted  a resolution  reaffirming  the  Associa- 
tion’s stand  urging  that  physicians  bill  directly  for 
their  services. 

5. — Adopted  a resolution  declaring  that  the  Associ- 
ation unalterably  adopt  the  position  that  all  physi- 
cians’ services,  including  the  identifiable  profession- 


al component  of  any  services  involving  hospital- 
based  physicians,  be  billed  under  Part  B of  Title 
XVIII. 

6.— Adopted  a recommendation  of  the  Committee 
on  Public  Law  89-97  that  each  component  society 
make  it  a point  to  become  immediately  aware  of 
the  contemplated  plans  for  establishing  home  health 
services  in  their  communities  and  take  an  active 
part  in  determining  how  such  services  are  to  be 
established  and  provided  and  how  they  will  be 
operated. 

The  Medical  Restraint  of  Trade  Bill 

The  House  of  Delegates  had  brought  to  its  atten- 
tion the  federal  legislative  proposal  introduced  by 
Senator  Phillip  Hart  of  Michigan  which  would  pro- 
hibit a person  licensed  to  practice  medicine  from 
receiving  a profit,  rebate,  refunds,  commissions,  dis- 
counts, rentals  or  other  valuable  consideration  in 
connection  with  the  supplying  to  patients  drugs, 
devices  or  other  products  prescribed  by  physicians. 
Two  resolutions  were  introduced  relating  to  this 
legislative  proposal:  one  by  the  Committee  on  Phar- 
macy and  Drugs  opposing  the  Hart  Bill,  and  the 
other  introduced  by  the  Multnomah  County  Medical 
Society  proposing  that  Section  4 of  the  Principles  of 
Medical  Ethics  of  the  American  Medical  Association 
relating  to  the  physician  ownership  of  drug  re- 
packaging houses  be  studied  by  component  soci- 
eties and  disciplinary  action  taken  where  deemed 
appropriate. 

The  House  of  Delegates  combined  these  two  reso- 
lutions by  substitution  upon  the  recommendation  of 
the  Reference  Committee  on  Reports  of  Officers  and 
Committees.  The  substitute  resolution  adopted  by 
the  House  placed  the  Oregon  Medical  Association  in 
the  position  of  opposing  the  Hart  Bill  and  commit- 
ting the  Association  to  a continuance  of  its  efforts 
to  solve  the  problems  of  the  profession  on  the  local 
level  rather  than  through  federal  legislation. 

AMA  President  Appel  Addresses  House 

A highlight  of  the  Midyear  Meeting  was  the 
address  by  James  Z.  Appel,  President  of  the  Ameri- 
can Medical  Association,  at  its  opening  session  on 
Friday,  April  22.  Speaking  on  the  subject  of  “What’s 
New  in  Federal  Medical  Care  Laws,”  Dr.  Appel  gave 
a comprehensive  review  of  the  American  Medical 
Association’s  work  in  guiding  the  Social  Security 
Administration  as  it  develops  the  rules  and  regula- 
tions for  the  implementation  of  the  Medicare  Act. 
Dr.  Appel  paid  high  tribute  to  the  members  of  the 
AMA’s  Advisory  Committee  as  well  as  the  members 
of  the  six  Technical  Advisory  Committees  which 
have  been  meeting  regularly  with  SSA  officials  in 
the  development  of  the  rules  and  regulations.  Dr. 
Appel  was  introduced  by  Raymond  M.  McKeown 
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Model  on  display  during  the  Alumni  Association  meet- 
ing, April  20-22,  shows  the  new  parking  facility  now  under 
construction  at  the  University  of  Oregon  Medical  School. 
It  is  to  be  built  just  west  of  the  Hospital  and  south  of  the 
Medical  Science  Building. 


Certificates  were  presented  to  Calvin  E.  Gantenbein. 
Portland,  and  Richard  L.  Sherwin,  Prineville,  for  their 
services  in  Vietnam.  Standing  are  Raymond  M.  McKeown, 
Clinton  S.  McGill,  James  Z.  Appel  and  Dr.  Sherwin. 
Dr.  Gantenbein  is  seated. 

of  Coos  Bay,  Trustee  of  the  American  Medical  As- 
sociation, to  whom  he  paid  high  tribute  by  expressing 
thanks  to  the  Oregon  Medical  Association  for  send- 
ing Dr.  McKeown  to  the  AMA. 


Other  Highlights 

Two  other  significant  items  were  on  the  agenda 
at  the  opening  session  of  the  House  of  Delegates. 
The  first  was  the  presentation  of  certificates  of  merit 
to  Calvin  E.  Gantenbein  of  Portland  and  Richard 
N.  Sherwin  of  Prineville.  Both  Dr.  Gantenbein  and 
Dr.  Sherwin  had  volunteered  for  service  under  the 
“Project  Viet  Nam”  and  spent  sixty  days  in  that 
country  providing  much  needed  medical  care  to  its 
citizens.  A third  Oregon  physician,  M.  T.  Merrill  of 
John  Day,  has  just  returned  from  a similar  tour  of 
duty  and  will  be  the  recipient  of  a certificate. 

The  other  feature  was  the  presentation  of  a check 
of  $11,350  to  the  University  of  Oregon  Medical 


Arthur  L.  Rogers,  Chairman  of  the  Sommer  Committee, 
Robert  H.  Williams,  Sommer  Lecturer,  and  Robert  L.  King, 
member  of  the  Sommer  Committee.  Picture  was  taken 
just  before  Dr.  Williams’  lecture  on  hepoglycemia. 


School  representing  the  contributions  of  Oregon 
grant  was  presented  by  Raymond  M.  McKeown, 
President  of  the  Foundation,  and  was  received  by 
Charles  N.  Holman,  Associate  Dean  of  the  School, 
physicians  to  the  American  Medical  Association 
Education  and  Research  Foundation.  This  annual 

OBITUARIES 

dr.  Frederick  w.  sallander,  retired  physician 
from  Bend,  died  January  14.  A 1913  graduate  of 
the  State  University  of  Iowa  College  of  Medicine, 
Dr.  Sallander  was  also  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 
Cause  of  Dr.  Sallander  s death  was  metastatic  carci- 
noma. He  was  77. 

dr.  robert  w.  Schneider,  52,  well-known  Salem 
internist,  died  January  3 of  cardiac  arrest.  Univer- 
sity of  Wisconsin  Medical  School  awarded  Dr. 
Schneider  his  degree  in  1938.  A specialist  in  diabetes, 
he  supervised  the  annual  casefinding  survey  of 
the  American  Diabetic  Association  in  Salem.  Dr. 
Schneider  was  also  a member  of  Central  Society  for 
Clinical  Research,  American  College  of  Physicians, 
and  the  Endocrine  Society. 

dr.  matthew  c.  riddle  died  December  22  of 
acute  pulmonary  edema.  A resident  of  Portland  for 
the  past  36  years,  Dr.  Riddle  was  retired  at  the  time 
of  death.  He  received  his  medical  degree  from 
Harvard  Medical  School  in  1926  and  served  at  an 
Army  base  hospital  in  France  during  World  War  I. 
Dr.  Riddle  was  69. 

dr.  george  edward  pfeiffer,  74-year-old  retired 
physician  from  Gearhart,  died  January  4.  He  was 
granted  his  medical  degree  at  Chicago  Medical 
School  in  1918.  He  served  in  the  U.S.  Army  Medi- 
cal Corps  during  World  War  I and  later  with  the 
U.S.  public  health  service.  Cause  of  Dr.  Pfeiffer’s 
death  was  listed  as  heart  failure. 
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Woman's  Auxiliary  Record  Drug  Collection 


And  the  ladies  help  load  . . . carting  the  cargo  to  Pierce 
Freight  Lines  driver,  are  Mrs.  Walter  Enders,  president 
Clackamas  County  Auxiliary;  Mr.  Douglas  McCawley,  U 
of  O Medical  School;  Mrs.  Gaylord  C.  Weeks,  West  Linn, 
and  Mrs.  John  Hoffman,  Milwaukie. 

More  than  8-1/2  tons,  16,665  pounds  of  drugs, 
vitamins,  and  medical  supplies  collected  by  County 
International  Health  Committees  throughout  the 
state  were  shipped  via  Pierce  Freight  Lines  on 
February  28,  1966,  to  Direct  Relief  Foundation 
in  Santa  Barbara. 

The  county  organization  for  collecting  and  sort- 
ing of  these  supplies  is  becoming  more  professional 
every  year.  County  chairmen  leave  labeled  boxes 
in  physicians’  offices  with  designated  pickup  and 
sorting  dates.  Committees  are  activated  during  the 
year  to  pack  supplies. 

In  Josephine  County,  the  General  Hospital  Doc- 
tors’ Room  was  used  for  sorting.  Other  counties  used 
homes,  offices  and  garages  for  storing  and  handling 
the  drugs,  vitamins  and  medical  supplies.  The  Phar- 
macology Department  of  the  Medical  School  con- 
tributed time  in  identifying  and  labeling. 

The  freight  companies  make  the  project  possible 
They  make  an  enormous  contribution  in  transporting 
collections  to  Portland,  then  to  Santa  Barbara. 
Consolidated  Freightways  was  the  contributor  in 
1964,  LASME  in  1965,  and  Pierce  Freight  Lines  in 
1966.  The  auxiliaries  worked  with  the  divisions  in 
their  county  and  with  the  Tillamook-Portland  Auto 
Freight,  Pacific  Motor  Trucking  Co.,  Eastern  Oregon 
Freight,  Inc.,  Sites  Silver  Wheel  Freightlines,  Inc., 
Bend-Portland  Trucking  Service,  Vancouver  Fast 
Freight  and  Pierce  Freight  Lines,  all  of  whom  con- 
tributed their  services  to  bring  the  supplies  to 
Portland. 

Counties’  collections  and  shipments  are  totaled  as 
follows;  Benton,  440  lb;  Clackamas,  2,511;  Jack- 
son,  805;  Josephine,  321;  Klamath,  703;  Lane,  1,535; 
Lincoln,  353;  Linn,  1,059;  Marion-Polk,  780;  Mid- 
Columbia,  638;  Tillamook,  460;  Umatilla,  260; 


Washington,  1,153.  Clark  County,  Washington,  sent 
1,097  lbs.  Multnomah  County  sent  1,950  lbs  to 
Vietnam  and  700  lbs  to  the  County  Hospital.  Eugene 
sent  1,500  lbs  to  the  World  Gospel  Mission  and  400 
lbs  to  the  Lane  County  Mental  Health  Association. 

In  Santa  Barbara  these  drugs  and  supplies  are 
further  sorted  and  packed  in  wooden  crates  con- 
tributed by  an  Oregon  firm.  It  should  be  emphasized 
that  drugs  and  medical  supplies  are  only  shipped 
directly  to  doctors  of  medicine  who  are  in  charge  of 
mission  and  other  hospitals  and  clinics  in  areas  where 
the  need  is  great.  Applications  from  these  doctors  are 
screened  by  a local  committee  largely  composed  of 
M.D.’s  and  the  recipient  doctors  are  responsible  for 
the  proper  use  of  the  donated  materials.  This  mini- 
mizes the  chance  of  the  shipments  ending  in  a 
black  market. 

Much  of  Direct  Relief's  work  is  done  by  a chain 
of  volunteers.  The  chain  starts  in  Oregon  in  the 
Woman’s  Auxiliary  to  OMA.  With  help  the  over- 
head in  this  project  has  been  kept  at  2-1/2  per  cent. 
A commendable  effort  has  been  made  by  many 
people,  including  state  chairman  of  two  years,  Mrs. 
R.  D.  (Molly)  Eby  of  Beaverton. 


Mrs.  R.  D.  Eby  (center),  Beaverton,  State  Chairman  of 
Operation  Drugs,  Vitamins  and  Medicine,  checks  shipment 
of  8>2  tons  of  materials  with  Norman  David,  head  of  De- 
partment of  Pharmacology,  U of  O Medical  School,  as  Mrs. 
Willis  Peacock,  Washington  County,  assists. 

Diabetes  Symposium  Set  for  May 

“Clinical  Applications  of  Newer  Concepts  in  Dia- 
betes Mellitus”  is  the  title  of  a symposium  to  be 
held  at  Good  Samaritan  Hospital  in  Portland  May  27 
and  28.  The  program  will  include  papers  on  Pre- 
diabetes and  Diabetes  and  Pregnancy  by  Priscilla 
White  of  Boston;  papers  on  Insulin  Antibodies,  In- 
sulin Resistance,  Insulin  Antagonism  and  Inter- 
relationships Among  Insulin  Plasma  Growth  Hor- 
mones, Glucose  and  Free  Fatty  Acid  by  Solomon 
Berson  of  The  Bronx,  New  York;  and  papers  on 
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Problems  in  Etiology  of  Diabetes,  The  Effects  of 
Insulin  on  Intermediary  Metabolism,  and  The  Role 
of  Glucagon,  Epinephrine  and  Glucortocoids  in  Dia- 
betes by  Rachmiel  Levine  of  New  York,  New  York. 

The  program  will  be  held  in  the  Auditorium  of 
Good  Samaritan  Hospital  commencing  at  8:45  a.m. 
on  May  27.  There  will  be  no  registration  fee.  Any 
inquiry  may  be  directed  to  Spencer  Meighen,  M.D., 
Director  of  Medical  Education  at  Good  Samaritan 
Hospital. 

Dr.  Judd  Elected  President 

At  the  conclusion  of  a three  day  regular  meeting 
of  the  Board  of  Medical  Examiners  of  the  State 
of  Oregon,  Mr.  Howard  I.  Bobbitt,  Executive  Secre- 
tary', announced  that  officers  elected  for  the  ensuing 
year  are  David  B.  Judd  of  Eugene,  president,  and 
Allan  L.  Ferrin,  of  Salem,  secretary-treasurer.  Dr. 
Judd  succeeds  Ray  L.  Casterline. 

Other  members  of  the  Board  are:  Ray  L.  Caster- 
line, Medford;  Carl  R.  Kostol,  Baker;  George  H. 
Lage,  Portland;  David  E.  Reid,  D.O.,  Lebanon; 
and  Jon  V.  Straumfjord,  Astoria. 

It  was  further  announced  on  Saturday,  April  16, 
1966,  that  23  doctors  qualified  for  licensure  to 
practice  medicine  and  surgery  or  osteopathy  and 


surgery  in  Oregon.  Those  who  received  licenses  to 
practice  medicine  and  surgery  are: 

Fred  Grinnell  Bedford;  Eric  William  Scott  Craig; 
Walter  William  Hutchison;  Vernon  John  Magnus; 
Kenneth  Guy  Paltrow;  Suzanne  Margaret  Paulsen; 
Theodore  Daniel  Pletch;  Lawrence  Wesley  Reese; 
Mary  Anne  DeWitt  Smith  and  Sheldon  Spielman, 
all  of  Portland. 

Roger  Dean  Ambroson  and  Dennis  Clinton  Frisbie, 
Redmond;  James  Herbert  Gilbaugh,  Jr.,  Rochester, 
Minnesota;  George  Thomas  Harding,  Jr.,  Fort  De- 
fiance, Arizona;  George  Edward  Hanson  and  Rich- 
ard Dean  Haugen,  Eugene;  Duncan  Otis  Mont- 
gomery', Mercer  Island,  Washington;  Hugh  Arthur 
Muzzall,  Olympia,  Washington;  Francis  Peter  Nash, 
Beaverton;  Masato  Takahashi,  Los  Angeles,  Califor- 
nia and  Stuart  Dudley  Wilson,  San  Antonio,  Texas. 

Those  licensed  to  practice  osteopathy  and  surgery 
are: 

John  Clayton  Gardner,  Grandview,  Washington, 
and  Arthur  Vincent  Younger,  Seattle,  Washington. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  July  8 and  9,  1966.  The  next 
State  Board  Written  Examination  will  be  given  on 
July  6 and  7,  1966.  Applications  to  be  considered 
during  the  July,  1966,  meeting  and  examination  must 
be  filed  with  the  office  of  the  Board  no  later  than 
June  6,  1966. 


Wendell  H.  Hutchens,  M.D.,  Medical  Director— Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland,  Oregon  97216 
Inquiries  invited  Phone:  252-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


ft 

Neuroses  . 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

. . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
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ERNEST  T. 
LIVINGSTONE,  M.D. 


PRESIDENTS  page 


With  considerable  foresight  the  founders  of  our 
nation  developed  a plan  by  which  our  citizens  could 
elect  those  who  will  represent  us  in  the  legislative 
halls.  It  was  not  left  to  chance  alone  that  at  least 
a two-political  party  system  should  develop  from 
this  great  experiment  in  democracy.  By  no  other 
system  could  the  great  issues  facing  our  nation 
receive  full  debate  with  both  the  pros  and  cons 
gaining  full  airing  before  final  enactment  into  law. 
This  new  and  imaginative  system  in  self-government 
gained  such  widespread  approval  that  it  is  no  wonder 
that  this  system  permeated  our  daily  lives  into  other 
representative  organizations. 

The  AMA  legislative  body  adopted  this  demo- 
cratic process  with  the  House  of  Delegates  being 
elected  by  its  membership  based  on  physician  parti- 
cipation and  the  Board  of  Trustees  being  elected  by 
the  House  of  Delegates.  This  assures  that  urban 
and  rural  physicians  alike  may  be  heard  on  a regional 
basis. 

There  are,  however,  a number  of  fundemental 
differences  between  the  AMA  and  our  national 
legislative  bodies.  The  AMA  does  not  have  political 
parties  within  its  structure  but  policy  promotes  the 
profession  of  medicine  from  all  perimeters.  The 
membership  does  not  support  “professional  political 
hacs”  selected  time  after  time  by  a machine  but 
recognizes  leadership  from  past  performance.  The 
AMA  does  not  have  salaried  positions  for  those  rep- 
resenting the  grass  root  constituency  but  depends 
upon  the  voluntary  interest,  sacrifice  and  unselfish- 
ness of  those  desiring  to  serve.  By  this  method 
medicine  has  flourished  in  the  United  States  so  that 
we  as  physicians  enjoy  the  highest  level  of  profes- 
sional training  and  our  citizens  are  the  recipients 


of  the  highest  quality  of  medical  care  all  promoted 
and  protected  by  the  policies  of  the  AMA.  This, 
then,  is  the  heritage  and  the  responsibility  of  the 
AMA  House  of  Delegates  and  the  Board  of  Trustees. 

One  who  with  demonstrated  ability,  a deep 
sense  of  responsibility,  and  a keen  interest  in  the 
promotion  of  the  highest  quality  of  medical  prac- 
tice is  Max  H.  Parrott,  Oregon’s  candidate  for  the 
Board  of  Trustees  of  the  AMA.  Max  is  a private 
practitioner  in  active  practice  and  is  Oregon’s 
senior  delegate  to  AMA.  Through  capable  admin- 
istation  as  an  officer  of  OMA  he  was  elected  as 

its  87th  president.  Be- 
cause of  his  knowledge 
and  deep  concern  over 
the  changes  taking  place 
in  the  democratic  proc- 
ess of  our  state  and  na- 
tional assemblies  Max 
was  appointed  to  the 
AMA  Council  on  Legis- 
lative Activities  and  or- 
ganized the  Oregon 
Medical  Political  Action 
Committee,  becoming 
its  first  chairman. 

Max  H.  Parrott  has 
always  made  himself 
available  to  the  private  practicing  physician  to 
carry  the  grass  root  ideas  to  all  levels  of  the  A.M.A. 
As  the  most  eligible  and  capable  candidate  for  the 
Board  of  Trustees,  I recommend  to  you,  Max  H. 
Parrott. 
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MAX  PARROTT  is  an  active  candidate  tor  the  Board  of  Trustees  of  the  American 
Medical  Association  for  the  seat  now  being  vacated  by  Raymond  M.  McKeown. 

He  is  a physician  and  surgeon  of  Portland,  Oregon.  He  is  and  has  been  in  the 
private  practice  of  medicine  since  1949. 

He  is  a diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology. 

He  is  a fellow  of  the  American  College  of  Obstetrics  and  Gynecology. 

He  is  fifty-one  years  of  age,  born  in  March,  1915. 

He  is  a recipient  of  a B.S.  degree  from  Oregon  State  University,  an  M.D.  degree 
from  the  University  of  Oregon  Medical  School,  and  an  M.S.  degree  from  the 
University  of  Michigan. 

MAX  PARROTT  is  and  has  been  for  the  past  five  years  a delegate  from  Oregon 
to  the  American  Medical  Association  and  has  served  on  several  reference 
committees  of  the  House  of  Delegates. 

He  is  now  a member  and  has  for  the  past  six  years  held  a seat  on  the  American 
Medical  Association’s  Council  on  Legislative  Activities. 

He  is  a member  of  the  Pacific  Coast  and  the  Pacific  Northwest  Obstetrical 
and  Gynecological  Societies. 

He  is  a veteran  of  the  United  States  .Army  Medical  Corps  dating  from  the 
Second  World  War.  He  served  a total  of  five  and  one-half  years,  three  and 
one-half  of  which  were  overseas  with  the  Third  Auxiliary  Surgical  Group. 
He  holds  six  battle  stars,  the  Bronze  Arrow  Head,  the  Bronze  Star  and  the 
Qua  de  Guerre  with  Palm. 

MAX  PARROTT  is  a medical  essayist  and . has  contributed  to  the  world  literature 
on  eight  different  occasions.  He  authored  the  chapter  on  diseases  of  the  vulva 
in  the  Carl  Henry  Davis  compendium.  He  has  devised  an  original  operation 
for  the  relief  of  stress  incontinence  of  urine  in  women. 

He  is  a member  of  the  Portland  Chamber  of  Commerce. 

He  is  a member  of  the  Oregon  and  the  American  Medical  Political  Action  Com- 
mittees. He  helped  organize  the  Oregon  Committee  which  preceded  the 
National  Committee,  and  served  as  its  first  chairman. 

He  is  a family  man.  He  and  Kathleen  have  two  grown  daughters  and  a son-in-law. 

MAX  PARROTT  is  an  active  advocate  of  the  private  practice  of  medicine.  His 
primary  position  within  the  medical  associations  hinges  on  the  preservation, 
maintenance  and  the  promotion  of  private  practice  as  the  most  effective, 
efficient  and  the  most  economical  means  of  distributing  quality  medical  care 
and  service  based  on  scientific  principles  to  the  greatest  number  of  people. 
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Obestat 

helps. 


These  are  photographs  borrowed  from  the  files  of  a Mis- 
souri physician.  The  grossly  overweight  patient  pictured  in 
August  1962  succeeded  in  shedding  1 10  pounds  in  the  follow- 
ing ten  months  by  adhering  to  a diet  program  under  the  super- 
vision and  encouragement  of  her  physician.  To  help  control 
her  desire  for  food  and  also  “burn  off''  additional  calories,  the 
physician  recommended  Obestat,  one  tablet  a day.  Doctor  and 
patient  admit  that  Obestat  fortified  her  determination  to  stick 
to  the  diet  during  the  difficult  weeks  of  adjustment. 

Obestat  can  help  your  overweight  patient  break  the  eat- 
ing habits  that  cause  obesity. 

Obestat  suppresses  appetite. 

Obestat  boosts  metabolism. 

Obestat  offsets  emotional  symptoms. 

Bach  OBESTAT  TY-MED*  tablet  or  capsule  contains: 
Methamphetamine  hydrochloride  10  mg./Amobarbital  (Warn- 
ing, may  be  habit  forming)  60  mg. /Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 

Dosage:  One  Obestat  Ty-Med  tablet  or  capsule  daily, 
taken  before  breakfast,  is  satisfactory  for  most  patients.  Occa- 
sionally, 2 tablets  or  capsules  may  be  required. 

Side  Effects:  Side  effects  such  as  headache,  dizziness, 
nervousness,  excitability,  insomnia,  dyspnea,  palpitation  or  gas- 
trointestinal distress  are  infrequent  and  usually  mild. 

Precautions:  An  increase  in  blood  pressure  or  basal  meta- 
bolic rate  should  be  observed  carefully. 

Contraindications:  Myocardial  or  coronary  disease,  dia- 
betes, marked  hypertension,  hyperthyroidism  or  idiosyncrasy  to 
the  ingredients. 

Supplied:  Bottles  of  30, 100  and  1000  tablets  or  capsules. 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 

References:  Ort,  F.:  Adjuvant  treatment  of  obesity  with  an 
anorectic-calorigenic  agent,  Clin  Med  70:1999  (Nov)  1963. 
Isenberg,  C.  L.:  Treatment  of  the  overweight  patient  in  general 
practice,  Clin  Med  72:663  (Apr)  1965.  ©1966  HAACK  1-66  MADE  IN  U .S . A. 

HAACK  LABORATORIES,  INC. 

DIVISION  OF  LEMMON  PHARMACAL  CO.,  PORTLAND,  OREGON  97208 
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WASHINGTON 


Mr.  Cook  Named  Secretary 


president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Madge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 
AMA  President  Visits 

James  Z.  Appel,  Lancaster,  Pennsylvania,  presi- 
dent of  the  American  Medical  Association  and 
Ernest  B.  (Bert)  Howard,  AMA  assistant  executive 
vice-president  spent  two  days  in  the  state  April  23 
and  24  in  closed  door  sessions  with  key  Washington 
physicians. 

Dr.  Appel,  (center)  is  shown  here  talking  with 
Roland  D.  Pinkham,  (left),  Seattle,  chairman  of 
the  W.S.M.A.  Executive  Committee  and  Carl  P. 
Schlicke,  Spokane,  W.S.M.A.  president. 


After  addressing  the  senior  medical  students  and 
faculty  members  at  the  University  of  Washington 
Saturday  morning,  Drs.  Appel  and  Howard  discussed 
and  answered  questions  Saturday  afternoon  on  topics 
covering  medical  education,  AMA  activities,  includ- 
ing the  need  for  dues  increase,  socio-economic, 
political  and  professional  problems,  to  over  eighty 
Westside  physicians. 

The  same  program  was  followed  again  Sunday 
in  Spokane  with  physicians  from  throughout  the 
Eastside  in  attendance. 


MR.  FRED  G.  COOK 


The  King  County  Medical  Society  has  announced 
the  appointment  of  Mr.  Fred  G.  Cook  as  Executive 
Secretary,  succeeding  Mr.  Thomas  R.  Seifert  who 
has  accepted  a position  as  Assistant  Director  of 
University  Relations  and  Development  at  the  Uni- 
versity of  Washington. 

Mr.  Cook,  who  commenced  his  new  duties 
March  15,  has  served  as  Special  Agent  for 
the  Federal  Bureau  of  Investigation  in  Seattle  since 
1955.  Previously  he  was  assigned  to  FBI  offices  in 
Cleveland,  Philadelphia,  Norfolk  and  Detroit. 

A native  of  California,  he  attended  the  University 
of  Minnesota  and  later  the  Minneapolis  College  of 
Law  from  which  he  graduated  magna  cum  laude. 
He  is  a member  of  the  Minnesota  Bar.  Prior  to 
entering  on  duty  with  the  FBI,  he  was  engaged  in 
negligence  and  claims  practice  in  Duluth,  Minne- 
sota. 

He  has  been  active  in  youth  and  recreation  organ- 
izations where  he  serves  as  First  Aid  Instructor  for 
the  American  Red  Cross,  and  formerly  assisted  in 
training  programs  of  the  Northwest  Region,  National 
Ski  Patrol.  He  was  formerly  Regional  Chairman  of 
the  Ski  Patrol  in  Michigan.  Mr.  Cook  resides  with 
his  wife  and  daughter  on  Mercer  Island. 
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The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


Special  diets  are  efficiently  scheduled  in  this  modern,  stainless  steel  kitchen  in 
the  new  Shadel  Hospital.  You  are  welcome  to  inspect  the  facilities  of  the  hospital 
which  has  been  designed  specifically  for  the  treatment  of  alcoholism.  12001 
Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100. 
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Colloquium  on  Sexual  Psychopathy 


Forty-fifth  District  State  Senator  Michael  J.  (Mike) 
Gallagher  (second  from  left).  Senator  George  Kupka  (sec- 
ond from  right),  chairman  of  the  Legislative  Council  Sub- 
committee on  State  Institutions,  talked  informally  prior 
to  the  April  2 Colloquium  with  WSMA  president-elect 
Lucius  D.  Hill  (left),  Seattle,  and  guest  speaker  Harold  M. 
Boslow  (right),  director  of  the  Patuxent  Institution  in 
Jessup,  Maryland. 


Twentieth  District  Senator  Joe  Chytil  (center),  Chehalis, 
talked  during  the  Colloquium  with  guest  speaker  Judge 
Dulany  Foster  (left)  of  Baltimore  and  WSMA  president- 
elect Lucius  D.  Hill  of  Seattle.  Senator  Chytil  is  a mem- 
ber of  the  Legislative  Council  Subcommittee  on  State 
Institutions. 


Spokane  participants  in  the  Colloquium  included  State 
Senator  Jimmy  Keefe  (center),  member  of  the  Legislative 
Council  Subcommittee  on  Institutions  and  Father  Conk- 
lin (right),  Gonzaga  University  law  professor.  Senator 
Keefe  and  Father  Conklin  are  shown  visiting  with  Judge 
Dulany  Foster  of  the  Supreme  Bench  of  Baltimore,  Mary- 
land. 


Colloquium  chairman  Harry  D.  Hunter,  Wenatchee  (cen- 
ter), reviewed  the  April  2 program  with  Mr.  George  J. 
MacDonald  (left),  senior  clinical  director  at  Western  State 
Hospital,  who  participated  in  the  KING-TV  documentary 
regarding  the  sexual  psychopath  and  WSMA  president 
Carl  P.  Schlicke.  Dr.  Hunter  is  chairman  of  the  WSMA 
Mental  Health  Committee. 


Superior  and  justice  court  judges,  legislators, 
attorneys,  teachers,  social  workers,  prosecutors, 
parole  personnel,  sheriffs  and  policemen  have  com- 
plimented the  medical  profession  in  providing  need- 
ed leadership  in  sponsoring  the  April  2 Washington 
Colloquium  on  Sexual  Psychopathy.  Over  200  pro- 
fessional persons  discussed  the  adequacy  of  Wash- 
ington state  laws  and  programs  governing  the 
habitual  sexual  offender. 

Garrett  Heyns,  Ph.D.,  Director  of  Institutions  for 
Washington  State,  reported  on  Public  Policy  and 


Practice  concerning  the  Sex  Offender;  Alfred  Auer- 
back,  Associate  Clinical  Professor  of  Psychiatry  at 
the  University  of  California,  spoke  on  Understanding 
Sexual  Deviations;  Judge  Delany  Foster,  of  the 
Supreme  Bench  of  Baltimore,  discussed  the  Defec- 
tive Delinquent  Law  of  Maryland  and  Harold  M. 
Boslow,  Director  of  the  Patuxent  Institute  in  Mary- 
land, spoke  on  the  Maryland  Approach  to  the 
Dangerous  Offender. 

Edward  Stainbrook,  Ph.D.,  Professor  and  Chair- 
man of  the  Department  of  Psychiatry  at  the  Univer* 
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Forty-sixth  District  State  Representative  Audley  F.  Ma- 
haffey  (right)  served  as  a discussion  leader  on  the  prob- 
lem of  the  juvenile  sex  offender  during  the  April  2 Collo- 
quium. Mr.  Mahaffey  is  shown  talking  with  (left  to  right) 
Harold  M.  Boslow,  director  of  the  Patuxent  Institute,  Jes- 
sup, Maryland,  a Colloquium  guest  speaker;  Judge  Albert 
N.  Bradford,  Walla  Walla,  president  of  the  State  Superior 
Court  Judges  Association  and  Harry  D.  Hunter,  Wenatchee, 
chairman  of  the  State  Medical  Association  Mental  Health 
Committee. 


sitv  of  Southern  California,  provided  the  Conference 
Summation. 

Conference  participants  were  given  the  oppor- 
tunity to  discuss  Washington  laws  and  programs 
during  informal  afternoon  discussion  sessions. 

MAJOR  RECOMMENDATIONS  MADE  DUR- 
ING THE  COLLOQUIUM  DISCUSSION  SES- 
SIONS AND  THE  HIGHLIGHTS  OF  THE  SUM- 
MATION ADDRESS  BY  DR.  STAINBROOK  WILL 
BE  PUBLISHED  IN  THE  JUNE  ISSUE  OF 


An  estimated  60,000  viewers  watched  the  KING-TV 
“Community  Workshop”  documentary  on  the  Sexual  Psy- 
copath  April  17.  The  program  reviewed  the  causes  and 
understanding  of  sexual  deviations.  The  moderator  was 
Lucius  D.  Hill,  Seattle,  WSMA  president-elect  (second  from 
left),  and  panel  members  included  Colloquium  guest  speak- 
ers Edward  Stainbrook,  Ph  D.  (left),  and  Alfred  Auerback 
(right).  George  MacDonald  (second  from  right).  Senior 
Clinical  Director  at  Western  State  Hospital,  served  as  a 
panel  member  and  moderated  a film  on  the  program  at 
Western  State  Hospital  for  a limited  number  of  sex  of- 
fenders. 

NORTHWEST  MEDICINE. 

Legislators  attending  the  Colloquium  included: 
Senator  Joe  Chytil,  Chehalis;  Senator  George  Kupka, 
Tacoma;  Senator  Jimmy  Keefe,  Spokane;  Senator 
Michael  Gallagher,  Senator  Robert  Grieve,  Senator 
Jack  England,  Senator  Walter  B.  Williams,  Repre- 
sentative Wes  Uhlman,  Representative  Gladys  Kirk, 
Representative  Audley  F.  Mahaffey,  and  Representa- 
tive Avery  Garrett,  all  of  Seattle;  and  Representative 
Dick  King,  Everett. 


Review  of  Actions  of  Executive  Committee  and  Board  of  Trustees 
of  the  Washington  State  Medical  Association 

February,  March  and  April,  1966 


February  16,  1966 

L— Reviewed  a request  from  Dean  Hogness  for 
WSMA  support  for  passage  of  Referendum  No.  15. 
The  Executive  Committee  felt  support  should  be 
given  to  that  portion  of  the  Referendum  that  referred 
to  a $9,600,000  budget  for  the  University  of  Wash- 
ington to  construct  and  equip  health  sciences  expan- 
sion and  to  construct  facilities  needed  by  the  State 
Department  of  Institutions.  However,  the  Committee 
felt  that  the  Association  was  not  knowledgeable 
enough  in  other  items  in  the  proposal  to  offer  a 
blanket  endorsement  of  the  Referendum. 

2.— Reviewed  a request  from  the  Seattle  Visitors 


Bureau  asking  the  Washington  State  Medical  Asso- 
ciation to  extend  an  invitation  to  a group  of  physi- 
cians from  the  Taiwan  Medical  Association  to  visit 
Seattle  and  the  United  States;  approved  the  request 
and  directed  the  Executive  Secretary  to  write  a 
letter  of  invitation  to  the  Taiwan  Medical  Associa- 
tion. 

3.— Received  a request  from  the  Health  Insurance 
Council  for  a general  liaison  meeting  between  the 
Health  Insurance  Council  state  committee  and  the 
Washington  State  Medical  Association,  and  indicated 
they  would  be  pleased  to  meet  with  H.I.C.  to  dis- 
cuss matters  of  common  interest. 

4.— Received  a request  from  the  Puget  Sound 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


pleasant-tasting  cremomycin  can  answi- 
the  call  for  help.  It  can  be  counted  on 
consolidate  fluid  stools,  soothe  intestin 
inflammation,  inhibit  enteric  pathogen 
and  detoxify  putrefactive  materials  — us 
ally  within  a few  hours. 

cremomycin  combines  the  bacteriostat 
agents,  succiny Isulfath iazole  and  neom 
cin,  with  the  adsorbent  and  protective  d1 
mulcents,  kaolin  and  pectin,  for  compr 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaoli 
Withhold  if  diverticulosis  is  present  or  suspectej 
Precautions:  Sulfonamide:  Continued  use  requirj 
supplementary  administration  of  thiamine  and  vit,] 
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your  for 
Cremomycin 
can  provide  relief 


i K.  Neomycin:  Patient  should  be  observed  for 
. infections  due  to  bacteria  or  fungi.  Side  Effects: 
onamide:  Sensitivity  reactions  may  occur  (e.g., 
rashes,  anemia,  polyneuritis,  fever;  agranulo- 
sis  with  a fatal  outcome  has  been  reported), 
uction  of  thiamine  output  in  the  feces  and  of 
min  K synthesis  has  been  observed.  Neomycin-, 
sea,  loose  stools  possible, 
ore  prescribing  or  administering,  read  product 
\ular  with  package  or  available  on  request. 


omptly  relieves  diarrheal  distress 

Jremomycin 

ITIDIARRHEAL  ** 

nposition:  Each  30  cc.  contains  neomycin  sulfate 
) mg.  (equivalent  to  210  mg.  of  neomycin  base), 
cinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
.,  pectin  0.27  Gm. 

'MERCK  SHARP  &D0HME  Division  of  Merck  & Co..  Inc..  West  Point,  Pa. 

ere  today's  theory  is  tomorrow’s  therapy 
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Chapter  of  the  American  Pharmaceutical  Association 
requesting  cooperation  of  the  Washington  State 
Medical  Association  in  a program  to  allow  the  poison 
antidote  Ipecac  Syrup  to  be  available  in  the  home 
without  prescription.  It  was  pointed  out  that  the 
Federal  Drug  Administration  recently  announced 
that  Ipecac  Syrup  will  be  allowed  to  be  sold  with- 
out prescription  to  make  it  readily  available  for  first 
aid  use  under  medical  supervision  to  induce  retch- 
ing in  certain  kinds  of  poisoning.  (Subsequently, 
the  Pediatrics  Section,  to  whom  the  matter  was 
referred,  reported  favorably  on  the  program.) 

5. — The  WSMA  President  appointed  the  follow- 
ing ad  hoc  Committee  of  the  Board  of  Trustees 
to  study  the  Foundation  Proposal:  H.  Paul  Dygert, 
Internist,  Vancouver,  Chairman;  William  Bowen, 
Ophthalmologist,  Tacoma;  Robert  Coe,  Surgeon,  Se- 
attle; Herbert  Lynch,  Surgeon,  Yakima;  Robert  Park- 
er, Internist,  Spokane;  J.  Walfred  Wallen,  G.P.,  Bur- 
lington; Duncan  Robertson,  G.P.,  Seattle. 

March  16,  1966 

6. — Reviewed  the  recommendations  of  the  Occu- 
pational Health  Committee  concerning  a report  en- 
titled “Protecting  the  Health  of  Eighty  Million 
Americans— A National  Goal  for  Occupational 
Health”  (Frye  Report).  This  report  makes  a strong 
appeal  for  additional  funds  for  the  Division  of  Oc- 
cupational Health  of  the  United  States  Public  Health 
Service. 

7. — Appointed  Walter  J.  Kennedy,  Yakima;  Don- 
ald Lewis  and  Donald  McIntyre,  Seattle,  as  WSMA 
representatives  on  the  Interprofessional  Committee 
on  Adoptions. 

8. — Received  information  from  the  Central  Office 
regarding  the  work  being  done  to  ascertain  the 
accuracy  of  statistics  published  in  the  “This  Week 
Sunday  newspaper  supplement  stating  that  the  State 
of  Washington  has  the  second  highest  rate  of  draft 
rejectees  in  the  United  States.  (The  statistics  were 
found  to  be  inaccurate  and  corrective  wire  services 
stories  were  initiated  through  the  State  Department 
of  Health  and  the  Office  of  the  Superintendent  of 
Public  Instruction.  However,  the  Executive  Com- 
mittee pointed  out  that  the  corrected  statistics  still 
left  much  to  be  desired  and  approved  continuing 
involvement  with  the  Draft  Rejectee  program  pre- 
viously endorsed  and  implemented,  and  with  health 
educators  through  current  Association  cooperative 
projects  being  conducted  with  the  public  and  pri- 
vate schools  by  the  WSMA  Committee  on  School 
Health.) 

9. — Discussed  the  question  of  AMA  cooperation 
with  the  Joint  Commission  and  Government  Agen- 
cies with  reference  to  recent  trends  towards  making 
records  requirements  for  community  hospitals  equal 
to  university  teaching  hospitals. 

10.— Declined  to  send  representatives,  at  State 


Association  expense,  to  the  AMA’s  Second  National 
Conference  on  Health  Education  of  the  Public,  April 
14-16,  1966,  and  the  AMA’s  Third  Congress  on  the 
Impact  of  Environment  on  Accidental  Injuries  and 
Fatalities,  but  requested  copies  of  the  proceedings. 
(WSMA  Committees  are  currently  functioning  effec- 
tively in  these  areas.) 

11. — Received  for  further  study  a proposed  state- 
ment by  the  WSMA  Immediate  past  president  on  the 
responsibilities  and  beliefs  of  the  medical  profession. 
April  13,  1966 

12. — Received  a report  from  E.  Donald  Lynch  of 
Yakima,  on  completed  programs,  programs  in  prog- 
ress and  problems  faced  by  the  WSMA  Civil  Disaster 
Committee.  Dr.  Lynch  explained  his  official  position 
in  the  State  Department  of  Civil  Defense  as  an 
assistant  to  General  Llewellyn  and  pointed  out  how, 
under  state  laws,  the  WSMA  has  certain  responsi- 
bilities. The  Executive  Committee  discussed  in  detail 
problem  areas  in  civil  disaster  with  Dr.  Lynch,  in- 
cluding the  education  of  physicians  to  the  needs  in 
civil  disaster  and  the  training  of  paramedical  person- 
nel in  expanded  functions  was  given  careful  con- 
sideration. 

The  Executive  Committee  commended  Dr. 
Lynch  for  his  excellent  report  and  fine  direction  as 
Chairman  of  the  WSMA  Civil  Disaster  Committee 
and  Chairman  of  the  Washington  State  Council  for 
Disaster  Medical  Services.  He  was  asked  to  present 
a brief  report  of  committee  activities  before  the 
WSMA  Board  of  Trustees  at  its  May  15  meeting  in 
Yakima. 

13. — A President’s  Report  included  the  following: 

A. — A report  was  made  on  tentative  legis- 
lative plans  by  the  Department  of  Institutions.  Some 
of  these  plans  include:  (1)  after-care  centers;  (2) 
subsidizing  indigent  patients  in  community  hospitals; 
(3)  changes  in  commitment  laws;  (4)  amending 
the  Basic  Science  Law  to  permit  physicians  to  work 
in  institutions  without  first  passing  a basic  science 
examination;  (5)  considering  the  closure  of  Northern 
State  Hospital,  and  (6)  administering  of  drugs  by 
other  than  physicians. 

B. — Dr.  Schlicke  reported  that  United 
States  Surgeon  General  William  Stewart,  had  been 
invited  to  speak  at  the  WSMA  Annual  Meeting. 

14. — Approved  WSMA  co-sponsorship  of  a state- 
wide meeting  with  the  Washington  State  Tubercu- 
losis Association  and  the  Washington  State  Thoracic 
Association,  to  be  held  in  Seattle  on  May  13,  1966. 

15. — Reviewed  Public  Health  Service  Act  Amend- 
ments now  before  Congress  on  Senate  Bill  No.  3008, 
and  an  identical  version  listed  as  H.R.  13197.  The 
Executive  Committee  referred  this  to  the  WSMA 
Public  Laws  Committee  with  a request  that  a report 
be  prepared  as  soon  as  possible. 

16. — The  Executive  Committee  was  advised  by 

continued  on  page  432 
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ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It's  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth, 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (B2), 
10  mg.;  Pyridoxine  hydrochloride  (B6), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A,  H.  ROBINS  COMPANY.  INC.,  >3,L|.nf"l  R I M C 
RICHMOND,  VIRGINIA  23220  #ITr  I /UDIIM3 


—a  good  reason  for 

ALLBEE  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can’t 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.”1  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone.2 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.2  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('U  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 

IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital (3Ai  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730's  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A H.  ROBINS  COMPANY.  INC  , RICHMOND.  VA. 
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continued  from  page  248 

M.  Shelby  Jared  that  the  Shrine  organization  is 
considering  Seattle  as  one  possible  area  in  which  to 
build  a Shrine  Child  Burn  Institute.  The  patients 
for  the  proposed  facility  would  come  largely  from 
outside  the  State  of  Washington,  according  to  in- 
formation presented. 

While  Childrens  Orthopedic  Hospital  would 
prefer  a Shrine  wing  to  be  added  to  the  present 
complex,  they  have  offered  to  donate  land  on  which 
the  Shrine  Institute  could  be  constructed.  As  ap- 
proval for  this  project  has  been  requested  of  the 
WSMA,  the  Executive  Committee  directed  a letter 
be  written  reiterating  that  a wing  to  Childrens  Ortho- 
pedic Hospital  would  be  desirable;  however,  if  this 
is  not  feasible,  a separate  unit  in  conjunction  with 
Childrens  Orthopedic  Hospital  would  be  satisfactory 


Be  It  Further  Resolved,  that  the  following 
principles  may  serve  as  a guide  for  future  provision 
of  medical  services. 

(1)  No  exploitation  of  professional  services. 
We  cannot  allow  any  governmental  agency  or  group 
to  exploit  or  debase  our  services  any  more  than  a 
private  individual  or  corporation  is  allowed  to  fi- 
nancially profit  from  our  services.  Since  the  federal 
government  has  stated  that  all  federal  or  federal 
matching  plans  must  conform  to  a “uniform  standard 
of  medical  care,”  it  should  be  made  crystal  clear 
that  physicians  should  no  longer  be  asked  to  under- 
write the  cost  of  medical  care  to  such  welfare  pro- 
grams as  they  have  in  the  past. 

(2)  Physician  responsibility  for  proper  medical 
care  must  be  adequately  recognized.  Medical  service 
rendered  by  physicians  to  federal  or  state  sponsored 
programs  must  represent  the  best  in  quality  care 
and  the  physician  must  be  remunerated  in  accord- 
ance with  the  “usual  and  customary  fees  in  his 
community.”  No  longer  will  doctors  submit  to  sub- 


MARK  YOUR  CALENDAR  FOR 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 
ANNUAL  MEETING 

Davenport  Hotel,  Spokane,  Washington 
September  18-21,  1966 
Twelve  Guest  Speakers  in  Seven 
Specialties  * * * General  Session 
with  Additional  Speakers 
Scientific  Papers  * * * Live  Color 
Television  * * * Scientific  and 

Technical  Exhibits 

****** 

Historical  Tour  * * * Football  Game 
Golf  Tournament  * * * Fishing  Derby 
Luncheons  * * Receptions  * * Banquets 


as  there  appears  to  be  a need  for  such  a facility  in 
the  area. 

17.— Reviewed  a draft  prepared  by  Roland  Pink- 
ham  setting  forth  Principles  of  Physician  Participa- 
tion in  Government  Medical  Programs.  The  Execu- 
tive Committee  recommended  that  the  final  report 
be  presented  to  the  WSMA  Board  of  Trustees  and 
AMA  Delegates  for  consideration.  A copy  of  the 
draft  follows,  and  comment  by  members  is  invited: 

Principles  of  Physician  Participation  in  Future 
Governmental  Medical  Programs 

(Proposed  Statement  by  Roland  D.  Pinkham,  M.D.) 

Be  It  Resolved,  that  as  physicians  we  must  agree 
to  certain  fundamental  principles  so  that  future 
administrators  and  lawmakers  understand  and  re- 
spect our  responsibility  to  society.  If  these  principles 
are  disregarded,  future  evaluation  and  quality  control 
of  medical  care  will  cease  to  be  our  responsibility; 
and 


standard  fees  as  they  have  in  the  past.  We  have 
gladly  given  of  our  time  and  effort  and  will  continue 
to  do  so  for  unfortunate  individuals  not  covered  by 
federal  or  state  welfare  programs,  but  henceforth 
uniform  standards  of  care  mean  uniform  cost  of 
services  to  those  agencies  requesting  our  services. 

(3)  Professional  acceptance  of  salaried  and 
part-time  medical  services  to  industry,  institutions 
and  health  services  on  a non-profit  basis.  There  is 
no  objection,  ethically  or  morally,  to  a physician 
being  on  a salary  provided  the  employing  agency- 
does  not  exploit  his  services  for  a profit  which  would 
constitute  corporate  practice  of  medicine,  and  there- 
fore, be  illegal.  This  applies  to  both  public  or  pri- 
vately sponsored  programs.  To  violate  these  prin- 
ciples would  court  disaster  and  undermine  profes- 
sional responsibility  and  integrity.  It  is  not  illegal 
or  unethical  for  a physician  to  work  part-time  or 
full-time  for  a hospital,  nursing  home,  retirement 
home,  insurance  company,  health  agency,  providing 
the  hospital,  institution  or  agency  is  not  making  a 
profit  or  exploiting  his  services,  or  that  the  money 
derived  from  his  service  goes  to  subsidize  deficits 
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in  other  departments  or  services  of  the  institution. 
Wherever  possible,  physicians  fees  should  be  charged 
directly  to  the  patient. 

(4)  The  importance  of  maintaining  medical 
information  confidential.  Legally,  ethically  or  moral- 
ly a third  party  has  no  right  of  access  to  confidential 
information  between  a patient  and  his  doctor.  This 
information  is  divulged  only  by  written  consent  from 
the  doctor  and  the  patient.  No  governmental  or  pri- 
vate agency  has  this  legal  right  unless  a release  is 
signed  in  advance,  or  in  such  cases  where  the  infor- 
mation is  used  only  for  tabulation  of  fiscal  liability 
in  providing  such  services. 

(5)  Hospital-based  physicians,  when  perform- 
ing personal  services  to  patients,  should  charge  a 
"usual  and  customary”  fee  for  his  services.  A hos- 
pital-based physician  should  be  directly  responsible 
to  each  patient  he  cares  for  and  should  bill  each 
patient  directly  for  his  services.  In  cases  where  a 
physician  performs  a supervisory  service  for  hospital 
service  such  as  laboratory  testing,  EKG,  special 
technical  procedures,  etc.,  he  should  be  remunerated 
in  accordance  with  his  responsibilities  as  authorized 
by  the  Medical  Staff  of  that  hospital  or  institution. 

(6)  The  significance  of  the  physician  in  estab- 
lishing and  maintaining  quality  control  of  medical 
care.  As  a human  right,  medical  care  has  never  been 
denied,  nor  should  it  ever  be.  Professional  services 
must  remain  available  to  all,  but  as  physicians  we 
alone  are  able  to  evaluate  quality  medical  care. 
Quality  control  of  medical  care  in  a given  hospital 
rests  with  the  Medical  Staff,  their  committees  and 
with  the  Joint  Commission  on  Accreditation. 

(7)  The  choice  of  treatment  must  be  the  re- 
sponsibility of  the  doctor  attending  the  patient. 
Medical  care  cannot  be  ruled  by  bureaucratic  or 
government  agencies.  The  doctor  caring  for  a given 
patient  must  be  given  responsibility  for  the  medical 
treatment  of  the  individual. 

Medical  Show  Scheduled  on  Radio  KING 

“Doctor’s  House  Call,”  featuring  James  Rogers 
Fox,  is  broadcast  Monday  through  Friday  at  10:45 
a.m.  on  radio  KING-AM  (1090)  and  FM  (98.1  me.), 
Seattle. 

The  five-minute  radio  feature,  written  and  nar- 
rated by  Dr.  Fox,  is  designed  to  bring  a brief  visit 
on  health  into  listeners’  homes  on  a regular  basis. 
Each  program  covers  a different  topic  ranging  from 
influenza  to  antibiotics,  tuberculosis  to  the  ageing 
process,  vaccinations  to  causes  of  high  blood  pres- 
sure, chest  x-ray  to  acne  and  anemia.  An  oudine  of 
problems,  methods  of  treatment,  the  use  of  x-rays 
in  diagnosis,  and  various  measures  used  by  physi- 
cians are  typically  included  on  each  show. 

The  series  is  approved  by  the  Washington  State 
Medical  Association.  Each  program  is  reviewed  and 
authenticated  in  advance  by  the  Physicians  Advis- 
ory Committee  for  Radio,  TV  and  Motion  Picture 
of  the  American  Medical  Association. 

Dr.  Fox  is  on  the  faculty  of  the  University  of  Min- 
nesota Medical  School.  A practicing  internist,  he 
serves  as  TV-Radio  Chairman  of  the  Minnesota  State 
Medical  Association. 


DOCTORS  . . . 

for  your  OVERWEIGHT  PATIENTS 
we  are  pleased  to  announce 
the  opening  of  a 

REDUCING 

RETREAT 

CLOSE  TO  SEATTLE 
(2-1/2  hours  by  car) 

THE  EASY  WAY  . . . 

• Enjoy  yourself  while  losing  up 
to  14  lbs.  a week. 

• Fasting  with  Doctor’s  approval. 

• Amazing  results  . . . and  so  in- 
formal. 

• With  compatible  companions. 

• Organized  recreation;  swimming, 
crafts,  bridge,  bingo,  etc. 

• $126  - $182  per  week  includes 
deluxe  accommodation  (air  con- 
ditioned), all  meals  and  activ- 
ities. 

• For  Men  and  Women. 

• No  Steaming,  No  Sweating,  No 
Rolling  it  off. 

THE 
GOLDEN  KEY 

located  at  the 

ROYAL  TOWERS  HOTEL 

NEW  WESTMINSTER,  B.C.,  CANADA 


* 
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OBITUARIES 

dr.  henry  f.  thiel,  retired  physician  from  Seattle, 
died  December  11  of  generalized  arteriosclerosis. 
A 1913  graduate  of  the  University  of  Oregon  Medi- 
cal School,  Dr.  Thiel  received  his  license  to  practice 
medicine  in  1914.  Dr.  Thiel  was  77. 

dr.  albert  morefield,  88-year-old  retired  physi- 
cian, died  January  10  of  coronary  insufficiency.  A 
resident  of  the  Yakima  area,  Dr.  Morefield  practiced 
in  Wapato  for  many  years  before  he  moved  to 
Yakima  in  1944.  He  received  his  medical  degree 
from  St.  Louis  University  School  of  Medicine  in 
1902  and  his  license  in  1920. 

dr.  earl  h.  current,  82,  died  January  18.  Cause 
of  death  was  determined  as  cholangitis  and  pyelo- 
phlebitis.  University  of  Minnesota  Medical  School 
awarded  Dr.  Current  his  degree  in  1907.  After  re- 
ceiving his  license  in  1911,  Dr.  Current  practiced 
for  a short  time  in  Spokane  and  then  moved  to 
Seattle  where  he  practiced  until  his  retirement  in 
1954. 

dr.  russell  b.  hanford,  Spokane  internist  and 
cardiologist,  died  December  28.  Carcinoma  of  the 
liver  caused  his  death.  Dr.  Hanford,  aged  60,  re- 
ceived his  medical  degree  from  Harvard  Medical 
School  in  1935.  He  had  practiced  in  Spokane  since 
1941  except  for  four  years  of  duty  in  the  Air  Force 


in  World  War  II.  He  was  a member  of  American 
College  of  Chest  Physicians,  American  College  of 
Physicians,  American  Society  of  Internal  Medicine 
and  American  Thoracic  Society. 

dr.  edward  barnes  riley,  82,  retired  general 
practitioner  from  Aberdeen,  died  December  6 of 
cerebral  thrombosis.  He  was  granted  his  medical 
degree  in  1907  at  the  University  of  Vermont  College 
of  Medicine.  Receiving  his  license  to  practice  medi- 
cine in  1910,  Dr.  Barnes  had  practiced  in  Aberdeen 
for  more  than  50  years.  He  served  as  Grays  Harbor 
County  coroner  from  1944  to  1960  and  was  county 
health  officer  for  many  years. 

dr.  milton  j.  schultz,  56,  died  November  25 
of  shock  due  to  burns  on  80  per  cent  of  his  body.  A 
1935  graduate  of  the  University  of  Colorado  School 
of  Medicine,  Dr.  Schultz  had  resided  in  Renton  for 
many  years.  He  was  a member  of  the  American 
Society  of  Abdominal  Surgeons. 

dr.  dimitry  v.  ogievsky,  Seattle,  died  December 
1.  Carcinoma  of  prostate  with  generalized  metas- 
tases  caused  his  death.  Dr.  Ogievsky,  a native  of 
Russia,  came  to  the  United  States  in  1921.  He 
received  his  medical  degree  from  the  University 
of  Oregon  Medical  School  in  1928  and  his  license 
in  1929.  He  had  practiced  in  Klickitat  until  1942 
before  his  retirement  when  he  moved  to  Seattle. 
Dr.  Ogievsky  teas  69. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’Ld 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Passim 

Caught  as  we  are  in  a vertiginous  spiral  of  inflation, 
it  seems  likely  that  before  long  most  of  our  profes- 
sional organizations  will  be  obliged  to  raise  their 
dues  in  order  to  meet  increased  operating  costs. 
This  being  the  case,  it  would  seem  prudent  at  this 
point  to  pause  and  take  stock  in  order  to  determine 
how  our  dues  compare  with  those  of  other  groups 
and  to  consider  the  manner  in  which  our  organiza- 
tions are  serving  us  and  whether  or  not  we  approve 
of  the  direction  in  which  they  are  moving. 

A journeyman  plumber  whose  take  home  pay  is 
$5.50  an  hour  contributes  $15.75  a month  to  his 
union.  A carpenter  whose  wages  are  $4.84  an  hour 
has  union  dues  of  $8.65  a month.  A model  gives  her 
union  a sizable  chunk  of  her  salary  and  in  addition 
has  to  find  herself  jobs.  A newspaper  reporter  earn- 
ing $9,000  a year  pays  $144  annually  to  his  guild. 
Airline  pilots  pay  1.5  per  cent  of  their  gross  salary 
to  the  Airline  Pilots  Association.  Osteopaths  pay  $100 
annually  to  their  national  organization,  plus  state 
organization  charges.  Thus  it  would  appear  that  even 
with  a substantial  hike,  our  dues  still  would  not 
be  exorbitant.  Interestingly  enough,  only  27.4  per 
cent  of  the  AM  A income  is  derived  from  member- 
ship dues,  the  remainder  coming  from  advertising, 
subscriptions,  exhibit  space,  etc. 

In  considering  how  our  organizations  serve  us,  it 
would  seem  appropriate  to  call  attention  to  the  often 
forgotten  fact  that  the  American  Medical  Associaion 
and  its  constituent  State  Medical  Associations  and 
County  Medical  Societies,  in  spite  of  the  obloquy 
and  vilification  to  which  they  are  frequently  sub- 
jected, are  among  the  few  remaining  truly  demo- 
cratic institutions.  If  there  are  things  we  do  not  like 
about  them  we  are  not  restricted  to  futile  complaint 
and  impotent  disapproval.  We  may  instruct  our 
delegates  to  seek  their  alteration.  If  enough  others 
share  our  sentiments,  the  desired  changes  may  be 
accomplished.  This  is  in  distinct  contrast  to  the 
situation  that  exists  in  many  of  our  specialty  organ- 
izations where  a small  governing  body  determines 
policy  and  carries  on  most  of  the  activities  with  the 
rank  and  file  having  little  or  no  voice  in  the  pro- 
ceedings. 

County  society  gatherings  represent  the  modern 
professional  counterpart  of  the  old  New  England 
town  meetings;  although  the  rantings  of  the  occa- 
sional blusterer  or  boor  may  try  our  patience  sorely, 
for  the  most  part  considerable  sensible  discussion 
takes  place.  Most  important  of  all,  here  is  a forum 
where  any  physician  may  candidly  and  uninhibitedly 
give  expression  to  his  ideas,  feelings  and  convictions. 
Each  county  medical  group  has  its  own  unique 
local  problems.  Thoughtful  deliberation  and  free 
discussion  will  usually  point  the  way  to  satisfactory 
solutions. 

With  each  passing  year  the  scope  of  activities 


PRESIDENTS  page 


CARL  P.  SCHLICKE,  M.D. 


of  our  State  Medical  Association  seems  to  widen. 
Already  this  year  we  have  collaborated  with  the 
Washington  State  Hospital  Association  in  presenting 
a symposium  on  hospital  staff  organization  and 
utilization  review  committees.  Our  school  health 
committee  has  promoted  its  second  biennial  confer- 
ence on  physicians  and  schools.  The  mental  health 
committee  has  conducted  a colloquium  on  sexual 
psychopathy.  A congress  on  health  frauds  and  quack- 
ery is  in  the  offing,  as  is  “Operation  Earthquake” 
an  exercise  to  be  carried  out  by  the  Civil  Disaster 
Committee.  A series  of  regional  conferences  on 
communicable  diseases  is  currently  in  progress.  These 
are  major,  statewide  enterprises,  in  addition  to  our 
September  three-day  scientific  meeting.  Such  meet- 
ings stem  from  the  demands  of  our  membership 
for  information  and  the  expectations  of  the  public 
for  medical  leadership  in  health  matters.  Much  of 
the  thrust  of  these  meetings  and  of  many  other 
committee  programs  is  for  the  benefit  of  the  public. 

Periodically  a suggestion  is  made  that  we  should 
“pull  in  our  horns”  and  restrict  our  activities  to 
simple  housekeeping  chores.  Were  we  to  do  this, 
who  would  stand  guard  in  the  legislature  against 
the  incursions  of  the  cultists,  the  antivivisectionists 
and  the  quacks?  Who  would  strive  for  the  passage 
of  sound  legislations  such  as  the  Medical  Examiner 
Act,  the  Good  Samaritan  Law,  etc.?  Who  would 
advise  the  legislature  regarding  the  many  bills  per- 
taining to  health  and  the  practice  of  medicine? 
Furthermore,  there  is  bargaining  to  be  carried  out 
with  the  Welfare  Department,  with  the  Departmnet 
of  Labor  Industries;  there  is  service  to  be  rendered 
on  advisory  committees  to  the  Governor,  to  the  legis- 
lature, to  the  Health  Department,  to  the  Department 
of  Institutions,  and  to  the  Department  of  Motor 
Vehicles.  These  are  activities  which  are  essential 
to  promote  good  patient  care,  to  protect  doctor- 
patient  relationships  and  to  insure  adequate  compen- 
sation to  physicians  for  their  efforts.  It  is  difficult 
to  see  how  we  can  retrench  and  still  fulfill  our  obli- 
gations to  the  public,  to  our  members,  and  to  then- 
patients. 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


5hojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
)ns  ever  compounded  to  treat  peptic  ulcer  and  gastric 
eracidity. 

I a mixture  of  two  types  of  alumina  gel — one  reactive, 
non-reactive.  The  antacid  gel  reduces  gastric  acid  to 
-corrosive  levels,  and  the  demulcent  gel  prolongs  the 
.1  protective  effect.  Thus  pain  is  relieved  and  healing 
moted. 

npletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


tMPHOJEL 

UMINUM  HYDROXIDE  GEL,  WYETH 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


Wyeth  Laboratories 


Philadelphia,  Pa. 


There  may  indeed  be  just  cause  for  concern  re- 
garding the  expense  of  some  of  these  programs  and 
our  obligation  to  bear  the  total  cost  of  public 
service  projects.  To  be  sure,  such  activity  not  only 
serves  a noble  purpose,  but  also  earns  for  the  mem- 
bers of  the  Association  appreciation  and  respect 
which  no  amount  of  advertising  or  public  relations 
expertise  can  buy,  yet  should  they  be  expected 
to  foot  the  entire  bill?  Currently  an  ad  hoc  Com- 
mittee from  the  Board  of  Trustees  is  investigating  the 
feasibility  of  establishing  a WSMA  Foundation, 
comparable  to  those  in  operation  in  California  and 
New  York.  In  addition  to  mitigating  public  service 
costs,  the  Foundation  could  furnish  support  for  much 
needed  research  projects  such  as  medical  needs  and 
the  manner  in  which  they  are  being  met  in  the  State 
of  Washington,  the  distribution  and  training  of  all 
types  of  health  service  personnel,  and  how  best  to 
participate  effectively  in  the  programs  developed 
under  the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments. 

When  we  consider  the  AM  A we  are  apt  to  think 
first  of  the  criticism  habitually  directed  against  it, 
that  its  attitude  is  negative,  and  that  it  lacks  posi- 
tive programs.  One  may  choose  to  disregard  its 
scientific  meetings  and  postgraduate  courses,  its 
publications,  its  leadership  in  medical  education  and 
health  care,  its  drug  investigations,  its  venereal 
disease  control  program,  its  efforts  in  the  field  of 
areawide  planning,  its  education  and  research  foun- 


dation, the  new  bio-medical  research  institute,  and 
project  Vietnam.  Still  there  can  be  few  physicians 
who  should  not  feel  grateful  for  the  work  currently 
being  done  in  their  behalf  by  the  advisory  commit- 
tees on  Public  Laws  89-97  and  89-239.  If  it  proves 
possible  to  live,  work  and  preserve  some  semblance 
of  sanity  under  Medicare  and  the  Heart  Disease, 
Cancer  and  Stroke  Amendments,  this  will  be  due 
in  no  small  measure  to  the  untiring  efforts  of  these 
two  AMA  task  forces.  None  the  less,  our  delegates 
would  do  well  to  take  a long,  hard  look  at  all  of  the 
activities  of  the  AMA,  and  particularly  at  those  per- 
taining to  the  Joint  Commission  for  Accreditation  of 
Hospitals,  and  the  Council  on  Medical  Education. 
They  should  make  certain  they  like  what  they  see 
before  voting  their  continued  unequivocal  support. 
The  recent  excessive  emphasis  on  policing  activities 
suggests  a loss  of  confidence  in  the  quality  of  Ameri- 
can medicine  and  in  the  character  and  ethics  of 
American  physicians.  These  are  things  of  which  we 
have  heretofore  been  justly  proud  and  regarded  as 
unexcelled  in  any  other  land.  These  are  not  things 
which  have  suddenly  become  shoddy  just  because 
some  new  laws  have  been  passed  and  reams  of 
regulations  released.  There  is  real  danger  that  when 
these  laws  go  into  effect,  enterprise,  initiative  and 
investigation  may  be  stifled.  Let  us  not  add  to  that 
possibility  by  our  own  restrictive  ventures. 


a picture  of  pleasure  and  profit  . . . that’s 

on  the  Long  Beach  Peninsula 
in  Southwestern  Washington 

THE  BEST  INVESTMENT  ON  THE  PACIFIC  COAST- WASHINGTON'S  VACATION  PLAYGROUND 

Property  Availability  Price  Acceptance 


...Surf side  Estates 


The  last  large  piece  of  no- 
bank oceanfront  property 
available  in  the  Northwest. 


Opened  in  September  of  1965  and  still  offer- 
ing homesites  at  one-half  the  price  of  normal 
ocean  property  in  this  area. 


HARRY  DAVIDSON  ENTERPRISES 
5021  CLAREMONT 
P.O.  BOX  2066 
EVERETT,  WASH. 

AL.  9-0276  (EVERETT)  743-2812  (SEATTLE) 

Q Please  send  me  FREE  brochure  and  your 
monthly  news  letter 

Name  

Address  

City  State  

nm 


The  Northwest's  favorite  vacation  spot. 
Clams,  oysters,  beachcombing,  swimming  and 
Washington's  number  one  salmon  area. 

Planned  Facilities 

18-hole  golf  course,  fresh  water  canal,  com- 
mercial area,  roads,  power  and  water  to 
each  site. 

Location 

3 hours  from  Seattle,  and  2 hours  from 
Portland,  Ore.,  the  two  large  metropolitan 
areas  of  the  Northwest. 

minimum  down 

priced  from  $1795  $17  per  month 
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Fun  in  the  Sun  for  Everyone 

It  is  my  privilege  to  extend  a warm,  personal 
invitation  to  all  physicians  of  the  Northwest  to 
attend  the  74th  annual  meeting  of  the  Idaho 
State  Medical  Association  at  Sun  Valley  July  6-9, 
1966. 

The  newest  thinking  in  medicine  will  be  blend- 
ed with  ample  time  for  recreation  and  a de- 
lightful social  program  in  a return  to  the  famous 
“Idaho  Formula.”  It  is  part  scientific,  part  leisure 
—all  pleasure. 

A distinguished  panel  of  scientific  speakers  will 
present  information  on  obstetrics  and  gynecology, 
internal  medicine,  heart  surgery,  pediatrics,  psy- 
chiatry and  biotechnology  for  future  space  flight. 

The  Idaho  State  Medical  Association  will  be 
honored  this  year  to  present  the  President  of  the 
American  Medical  Association  as  Featured  Speak- 
er. Charles  L.  Hudson,  Cleveland,  Ohio,  now  Pres- 
ident-Elect, will  be  making  his  first  visit  as  Presi- 
dent to  the  annual  meeting  of  a state  society. 

Mrs.  Asher  Yaguda,  Newark,  New  Jersey,  will 
visit  as  President  of  the  Woman’s  Auxiliary'  to  the 
American  Medical  Association. 

Mornings  will  be  devoted  to  the  scientific  pro- 
gram and  afternoons  left  open.  The  only  diffi- 
culty will  be  choosing  from  a host  of  activities. 
There  will  be  a golf  tournament  on  the  champion- 


ship 18-hole  course  and  organized  competition 
in  trap  shooting— with  appropriate  prizes.  There 
will  be  fishing,  hiking,  swimming,  tennis,  horse- 
back riding,  sightseeing  and  ice  skating. 

The  convention  center  and  registration,  with 
this  meeting,  moves  over  to  the  Lodge.  All  ac- 
commodations are  available  in  the  Lodge  and  the 
Lodge  Apartments  (Condominiums). 

Scientific  sessions  will  be  held  in  the  pictur- 
esque Opera  House. 

Delightful  social  events  will  include  a cocktail 
party  and  barbecue  at  Trail  Creek  Cabin,  the 
annual  banquet,  Stag  Night,  a Basque  dinner  and 
a performance  of  the  Sun  Valley  Ice  Show. 

John  E.  Braddock,  Lewiston,  and  his  Program 
Committee  have  invested  a great  deal  of  time  and 
effort  into  making  this  meeting  outstanding  from 
every  standpoint.  We  think  they  have  succeeded 
admirably. 

You  can  make  reservations  by  dropping  a note 
to  the  Reservations  Department. 

We  look  forward  to  seeing  you  at  Sun  Valley. 

/e/  X/-  S&f)- 


s eve  n ty  -fo  u r t h a n n 

IDA 


Assuring  a wealth  of  scientific  information 
for  physicians  attending  the  74th  annual  meet- 
ing of  the  Idaho  State  Medical  Association  has 
been  the  goal  of  the  Program  Committee. 

Care  has  been  exercised  in  selecting  guest 
speakers,  and  we  have  been  fortunate  to  secure 
such  an  outstanding  panel. 

Interesting  lectures  of  value  to  the  general 
practitioner  and  the  specialist  will  be  presented. 
A special  feature  to  stretch  your  imagination 
will  be  the  discussion  of  medicine  and  inter- 
planetary' travel. 

Balancing  the  substantial  scientific  program 
will  be  a panel  discussion  of  Social  Security' 
Medical  Care,  of  great  interest  at  this  time,  and 
visits  by  the  Presidents  of  the  American  Med- 
ical Association  and  the  A.M.A.  Auxiliary'. 

We  hope  that  you  will  join  us  at  Sun  Valley 
July  6-9  for  an  outstanding  meeting. 


440 

Northwest  Medicine,  May  1966 


WALLACE  H.  PIERCE , M.D. 

PRESIDENT 

IDAHO  STATE  MEDICAL  ASSOCIATION 


ting 

iTE  MEDICAL  ASSOCIATION 

sun  valley  - july  6-9 , 1966 


HOUSE  OF  DELEGATES  meets  at  Noon,  Wednesday,  July  6,  1966 

SCIENTIFIC  SESSIONS  8:30  - 1:30,  Thursday;  9:00  - 1:30,  Friday  and 
8:30  - 1:00,  Saturday 

TRAIL  CREEK  PARTY,  BARBECUE,  Wednesday  evening 
ANNUAL  BANQUET  (black  tie)  Thursday  evening 
FEATURED  SPEAKER,  Friday  afternoon 

ANNUAL  MEETING,  SOUTH  IDAHO  MEDICAL  SERVICE  BUREAU, 
INC.,  Friday  afternoon 

STAG  NIGHT,  Friday 

BASQUE  DINNER,  ICE  SHOW,  Saturday  evening 

REGISTRATION  FEE— Non-Resident  physician  $25.00,  physician's 
wife  $2.00 
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CHARLS 

President,  The  A | 


Dr.  Hudson,  the  121st  President  of  the 
American  Medical  Association,  has  compiled  a 
distinguished  record  of  service.  A member  of 
the  A.M.A.’s  Board  of  Trustees  since  1961, 
the  Cleveland,  Ohio,  physician  is  a diplomate 
of  the  American  Board  of  Internal  Medicine, 
his  specialty’  for  32  years.  He  practices  as  a 


xathan  j.  smith,  m.d.,  Seattle,  Washington 
Professor  of  Pediatrics, 

University  of  Washington  School  of  Medicine 
The  “Battered  Baby’  in  Your  Practice 
Children  of  the  Twentieth  Century 
The  Newborn  that  Bleeds 


albert  a.  kattus,  jr.,  m.d.,  Los  Angeles,  California 

Professor  of  Medicine,  University  of  California 
at  Los  Angeles  School  of  Medicine 
Management  of  Complete  Heart  Block— Use  of  Pacemaker 

Therapeutic  Errors 
Identification  of  Various  Anginal  Syndromes 


george  h.  Gardner,  m.d.,  Chicago,  Illinois 

Professor  Emeritus,  Department  of  Obstetrics  and 
Gynecology,  Northwestern  University’  Medical  School 
Contraceptives;  Indications;  Relative  Value;  Hazards 
Carcinoma-in-sit u of  the  Cervix  Uteri:  Diagnosis  and 
Management 

A Gynecologist  Looks  at  the  Menopause ; Do  Hormones 
Keep  Her  Young? 


s dent  \ 


sun  val 
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member  of  the  Cleveland  Clinic  and  is  an 
Associate  Clinical  Professor  of  Medicine  at 
Western  Reserve  University  School  of  Medi- 
cine. He  is  a past  president  of  both  the  Acad- 
emy of  Medicine  of  Cleveland  and  of  the 
Ohio  State  Medical  Association.  His  topic  will 
be:  “What  is  AMA’s  Posture  Now?” 


it  rers 


c.  h.  hardin  branch,  m.d..  Salt  Lake  City,  Utah 

Professor  and  Chairman,  Department  of  Psychiatry 
University  of  Utah  College  of  Medicine 
Sexual  Education  by  the  Physician 
Psychotherapy  for  the  Neurotic  Patient 
The  Management  of  Depression  and  Suicide  Attempts 


frank  l.  a.  gerbode,  m.d.,  San  Francisco,  California 

Chief  of  Cardiovascular  Surgery,  Presbyterian  Medical  Center 
Aneurysms  of  the  Ascending  Aorta  with  Associated  Aortic 
Valve  Incompetence 

A Surgical  View  of  Congenital  Cyanotic  Heart  Disease 
Clinical  Use  of  the  Heart-Lung  Apparatus— The  Present 
and  Future 


walton  l.  jones,  m.d.,  Washington,  D.C. 

Director,  Biotechnology  and  Human  Research  Division, 
National  Aeronautics  and  Space  Administration 
Advanced  Medical  and  Biological  Research  Required 

for  Interplanetary  Travel 
Biotechnology  for  Future  Space  Flight 


« 6-9,  1966 
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Nurse  Association  Meets 

The  Nurse  Association  Advisory  Committee  of 
the  Idaho  State  Medical  Association  met  recently 
with  the  Idaho  State  Nurses  Association  in  Boise. 
Special  guest  w'as  Mrs.  D.  Ann  Sparmacher,  Chicago, 
Director  of  the  Department  of  Nursing  of  the 
American  Medical  Association. 

Members  of  the  committee  attending  were:  Terrell 

O.  Carver,  Boise,  Chairman;  Joseph  W.  Marshall, 
Twin  Falls;  Reid  H.  Anderson,  Idaho  Falls  and 
Lois  J.  Carter,  Boise.  W.  Paul  Shrum,  Hayden 
Lake,  was  unable  to  attend. 

Idaho  Health  Conference  Planned 

The  population  explosion  and  its  ramifications 
will  be  the  subject  of  the  Idaho  Health  Conference 
May  24-26,  1966,  at  Sun  Valley,  which  will  feature 
a talk  by  James  Z.  Appel,  Lancaster,  Pa.,  President 
of  the  American  Medical  Association. 

Wallace  H.  Pierce,  Lewiston,  President  of  the 
Idaho  State  Medical  Association,  will  preside  at 
the  May  26  morning  session,  when  Dr.  Appel 
speaks.  Terrell  O.  Carver,  Boise,  is  President  of 
the  conference. 

Medical  Societies  Add  Membership 

The  following  physicians  have  been  elected  to 
membership  in  Component  Medical  Societies: 

Ada  County  Medical  Society:  Frank  L.  Fletcher 
and  John  R.  Marks,  both  of  Boise.  Lee  G.  Pulley, 
Meridian.  Raymond  L.  White,  Boise,  w’as  reinstated. 

Bear  River  Valley  Medical  Society:  Jonathan  H. 
Daines,  Montpelier,  currently  on  military  duty. 
Bonner-Boundary  District  Medical  Society:  John 

P.  Herman,  Bonners  Ferry. 

Kootcnai-Benewah  District  Medical  Society:  Rich- 
ard H.  Eggleston,  Spirit  Lake. 

Idaho  Falls  Medical  Society:  Richard  C.  Gilmore 
and  Donald  R.  Bjomson,  both  of  Idaho  Falls. 

North  Idaho  District  Medical  Society:  Ove  A. 
Erdal,  Moscow;  William  M.  Russell,  Orofino,  and 
Elmer  D.  Peffly,  Cottomvood. 

Shoshone  County  Medical  Society:  William  N. 
Dire,  Wallace. 

Southwestern  Idaho  District  Medical  Society: 
Wayne  F.  Allen,  McCall;  Wolfgang  Gnuechtel,  Cald- 
well and  Richard  J.  Giever  and  Thomas  R.  Mc- 
Donnell, both  of  Weiser. 

Idaho  Legislature 

After  26  days  of  maneuvering  and  debate  the 
third  special  session  of  the  38th  Idaho  Legislature 
settled  on  a reapportionment  plan  calling  for  35 
senators  and  70  representatives  and  adjourned 
March  16. 

Governor  Robert  E.  Smylie  has  signed  the 


measure  and  Attorney  General  Allan  G.  Shepard 
asked  for  and  received  approval  by  Federal  District 
Court. 

The  plan,  which  divides  the  state  into  35  nearly 
equally  populated  districts  not  corresponding  to 
county  lines,  also  depends  on  the  willingness  of  the 
court  to  strike  an  Idaho  constitutional  provisions 
which  the  reapportionment  violates. 

Also  signed  into  law  w'as  House  Bill  No.  14, 
which  amends  provisions  of  Idaho  Code  relating  to 
public  assistance,  bringing  the  definition  of  “medical 
assistance”  into  line  with  requirements  of  P.  L.  89-97. 
It  provides  for  medical  assistance  to  recipients  of 
old-age  assistance,  aid  to  dependent  children,  aid 
to  the  blind,  aid  to  the  permanently  and  totally  dis- 
abled and  medically  needy  individuals.  It  gives  the 
Department  of  Public  Assistance  the  pow'er  to  de- 
fine medically  needy  individuals  in  terms  to  meet 
requirements  for  federal  participation  in  medical 
assistance  payments  and  to  set  the  amount,  duration 
and  scope  of  medical  care  to  be  purchased. 


The  next  regular  meeting  of  the  State  Board  of 
Medicine  will  be  held  in  Boise,  July  11,  12,  13, 
1966,  under  the  chairmanship  of  John  E.  Comstock, 
Pocatello.  Other  members  of  the  Board  are  Charles 

A.  Terhune,  Vice-Chairman,  Burley;  Charles  E.  Ker- 
rick,  Caldwell;  James  S.  Newton,  Lewiston;  Orland 

B.  Scott,  Kellogg,  and  Robert  E.  Lloyd,  Boise. 

A temporary'  license  was  granted  in  March  to: 

Samuel  George  Southwick,  Springfield,  Illinois. 
Graduate  of  Jefferson  Medical  College  of  Philadel- 
phia, June  18,  1954.  Internship,  Detroit  Receiving 
Hospital,  Detroit,  Michigan,  June  30,  1955.  Path- 
ology' Residency,  Passavant  Hospital,  Chicago,  July 
1956  to  July,  1957.  University  of  Minnesota  Hos- 
pital, Minneapolis,  July,  1957,  to  July,  1959.  Mayo 
Clinic,  Rochester,  Minnesota,  July,  1959,  to  July, 
1960.  Granted  Temporary  License  No.  361,  March 
28,  1966.  Pathology'. 

OBITUARY 

dr.  j.  woodson  creed,  58,  Twin  Falls,  died  Feb- 
ruary 25,  1966.  He  was  born  July  27,  1907,  at 
Columbia,  Missouri,  where  he  received  his  ele- 
mentary and  secondary  education.  He  received  his 
A.B  and  B.S.  degrees  from  the  University  of  Missouri, 
Columbia,  and  his  M.D  degree  from  the  Saint  Louis 
University  School  of  Medicine,  St.  Louis,  Missouri, 
in  1933. 

Dr.  Creed  completed  his  internship  at  the  Mis- 
souri Baptist  Hospital,  St.  Louis.  He  practiced  for 
eight  months  at  Kirksville,  and  then  went  on  active 
duty  with  the  Civilian  Conservation  Corps  March 
27,  1935,  assigned  to  the  Station  Hospital,  Fort 
Riley,  Kansas,  until  September,  1935.  He  then 
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State  Board  of  Medicine  Section 


teart  disease 
>r  psychic  tension? 

feart  symptoms”  — chest  pain,  tachycardia,  ar- 
■ythmia— invariably  alarm  and  preoccupy  the 
litient,  though  they  may  be  completely  without 
i ganic  basis.  Such  symptoms  often  are  somatic  masks 
' psychic  tension,  arising  from  constant  encounters 
ith  stressful  situations. 

1/hen  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
i ierapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
itient,  to  reduce  his  psychic  tension  and  relieve 
. ssociated  cardiovascular  complaints. 

leurotic  fatigue  — the  chronic  tiredness  resulting 

I om  emotional  strain  which  so  often  accompanies 
Isychogenic  “heart”  symptoms  — also  can  be  con- 
oiled  by  this  highly  useful  agent.  Valium  (diazepam) 
ten  achieves  results  where  other  psychotherapeutic 
| gents  have  failed. 

ialium  (diazepam)  is  generally  well  tolerated,  and 
sually  does  not  impair  mental  acuity  or  ability  to 
inction.  If  side  effects  such  as  ataxia  and  drowsiness 
:cur,  they  usually  disappear  with  dosage  adjustment. 

V^clllLim  (diazepam) 

r 


In  prescribing:  Dosage  —Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually  as 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 
ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


served  in  CCC  camps  in  Kansas,  South  Dakota  and 
Idaho. 

He  received  License  No.  M-1489  to  practice 
medicine  and  surgery  in  Idaho,  October  7,  1936,  and 
established  a practice  at  Filer. 

He  teas  a resident  in  pathology  at  Methodist 
Hospital,  Indianapolis,  in  1940  and  1941.  While  on 
active  military  duty  he  teas  Chief  of  Laboratories 
at  Ft.  Douglas,  Salt  Lake  City,  and  Ft.  Lewis, 
Tacoma. 

Upon  discharge  from  the  Army  as  a Lieutenant 
Colonel,  December  26,  1945,  he  went  to  Tufts 
Medical  College,  Boston,  and  was  associated  for 
several  months  in  the  Department  of  Pathology. 

He  spent  a year  at  Salt  Lake  City,  where  he  was 
associated  with  Dr.  Orin  Ogilvie,  and  he  also  served 
at  St.  Benedict’s  Hospital,  Ogden. 

In  1946  he  returned  to  Twin  Falls  and  set  up  a 
laboratory  in  the  Magic  Valley  Memorial  Hospital, 
where  he  also  established  the  area’s  first  community 
blood  bank. 


He  served  as  President  of  the  South  Central  Idaho 
District  Medical  Society  in  1950  and  several  terms 
as  Delegate  to  the  Idaho  State  Medical  Association. 
He  was  a member  of  the  Cancer  Committee  and 
member  and  Chairman  of  the  Advisory  Committee 
to  the  State  Department  of  Public  Health. 

He  was  a member  of  the  South  Central  Idaho 
District  Medical  Society,  the  Idaho  State  Medical 
Association,  the  American  Medical  Association,  the 
Pacific  Northwest  Society  of  Pathologists,  and  was 
a fellow  of  the  American  Society  of  Clinical  Patholo- 
gists and  the  American  Board  of  Pathology. 

He  served  for  many  years  as  Twin  Falls  County 
Coroner. 

Dr.  Creed  had  been  president  of  the  Kiwanis 
Club  in  Filer  and  a member  of  the  Twin  Falls  club. 
He  was  a member  of  the  Filer  Masonic  Lodge  and 
a 32nd  Degree  Mason;  a member  of  the  El  Korah 
Shrine,  Boise,  and  a past  patron  of  the  Eastern  Star. 
He  was  a member  and  elder  of  the  Presbyterian 
Church. 


X-Ray  of  Month  on  Page  41  1 

The  abdominal  films  reveal  a high,  transverse, 
curled  fetus  partially  surrounded  by  gas  in 
maternal  bowel  loops.  No  uterus  can  be  seen 
displacing  bowel,  or  surrounding  the  fetus.  A 
soft  tissue  shadow  is  seen  in  the  maternal  pelvis 
separate  from  the  fetal  parts. 

RADIOGRAPHIC  DIAGNOSIS:  Abdominal 
Pregnancy.  A laporatomy  was  done  and  a normal 
living  male  infant  was  delivered  from  the  ab- 
dominal cavity.  The  placenta  was  in  the  cul  de 
sac,  attached  to  the  uterus  and  broad  ligaments 
as  well  as  to  the  sigmoid  colon.  Partial  separa- 
tion of  the  placenta  resulted  in  massive  hemor- 
rhage which  was  controlled  by  a supra-cervical 
hysterectomy  and  pelvic  pack. 

Abdominal  pregnancy  occurs  once  in  15,000 
pregnancies,  as  a rule  secondary  to  early  rupture 
of  a tubal  pregnancy.  The  trophoblast  maintains 
its  tubal  attachment  and  then  gradually  extends 
its  implantation  over  the  surrounding  peritoneum. 
Most  patients  have  a history  suggestive  of  a rup- 
tured tubal  pregnancy  with  irregular  bleeding. 
This  is  a serious  complication  of  pregnancy 
with  a maternal  mortality  of  about  10  per  cent 
and  a fetal  mortality  of  about  60  per  cent. 

Physical  examination  reveals  the  fetus  to  be 
in  an  abnormal  position.  Fetal  parts  are  readily 
palpable  and  fetal  heart  tones  loud  when  the 
fetus  is  alive.  The  uterus  can  often  be  palpated 
as  a separate  organ.  Braxton-Hicks  contractions 
are  absent.  Fetal  movements  are  often  painful. 

At  surgery  no  attempt  is  made  to  remove  the 
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placenta.  It  is  left  in  place  where  it  is  at  least 
in  part  absorbed,  often  with  complications.  At- 
tempt to  remove  it  primarily  is  contraindicated 
because  of  the  severe  hemorrhage  encountered. 
If  partial  spontaneous  separation  occurs  (as  in 
this  case)  some  definitive  procedure  must  be 
done  to  control  the  hemorrhage. 

THE  ROENTGEN  SIGNS  OF  ADVANCED 
ABDOMINAL  PREGNANCY 

1. — An  eccentric  malposition  of  the  fetus,  usually 

in  the  transverse  or  breech  position. 

2. — Lack  of  visualization  of  the  uterine  walls 

about  the  fetus. 

3. — Unusual  clarity  of  the  fetal  parts  on  a lat- 

eral view  and  close  proximity  of  the  fetus 
to  the  maternal  abdominal  wall. 

4. — Visualization  of  a soft  tissue  mass  within 

the  maternal  bony  pelvis  below  the  fetus. 

5. — Maternal  intestinal  gas  below  the  fetus  or 

overlying  it. 

6. — Signs  of  fetal  death. 

7. — A lateral  view  may  reveal  fetal  parts  posterior 

to  the  maternal  vertebral  column. 

8. — An  unchanging  fetal  position  on  serial  studies. 

9.  Rarely  there  is  calcification  of  the  amniotic 
sac. 

The  most  constant  roentgen  signs  are  the  first 
three.  Careful  scrutiny  of  the  films  will  often 
reveal  at  least  six  of  the  roentgen  signs. 
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Doctor, 

lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
iverweight  patients. 


mood  elevation  “3 


DESOXYN®  Gradumet"  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamine, 
put  her  on  DESBUTAl!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the  patientand 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 
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controlled  release 


Abbott 

Anorectic 

Program 


lot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
> different  and  what  it  means 
or  your  overweight  patients. 


'he  release  action  is  purely  physical  and  relies  on 
mly  one  factor  common  to  every  patient:  gastro- 
itestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
a patient  ...  or  to  erratic  release  in  the  same 
•atient  from  day  to  day. 

rhat’s  why  the  Gradumet  provides 
:ontrolled-release  as  well  as 
ong  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

& U 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

€ il 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

Aj  an  anofecl*  m treatment  of 
obesity  also  to  counteract  anixty  and  mild  depression 
Desbutal  s contraindicated  in  pa- 
tients taking  a monoamine  ondase  inhibitor  Nervousness 
or  eicesstve  sedation  have  occasionally  been  observed, 
olten  these  effects  still  disappear  alter  a few  dm  Use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympj 
thorn imetK  drugs  Caretut  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  of  melh 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  IS  con  tains  ISmg  of  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  of  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  "watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

of  low  and  non -cator*  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Press  out  tablets  from  this  nd* 
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economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy 
roidism,  old  age,  or  those  sensitive  to  sympatho 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 

Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987.445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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continued  from  page  383 

he  has  been  told  by  the  detail  man,  or  what  he  has 
read  in  the  sometimes  biased  description  of  one  of 
these  agents  in  Physicians’  Desk  Reference,  he  would 
still  have  an  incomplete  picture  of  the  time  thera- 
peutic value  of  the  drug  and  its  likelihood  to  cause 
adverse  reactions.  I would  suggest,  as  does  Dr. 
Bauman,  that  the  physician  limit  his  attention  to 
only  one  or  two  agents  in  each  category  and  then 
gain  some  familiarity  with  the  drug  by  further 
reading  or  inquiiy  from  unbiased  sources. 

Dr.  Bauman  implied  that  the  Rauwolfia  com- 
pounds have  all  but  been  discarded  as  tranquilizers 
in  the  mildly  agitated  patient  because  of  their  rather 
high  incidence  of  adverse  reactions.  Similarly,  in 
some  detail,  he  calls  attention  to  the  higher  inci- 
dence of  toxic  reactions  seen  with  mepazine 
(Pacatal)  which  should  preclude  its  use  in  general 
practice.  Dr.  Bauman’s  description  of  the  various 
untoward  actions  of  the  phenothiazine  tranquilizers 
is  one  of  the  best  summaries  of  this  subject  I have 
read.  The  description  of  the  various  types  of  extra- 
pyramidal  symptoms  caused  by  the  phenothiazines 
is  very  informative.  The  therapeutic  evaluation  of 
these  drugs  places  them  in  their  proper  perspective 
in  comparison  with  each  other.  While  less  is  said 
about  the  minor  tranquilizers  such  as  meprobamate 
and  chlordiazepoxide  (Librium),  these,  too,  are  ade- 
quately evaluated  with  reference  to  both  usefulness 
and  toxicity. 

Dr.  Spoerl  approached  his  appraisal  of  the  anti- 
depressant drugs  from  the  standpoint  of  the  prac- 
ticing psychiatrist.  The  contradictory  results  report- 
ed for  the  use  of  these  agents  are  due  not  only 
to  differences  in  population  samples,  the  locale, 
environment  and  conditions  under  which  they  were 
treated  but,  mainly,  to  improper  diagnosis  of  the 
type  and  cause  of  the  depression.  He  then  defines 
and  categorizes  in  a quite  acceptable  manner  the 
various  types  of  depressive  moods,  depression  syn- 
dromes, and  depression  as  a disease  entity  in  itself. 
Using  this  information  as  a guideline  enables  the 
practitioner  to  make  a working  diagnosis  and  reach 
a decision  as  to  whether  or  not  trial  of  some  one 
of  the  antidepressants  is  indicated.  In  his  consider- 
ation of  the  therapeutic  use  of  these  agents,  Spoerl 
rightly  dismisses  consideration  of  the  older  ampheta- 
mine-type stimulants  which  often  aggravate  the 
depression,  depress  appetite  and  adversely  affect 
the  cardiovascular  system.  Quite  properly,  very  little 
attention  is  given  to  discussing  the  several  mono- 
amine oxidase  inhibitors  which  to  some  pharmacolo- 
gists are  fascinating  agents  but  when  tried  by  clin- 
icians rather  fallacious  and  sometimes  fatal.  While 
some  investigators  claim  excellent  results  with  these 
drugs,  most  practitioners  find  them  little  better  than 
a placebo  and  too  toxic  to  be  used  indiscriminately. 


Certainly,  continued,  or  even  occasional  short-term, 
use  of  monoamine  oxidase  inhibitors  requires  con- 
stant surveillance  by  the  physician.  On  the  other 
hand,  much  more  consideration  is  given  to  the  newer 
antidepressants  such  as  imipramine  (Tofranil)  and 
its  metabolite  desipramine  (Pertofrane,  Norpramin) 
and  amitriptyline  (Elavil).  The  metabolite  of  amitrip- 
tyline, nortriptyline  (Aventyl)  is  practically  identical 
in  all  respects  to  amitriptyline. 

Dr.  Spoerl  has  done  a splendid  job  in  reviewing 
and  evaluating  recent  reports  of  the  trial  of  these 
newer  agents,  but  some  sort  of  a message  is  implied 
in  his  concluding  sentence  which  mentions  that  elec- 
troconvulsive treatment  “seems  to  be  coming  back 
into  favor.”  Nevertheless,  a gadget  is  not  a pill. 

In  order  to  understand  the  pharmacologic 
mechanisms  of  actions  of  those  drugs  which  selec- 
tively and  subtly  influence  the  mood  and  mental 
processes,  some  familiarity  should  be  had  with  the 
many  proposals  offered  as  to  how  neurohormonal 
substances,  metabolites,  enzymes,  electrolytes  and 
other  endogenous  substances  regulate  brain  cell  ac- 
tivity. During  the  past  few  months  I have  had  an 
opportunity  to  review  several  recent  editions  of 
pharmacology  and  drug  therapy  textbooks.  Of  par- 
ticular interest  were  the  chapters  which  covered, 
usually  in  great  detail,  the  many  experimental  and 
clinical  studies  done  over  the  last  decade  to  explain 
the  mechanisms  of  actions  of  the  psychotropic  drugs. 
By  comparison,  I find  Dr.  Cohen’s  consideration  of 
this  subject  remarkably  thorough  and  concise.  It  is 
completely  adequate!  After  briefly  mentioning  the 
different  theories  as  to  how  these  drugs  act,  he 
selects  the  one  that  seems  most  reasonable  and  for 
it  describes  the  various  biochemical  actions  brought 
into  play  in  a simple,  clear-cut  fashion.  Using  these 
explanations.  Dr.  Cohen  shows  why  certain  results 
can  be  achieved  in  some  instances  or  failures  occur 
in  others.  More  importantly,  very  acceptable  pharm- 
acological reasons  are  given  as  to  why  and  how 
some  of  these  drugs  cause  adverse  reactions.  In 
addition  to  describing  the  actions  of  the  psycho- 
pharmaceutical  agents  on  different  structures  and 
systems  of  the  body,  Dr.  Cohen  places  particular 
emphasis  on  the  toxic  reactions  which  may  result  by 
potentiating  the  action  of  other  dings  or  substances. 
For  example,  he  lists  10  different  classes  of  pharm- 
aceuticals or  substances  (such  as  cheeses  containing 
tyramine,  the  precursor  of  norepinephrine)  which 
should  not  be  used  concomitantly  with  amine  oxidase 
inhibitor  agents.  Rather  than  citing  other  illustrative 
examples  of  how  beneficial  or  adverse  effects  are 
brought  about  by  the  amine  oxidase  inhibitors  or 
the  tricyclic  compounds  (imipramine,  desipramine 
and  their  immediate  metabolites),  the  rauwolfia  and 
phenothiazine  “major  group”  of  tranquilizers,  the 
“minor  tranquilizers”  such  as  meprobamate,  chlor- 
diazepoxide and  the  latest  loudly  heralded  oxazepam 
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(Serax),  as  well  as  mention  of  LSD  and  other  hallu- 
cinogens, I suggest  that  the  reader  review  for  him- 
self this  splendid  pharmacological  treatise. 

As  a pharmacologist,  I have  not  been  particular- 
ly interested  in  the  hallucinogens  since  they,  are 
extremely  toxic  and  have  no  therapeutic  use  as  yet. 
Back  in  1948,  or  so,  when  we  were  interested  in 
Hydergine,  a synthetic  lysergic  acid  oxytocic,  I 
received  several  LSD  compounds  for  laboratory 
study,  including  LSD-25.  I have  never  touched  the 
stuff,  and  the  material  remains  bottled  and  locked 
up  in  a safe.  I have  heard  Aldous  Huxley  tell  of  his 
experiences  with  LSD-25  and  other  hallucinogens, 
and  I have  listened  to  the  stories  of  a number  of 
lay  persons  who  have  used  these  things  for  “kicks.” 
Thus,  I have  read  Dr.  Bakker’s  paper  with  some 
relish.  He  relates  the  story  of  the  hallucinogens  in 
a very  readable  and  fascinating  style,  giving  a 
complete  picture  of  their  historical  background, 
development,  pharmacological  actions,  use  in  psy- 
chotherapy and  the  problems  of  the  misuse  of  LSD 
and  marihuana,  etc.,  by  the  lay  public. 

Sincerely, 

X.  A.  DAVID,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 


61  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


t 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

I rocinate thiphenamil  hci 

BETA  DIETHYLAV, NOETHYL  D:PHENYlThiOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCI)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol..  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

" — y 


Susceptibility  Results 
Staphylococci 2,3,1 

# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440  1963  88.0% 

10,384  1964  88.5% 


y^-Hemolytic  Streptococci 2,3,1 


2,448  1962  89.5% 

1,519  1963  95.2% 

2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

„™  [triacetyloleandomycin] 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 

locci,  pneumococci  and  gonococci.  Recommended  for  acute,  I-  B Roerig  and  Company,  New  York,  New  York  10017 

severe  infections  where  adequate  sensitivity  testing  has  demon-  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being® 

strated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 

agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions. of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References:  1.  Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  at:  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1 185-256  Uuly-Aug.)  1964. 


453 

Northwest  Medicine,  May  1966 


SPECIAL  ARTICLE 


Flexibility  of  Medical  Education 

ROBERT  B.  HUNTER,  M.D.,  Sedro  Woolley,  Washington 


Tne  Congress  on  Medical  Education  held  in  Chicago 
February  3-8,  1986,  brought  to  light  new  problems, 
reilluminated  some  old  ones,  and  had,  perhaps, 
some  fresh  solutions  to  offer. 

Chief  amongst  the  problems  considered  was  the 
tremendously  expanding  population  on  this  earth, 
as  well  as  a rapidly  expanding  population  in  the 
United  States.  A 2 per  cent  increase  per  year  doubles 
the  population  in  33  years  and,  although  this  rate 
is  currently  falling  off  in  the  United  States  and  has 
been  retarded  in  Western  Europe  since  the  industrial 
revolution,  it  is  exceeded  in  Asia,  Africa  and  Latin 
America,  where  we  find  three-fourths  of  the  world’s 

population.  It  is  in  these 
areas  that  a very  high 
birth  rate  is  leading  to 
the  potential  population 
crisis.  Concomitant  with 
this  population  increase 
there  has  been  move- 
ment of  the  population 
in  the  United  States  to- 
ward greater  urbaniza- 
tion, so  that  a constantly 
diminishing  percentage 
of  Americans  can  be  con- 
sidered rura'  residents- 
Greater  life  expectancy 
in  the  United  States  and  Canada  has  led  to  expan- 
sion of  the  pre-adult  age  group  and  of  the  aging 
group.  These  factors  combined  with  the  affluence, 
of  our  population  place  ever  increasing  demand, 
and  burden,  on  our  medical  manpower,  both  in 
per-capita  utilization  and  because  of  total  numbers. 

In  passing  it  should  be  noted  that  not  the  least 
of  the  medical  problems  presented  is  that  of  medical 
emphasis  on  the  concept  of  family  planning.  That 
this  is  as  yet  an  unsolved  problem  is  exemplified 
by  some  rather  startling  statistics  such  as:  (1)  one- 
sixth  of  the  women  in  America  are  pregnant  at  the 
time  of  their  marriage;  (2)  twenty  per  cent  of  births 
in  America  are  unwanted  to  the  extent  that  some 
effort  is  made  to  interrupt  them;  (3)  one  million 
illegal  abortions  are  performed  in  America  each 
year;  with  any  other  “disease,”  this  number  would 
be  called  a pandemic.  Associated  with  this  detailed 
unhappiness  is  a proportionate  increase  in  the 


divorce  rate  which  must  be  accepted  as  a sociologic 
failure. 

Nationwide  birth  control  measures  apply  to  ap- 
proximately one-fifteenth  of  the  population,  that 
is  one-third  of  the  one-fifth  of  the  population  who 
are  female,  able  to  have  children,  and  in  the  child- 
bearing years.  National  birth  control  measures  can 
be  supplied  at  figures  in  the  vicinity  of  10  cents 
per  capita,  based  on  total  population.  This  is 
in  the  neighborhood  of  $1.50  per  patient  treated. 

This  is  the  first  of  many  economic  factors,  and 
economic  factors  enter  also  into  physician  numbers, 
for  not  only  general  population  figures  are  of  con- 
cern but  also  physician  population.  A $25,000,000 
price  tag  is  minimal  for  the  original  construction  of 
a new  medical  school.  Cost  of  medical  education 
is  currently  in  the  neighborhood  of  $3,500  per  year 
to  each  student.  An  unmeasured  loss  is  that  incurred 
when  a physician  becomes  unavailable  for  service  by 
virtue  of  retirement,  failure  to  practice,  or  by  being 
diverted  into  some  other  channel  of  activity. 

The  solutions  to  these  problems  are  in  part  obvi- 
ous. One  is  an  increase  in  the  number  of  medical 
schools,  and  it  is  contemplated  that  by  1975  the 
number  of  active  schools  will  be  increased  by  23. 
The  number  of  graduates  will  be  increased  from 
some  8,000  per  year  to  13,000  by  1975.  This  will 
maintain  a fairly  constant  ratio  of  150  physicians 
per  100,000  population.  In  addition,  we  import  some 
3,000  foreign-trained  physicians  per  year  who  are 
licensed  and  intend  to  remain  in  the  United  States. 
It  is  hard  to  justify  the  importation  of  any  medical 
talent  into  our  nation  when  the  world’s  needs  are  so 
great  and  our  national  resources  can  expand  to 
supply  our  own  needs. 

Alterations  of  medical  training  are  continuing  at 
all  levels.  At  the  undergraduate  level,  the  emphasis 
would  appear  to  be  toward  a blending  of  premedical, 
medical  and  clinical  training.  Premedical  training 
can  be  shortened  and  more  closely  correlated  with 
the  medical  school  years.  The  student  may  thus 
more  quickly  approach  the  clinical  subjects  that  will 
determine  his  future  years  of  professional  activity 
and  his  inclinations  toward  post-graduate  training. 
Purpose  of  this  trend  is  not  to  produce  a younger 
end  product  but  to  ensure  a better  end  product. 

The  issues  in  graduate  medical  education  were 
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detailed,  at  Chicago,  by  the  Chairman  of  the  Citi- 
zens’ Committee,  but  summarized  in  five  categories 
wherein  he  decried  ( 1 ) discontinuity  of  medical 
education;  (2)  persistence  of  the  apprentice-master 
relationship  in  medical  training  which  does  not 
provide  for  the  apprentice  exceeding  the  master  in 
either  knowledge  or  skills;  (3)  lack  of  organization 
or  reorganization  within  teaching  hospitals  more 
closely  proportionate  to  their  purpose  of  teaching 
or  training;  (4)  failure  to  clarify  the  relationship 
of  a university  to  its  medical  school  branch,  (e.g., 
should  a different  physiology  be  taught  on  the  upper 
and  lower  campus?)  and  (5)  current  imbalance 
between  family  physicians  and  specialty  practi- 
tioners in  America  and  elsewhere  in  the  world.  He 
was  one  of  many  to  turn  a spotlight  on  this  failure 
in  fitting  medical  education  to  the  real  needs  of 
people. 

The  subject  of  graduate  education  also  embraces 
a contemplated  nation-wide  program  under  the  aus- 
pices of  the  American  Medical  Association  that  is 
being  tested  in  Utah  in  a pilot  study  with  as  yet  un- 
measured success. 

Some  consideration  was  given  by  the  Congress  to 
the  training  of  doctor’s  assistants  who  would,  by 
handling  skilled  and  yet  routine  functions,  relieve 
the  physician  and  permit  more  efficient  use  of  his 
available  time.  Proponents  of  this  concept  spoke 
very  strongly  for  a future  hospital  orientation  or 
group  orientation,  or  both,  of  all  medical  practice 
of  the  future.  In  medical  training,  certain  constants 
seem  to  hold.  The  desired  statistical  relationships 
are  that  0.6  per  cent  of  the  babies  born  22  years  ago 
will  apply  for  medical  school.  There  should  be  2.1 
applicants  for  each  medical  school  opening,  and 


attrition  in  medical  school  should  be  less  than  10 
per  cent. 

Closely  related  to  all  of  this  are  the  numbers  and 
availabilities  of  faculty  members.  At  present  there 
are  15,000  full-time,  30,000  part-time  teachers  of 
medicine.  This  relationship  and  the  relationship  of 
faculty  members  to  student  members  will  be  main- 
tained only  if  15  per  cent  of  graduates  continue  to 
enter  the  academic  atmosphere. 

As  a part  of  this  Congress,  emphasis  was  also 
placed  on  the  general  subject  of  standards  before 
and  after  graduation,  with  proponents  of  course 
examinations  and  comprehensive  examinations  both 
being  heard.  The  only  correlation  between  exam- 
inations and  future  performance  seems  to  be  at  the 
extremes  of  the  student  population;  the  very  high 
do  very  well  and  the  very  low  do  poorly,  but  middle 
area  performance  in  examinations  has  little  predict- 
ive value.  It  would  appear  that  a national  program 
of  medical  licensure  is  shortly  forthcoming,  and  this 
will  either  be  accomplished  through  the  Federa- 
tion of  Medical  Examiners  or  further  expansion 
and  acceptance  of  National  Board  examinations. 
They  have  been  expanded  to  include  many  specialty 
boards  and  fellows  in  residency  training. 

Probably  the  outstanding  result  to  one  attending 
the  Congress  was  the  realization,  soon  reached,  that 
medical  education  is  not  a fixed  thing,  but  rather 
a rapidly  changing  and  improving  subject.  This,  in 
no  small  part,  is  the  result  of  specific  research  in 
the  field  of  medical  education,  undergraduate  and 
graduate.  Nine  schools  now  have  separate  depart- 
ments for  research  in  medical  education  and  more 
are  contemplating  this  addition  as  specialists  become 
trained  and  available  and  as  these  departments 
demonstrate  their  value.  ■ 

700  Murdock  (98284) 


NAMING  DRUGS 

The  American  Medical  Association  has  found  that  “all  drugs  containing  the 
same  active  ingredients  are  not  identical;  drugs  having  the  same  active  ingredients 
and  subject  to  the  same  standards  may  vary  in  more  than  24  different  respects  and 
still  be  entitled  to  share  the  same  generic  name.” 

Pharmaceutical  Manufacturers  Association 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER— WANTED-Two  - man  partnership 
needs  associate  for  very  busy  office.  Excellent  opportun- 
ity for  one  who  has  had  residency  in  surgery.  Greater  Se- 
attle area  with  choice  of  hospital  facilities.  Write  Box  41-A, 
Northwest  Medicine,  500  Wall  St..  Seattle,  Wash.  98121. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141-bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible;  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


WANTED  BY  SPECIALTY  GROUP— Board  certified  or  eligible 
1-2  internists,  urologist,  dermatologist,  one  additional 
pediatrician,  psychiatrist,  ENT  specialist  and  an  oph- 
thalmologist. Drawing  area  60,000  population.  Excellent 
schools  and  recreational  area.  Good  hospital  facilities. 
West  Central  Oregon.  Write  Box  32-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash.  98121. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


GP  WANTED— To  join  3-man  South  Seattle  Clinic.  Guaran- 
tee $1,000  per  month  to  start  with  early  partnership.  Write 
Box  28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


INTERNIST Board  certified  or  eligible  to  join  8-man 

multi-specialty  group.  Southwestern  Oregon  drawing  area 
of  50,000.  Two  accredited  70-bed  hospitals  close  by.  Write 
Manager,  Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Oregon 
Phone  267-7091. 


HEALTH  OFFICER  VACANCY— Yamhill  County,  McMinnville, 
Oregon.  Must  be  eligible  for  licensure  in  Oregon.  M.D., 
preferable  M.P.H..  plus  public  health  administrative  ex- 
perience. Salary  open  within  range  of  $15,420  to  $18,420 
depending  on  qualifications.  Merit  system,  social  security, 
state  retirement  coverage  and  other  fringe  benefits.  Apply 
to  Mr.  A.  T.  Johnson,  Merit  System  Supervisor,  P.  O.  Box 
231,  Portland,  Oregon  97207. 


WANTED  GENERAL  PRACTITIONER— Two  man  partnership 
needs  associate.  Salary  to  start  with  percentage  and  part- 
nership. City  of  5.000  in  S.W.  Idaho.  5 miles  to  80-bed 
hospital  and  community  college.  60  miles  to  Boise.  Ideal 
climate.  Near  boating,  hunting,  fishing  and  skiing  with 
time  off  to  enjoy  it.  Woodward  Clinic,  P.  O.  Box  400, 
Payette,  Idaho  83661. 


OPHTHALMOLOGIST  CERTIFIED— For  association  in  Southern 
Oregon  town,  a good  drawing  area.  Write  Box  2-C, 
Northwest  Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


RESIDENT  PHYSICIANS  OPPORTUNITY— Medical  examiners 
needed  for  large  insurance  company.  Write  Box  1436, 
Seattle,  Wash.  98103. 


GENERAL  SURGEON  WANTED— Excellent  opportunity  to  as- 
sociate with  general  practitioner  in  a busy  established 
practice  (16  years)  in  Kitsap  County,  Wash.  Salary  first 
year,  then  increasing  percentage  to  full  partnership.  Will 
use  new  150-bed  Bremerton  Hospital.  Office  well  equipped. 
2.400  sq.  ft.,  four  examining  rooms,  minor  surgery,  x-ray, 
EKG,  lab,  ultra  sound,  diapulse  etc.  Population  in  the 
immediate  suroundings  25,000.  Write  Box  38-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


HEALTH  OFFICER  VACANCY— About  July  1,  1966,  in  Marion 
County,  Salem,  Oregon.  Must  be  eligible  for  licensure  in 
Oregon  with  M.P.H.  plus  public  health  administrative 
experience.  Starting  salary  open  within  present  range 
of  $15,420  to  $18,420.  Merit  system,  social  security,  state 
retirement  and  other  fringe  benefits.  Apply  to:  Merit  Sys- 
tem Supervisor,  P.  O.  Box  231,  Portland,  Oregon  97207. 


GENERAL  PRACTICE  OPPORTUNITY-SEATTLE  - Associate  in 
general  practice  with  2-man  group.  Write  Box  15-B,  North- 
west Medicine,  500  Wall  Street,  Seattle,  Wash.  98121. 


ORTHOPEDIST— For  60-man  clinic.  Starting  income  to 
$24,000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217. 


SITUATIONS  WANTED 


INTERNIST-RADIOISOTOPE  SPECIALIST-32-year-old  married 
internist,  completing  military  service  seeks  association 
doing  combination  of  internal  medicine  and  radioisotopes. 
Write  Box  39-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST-Whose  service  obli- 
gation will  be  completed  in  July  seeks  practice  opportunity 
in  the  Northwest.  Write  Box  1-C,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 
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NARROWSVIEW  PROFESSIONAL  BLDG.— TACOMA— University 
Place  district,  1,000  sq.  ft.  plus  waiting  room.  Air-condi- 
tioned. Utilities  furnished.  Will  finish  to  your  specifica- 
tions or  you  finish.  Write  Norman  R.  Hagen.  D.M.D.,  4304 
Bridgeport  Way,  Tacoma,  Wash.  98499. 


MEDICAL  SUITE  AVAILABLE— In  new  clinic  So.  Everett.  Will 
finish  to  suit,  with  6 months  free  rent.  Call  Mr.  Martin 
Selig.  MA  2-6638,  Seattle. 


TWO  PHYSICIAN  CLINIC  SPACE-The  building  is  new  brick 
of  Colonial  design  and  soundproof  construction,  located  in 
Tacoma  adjacent  to  the  South  38th  Street  business  district 
and  served  by  3 bus  lines.  Clinic  is  all  on  the  ground  floor, 
1,750  sq.  ft.,  is  divided  into  6 examining  rooms  with  ample 
cabinets,  two  hardwood  panelled  private  offices,  furnished 
reception  room,  all  rooms  with  wall-to-wall  carpeting  and 
draperies.  X-ray  and  dark  room  complete  with  tank  and 
mixing  valve.  Private  exits.  An  FM  radio  with  ceiling 
speakers  provides  background  music.  Carpeting,  draperies, 
hot  water  heat  and  additional  storage  in  the  basement  are 
all  included  at  a reasonable  rental.  Ample  off-street  park- 
ing available  to  patients  and  covered  parking  is  provided 
for  tenents.  For  an  appointment  to  inspect  please  call 
Tacoma  GR  4-9541  daytime,  or  GR  5-4866  after  8 PM. 


GP  OPPORTUNITY,  SALEM,  OREGON-Modern,  equipped  of- 
fice across  from  Memorial  Hospital.  Doctors  death  makes 
sale  necessary.  For  details  call  or  write  Mrs.  Max  E. 
Denton,  610  Winter  St.  S.,  Salem,  Oregon,  Phone  362-0304 
or  364-5788. 


FOR  LEASE  OR  SALE— Modern  medical  office,  ground  floor. 
Ample  parking.  South  end  stable  community.  For  further 
information  call  Seattle,  PA  3-3145. 


PROFESSIONAL  OFFICE— Authentic  4-room  log  cabin,  pre- 
viously occupied  by  physician  for  10  years.  Rent  $125  per 
month.  22853  Pacific  Highway  So.  Call  Seattle,  WE  5-4028 
after  6 p.m. 


ATTRACTIVE  MODERN  OFFICE  SPACE— Available  in  Medical 
Center,  Central  Washington  city.  Formerly  occupied  by 
pediatrician.  Excellent  location  and  reasonable  rent.  Write 
Box  31-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


CLINIC  BUILDING,  KENT,  WASH. -Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton, 
AL  5-6066  or  WE  5-5203. 


PACIFIC  NORTHWEST  GENERAL  PRACTICE-F°r  sale.  Fully 
equipped  office  in  rented  space  of  1,600  sq.  ft.  Suburban 
area,  near  5 hospitals.  Excellent  recreational  facilities. 
Leaving  for  military  service.  Phone  858-3450.  P.  O.  Box 
363,  Gig  Harbor,  Wash.  98335. 


EXCELLENT  OPPORTUNITY— For  general  practice  in  famous 
Okanogan  hunting  and  fishing  area.  Modern  office  build- 
ing and  modern  40-bed  hospital.  Contact  J.  Donald  Rude, 
M.D.,  Box  5,  Tonasket,  Wash.  98855. 


FOR  LEASE— New  medical  office,  7th  & Adams,  McMinn- 
ville, Oregon  phone  472-6771  eve. 


MEDICAL  CLINIC  OFFICES— F°r  rent  at  Northtown  on  Welles- 
ley Ave„  Spokane.  Available  July  1.  Contact  K.  E.  Ryd- 
bom,  D.M.D.,  E.  42  Wellesley  Ave„  Spokane,  Wash.  99207, 
phone  HU  7-1270  or  FA  8-7011. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Meetings  OF  medical  societies 


AMA  Annual— Chicago,  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9.  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society — 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 

Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society— 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 
Origan  Dermatologic  Society— Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Lamer,  Portland. 
Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres..  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff.  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul.,  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 
Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 
Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June)  Annual — Olympic  Hotel 
Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 
Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 

Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 
Guest  Speaker, 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiologiial  Soeiety 
— Seattle,  Quarterly 

Pres.,  Kenneth  E.  Gross,  Tacoma 
Sec.,  Owen  Martin,  Seattle. 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres..  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney.  Yakima 
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single-dose  vials 
for  convenient  and 
economical  polio 
immunization 


wu&vutiss  vtravs. 

UW.  MUl,  TKIVUW 
0RI»:St*  7**< 


OMMUNE  TRIVALENT 

POLIOVIRUS  VACCINE,  LIVE.  ORAL  TYPES  t2^amd  3 


Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications. These  are,  broadly:  acute  illness, 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage—  initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


660-6  — 376  I 


Library, 

Coiie^e  of  Phy .of  Phila 
19  South  22nd  Street, 
Phi  ladei-phia  3, Pa. 


Hyparotin* 

MUMPS  IMMUNE  GLOBULIN -HUMAN 


800%  more  antibody  content  than  in 
the  usual  immune  serum  globulin. 

2000%  more  antibody  content  than  that 
of  human  mumps  immune  serum. 

Smaller  dosage  volume  minimizes  risk 
of  tissue  distention. 


For  your  information  . . . 


ORIGIN:  Hyparotin  is  a solution  of  gamma  globulin  prepared 
from  human  plasma  from  hyperimmunized  donors.  Mumps  anti- 
body content  is  165  mg.  gamma  globulin  per  cc.  ±15  mg. 

DOSAGE:  Prophylaxis— In  the  event  that  there  is  reason  to 
prevent  the  development  of  an  infection  in  an  exposed  child,  the 
minimum  suggested  dose  is  1-1/2  cc.  The  minimum  dose  sug- 
gested for  adults  and  children  12  years  or  older  is  3 to  4-1/2  cc., 
according  to  weight  and  delay  since  exposure.  Treatment  After 
Onset  of  Symptoms— Such  treatment  can  be  expected  to  have 
little  or  no  therapeutic  effect.  Used  as  early  as  possible  before 


the  onset  of  other  symptoms  than  parotitis,  it  may,  if  used  in 
heroic  doses,  prevent  complications  such  as  orchitis.  The  dose 
should  be  not  less  than  5 times  the  minimum  prophylactic  dose 
and  preferably  more. 

ADMINISTRATION:  Precaution:  Do  not  give  intravenously. 
Hyparotin  should  be  given  by  intramuscular  injection.  The  usual 
sterility  precautions  should  be  observed.  A separate  heat  steri- 
lized needle  and  syringe  should  be  used  for  each  injection. 

REACTIONS:  No  serious  reactions  have  been  reported  from  the 
use  of  gamma  globulin  products  derived  from  human  plasma. 


Produced  by  the  leaders  in  human  blood  fractions  research 
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ay  fever  symptoms  on  contact 

ast  symptomatic  relief  from  seasonal  hay  fever 
)mes  in  the  convenient  nTz  Nasal  Spray  bottle, 
vo  sprays  quickly  relieve  itching  and  decongest 
e nasal  membranes  on  contact.  The  first  spray  of 
fz  shrinks  the  turbinates,  helps  restore  normal 
isal  ventilation  and  breathing.  After  a few  minutes 
second  spray  enhances  sinus  ventilation  and 
ainage. 

r z Nasal  Spray  reduces  excessive  rhinorrhea 
thout  unpleasant  dryness.  It  is  well  tolerated  by 
ilicate  respiratory  tissues.  nTz  also  provides 
lief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyfdiamine),  and 
Zephiran  (brand  of  benzaikonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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| mviion  cold!  I thought  everything  was  a 


“vims” 


these  days. 


gh  he’d  prefer  a more  exotic  name  for  it,  you  know 
jffering  from  an  ordinary,  old  common  cold.  And, 
.mgested.  He'll  breathe  easier  when  you  prescribe 
istine  LP. 

mg-acting  tablets  in  the  morning  and  two  in  the 
g will  provide  around-the-clock  relief  by  helping 
op  congested  air  passages  clear,  thus  enabling 
rold  patient  to  enjoy  normal  and  free  breathing, 
ction  of  long-acting  Novahistine  LP  helps  restore 
I mucus  secretion  and  ciliary  activity— physiologic 
;es  against  infection  of  the  respiratory  tract, 
autiously  in  individuals  with  severe  hypertension, 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


For  relief  of  nasal  congestion. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


... 
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n games 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HCi 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN.. 


4.50  mg.  oxycodone  HCI  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


Soyaiac  solves  the  problem 


...and  BABY  APPROVES  ! 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyaiac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyaiac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyaiac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyaiac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


q|r£C  and 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complel  . 
formation  consult  Official  Package  Circular.  Indicati  : 
Infections  of  respiratory,  gastrointestinal  and  genitourif. 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-*  - 
tive  organisms,  in  patients  with  increased  susceptil  f 
to  monilial  infections.  Contraindications : The  drug  is  • 
traindicated  in  patients  hypersensitive  to  its  compon 
Warnings:  Photodynamic  reactions  have  been  produce  ■ 
tetracyclines.  Natural  and  artificial  sunlight  shouh  e 
avoided  during  therapy.  Stop  treatment  if  skin  discot  t 
occurs.  No  cases  of  photosensitivity  have  been  rep«  J 
with  Tetrex  (tetracycline  phosphate  complex).  With  1 1 
impairment,  systemic  accumulation  and  hepatotoxicity  y 
occur.  In  this  situation,  lower  doses  should  be  used.  T a 
staining  and  enamel  hypoplasia  may  be  induced  di  g 
tooth  development  (last  trimester  of  pregnancy,  neoi  1 
period  and  childhood^.  Precautions:  Bacterial  superii  • 
tion  may  occur.  Infants  may  develop  increased  intracr.il 
pressure  with  bulging  fontanels.  In  gonorrheal  theil 
serologic  tests  for  syphilis  should  be  conducted  inii  y 
and  monthly  for  3 months.  Adverse  Reactions:  Glo*  *, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vagi:  s 
dermatitis,  and  allergic  reactions  may  occur.  Usual  'l 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  da  0 
beta-hemolytic  streptococcal  infections.  Administer  # 
hour  before  or  2 hours  after  meals.  Supply:  Capsules.  .• 
ties  of  16.  Each  capsule  contains  tetracycline  phosj  e 
complex  equivalent  to  250  mg.  tetracycline  HC1  act  y 
and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  un 


Tetrex-F  is  priced  lower 
than  most 


|)octor, 

I ere  is  the  Abbott  anorectic 
program  designed  to  meet 
tie  individual  needs  of  your 
[t/erweight  patients. 


ABBOTT 


mood  elevation 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Abb' 
Anorec 
Progrc 

If  she  can’t  take  plain  amphetamine 
put  her  on  DESBUTAlf  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tab! 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  t 
appetite  and  lift  the  mood;  the  other  contai 
Nembutal®  (pentobarbital)tocalmthe  patienta 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosa 
ratio  throughout  the  day. 


controlled  release 


Yot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 

That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  -= 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

i! 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

€ || 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

Ai  «n  anorectic  to  treatment  of 
obetitr  also  to  counteract  ani«tv  and  mild  depression 
Desbutal  a contraindicated  m pa 
tienti  taking  a monoamine  ondase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
olten  these  ettects  will  disappear  alter  a tew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease  hyper thyroidism  or  who  are  sensitive  to  sympj 
thorn,  me  be  diugs  Carelul  supervision  is  advisable  with 
matad i usted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appetite  control. 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  ot  pentobarbital 
sodium  Desbutal  IScontains  15mg  ol  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
boltles  ol  100  and  500 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  "watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl- Abbott  brand 

ot  low  and  non  caloric  sweeteners 


Press  out  tablets  from  this  side 


)M  mi 


ooo 

OQQ 

For: 

Directions: 


Or 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Bs  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


For  Diabetic  Children 

EDITOR , NORTHWEST  MEDICINE: 

Physicians  in  the  Pacific  Northwest  are  again 
invited  to  have  their  young  diabetic  patients  ages 
seven  and  one  half  through  sixteen,  apply  for  one 
or  two  weeks  camping  at  Gales  Creek  Camp,  Glen- 
wood,  Oregon.  Application  forms  may  be  obtained 
from  Mr.  C.  M.  Emeis,  2519  North  Mississippi  Ave- 
nue, Portland,  Oregon  97227,  or  the  undersigned. 
The  fee  is  $42.00  per  week  based  on  ability  to  pay 
and  camperships  are  available  on  application.  The 
camp  sessions  are  of  2-week  duration  and  those 
seven  and  one  half  through  ten  years  of  age  are 
invited  to  arrive  at  camp  July  10,  those  10  to  12 
years  of  age  to  come  July  24,  and  those  12  through 
16  years  of  age  are  requested  to  arrive  August  7. 

Gales  Creek  Camp  is  owned  and  operated  by 
the  Diabetic  Children’s  Camp  Foundation  of  Port- 
land, Oregon.  The  camp  is  staffed  by  a qualified 


director,  assisted  by  competent  counselors  and  offers 
the  usual  recreational  activities  that  one  expects 
in  a summer  camp.  There  is  a camp  physician  in 
attendance  at  all  times  and  he  is  assisted  by  a nursing 
staff  and  a dietitian  so  as  to  insure  proper  medical 
management  and  supervision  of  the  campers  at  all 
times.  The  camp  period  has  been  extended  from 
4 to  6 weeks  this  year. 

Sincerely  yours, 

JOHN  W.  STEPHENS,  M.D. 

2250  NW  Flanders,  Portland,  Oregon  97210 

Call  for  the  Psychiatrist 

EDITOR,  NORTHWEST  MEDICINE: 

In  his  President’s  Page  message,  northwest 
medicine,  April  1966,  Carl  P.  Schlicke  somewhat 
pessimistically  although  candidly  discusses  disagree- 
able and  often  disheartening  problems  of  educating 
organizing,  governing  and  policing  those  in  the 
service  industry'  of  medicine.  The  many  problems 
and  especially  their  causes  have  troubled  too  many, 
too  much  and  too  long. 

We  are  clearly  in  a period  of  evaluation  of 
medical  practice.  In  this  evaluation  psychiatrists 
can  help  but  in  a different  connotation,  I think, 
than  Dr.  Schlicke  suggests.  We  should  indeed  call 
upon  all  who  have  relative  and  pertinent  ideas  and 
evidence,  in  and  out  of  medicine,  in  and  out  of  hos- 
pitals, specialists  and  non-specialists.  And  regardless 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  <$ 


things  go 

better,! 

^with 

Coke 
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of  the  practices  and  agencies  used  to  examine,  evalu- 
ate, grade  and  pass  on  the  qualifications  and  com- 
petence of  individual  doctors  and  groups  of  doctors, 
it  is  fundamental,  I believe,  as  Richard  M.  Magraw 
in  his  book.  Ferment  in  Medicine,  indicates,  that 
the  physician’s  real  medical  license  is  the  act  of  be- 
ing chosen  by  the  patient.  For  the  patient  is  the 
unit  of  society  that  comes  first,  not  the  hospital, 
not  the  private  club,  not  the  trade  union  or  the 
political  group  voicing  what  the  immediate  leaders 
want  to  hear.  And  in  questions  of  right  and  wrong 
society  has,  and  should  have,  the  last  word. 

In  our  evaluations,  physicians  must  examine  all 
the  evidence;  society,  in  the  long  run,  will.  As  it 
frequently  has  been  pointed  out,  only  doctors  treat 
patients,  not  a building,  not  a collective  group.  One 
person,  therefore,  regardless  of  whatever  else  he 
does,  must  be  in  charge  of  the  patient’s  total  health 
needs;  he  must  coordinate,  then,  all  the  efforts  of 
all  those  in  the  nineteen  major  specialties  and  all 
the  subspecialties.  Problems  are  solved  most  readily 


by  adhering  to  basic  principles  which  rarely  change. 
Man  messes  them  up  and  calls  for  a psychiatrist. 

Sincerely  yours, 

P.  L.  HEITMEYER,  M.D. 

110  N.E.  39th  Avenue 
Portland,  Oregon  97232 


EDITOR,  NORTHWEST  MEDICINE: 

For  the  past  ten  years  I have  been  using 
concentrated  penicillin  and  bacitracin  solution  in 
operative  wounds  at  the  time  of  surgery  to  prevent 
wound  infections.  Of  over  1,000  wounds  so  treated, 
only  one  has  become  infected.  I wonder  if  others 
have  tried  a similar  system  or  might  be  interested 
in  trying  what  I believe  to  be  a significant  improve- 
ment in  the  prevention  of  operative  sepsis. 

Truly  yours, 

DAVID  W.  HEUSINKVELD,  M.D. 

Lewiston,  Idaho 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Norinyl 

(norethindrone  2 mg.  c mestranoJ  0.1  mg ) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3’7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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MM 


plus  important  supportive  benefits 
that  help  her  through  those  critical  early 
months  of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spotting, 


nausea  and  amenorrhea  minimizes 
side  effect  problems  and  assures  max- 
imum patient  cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere  to 
prescribed  dosage  schedule:  individu- 
ally sealed  tablets  numbered  from  1 
through  20  plus  monthly  calendar 
record  enables  patient  to  double- 
check dosage  intake  by  day  and  cor- 
responding tablet  number. 


a well-informed  patient 

An  informative  64-page  purse-size 
book  for  full  patient  understanding 
and  cooperation.  Available  in  quanti- 
ties on  your  request. 


Contraindications:  Thrombophlebitis  or 
pulmonary  embolism  (current  or  past);  car- 
diac, renal  or  hepatic  dysfunction;  carci- 
noma of  the  breast  or  genital  tract; 
pregnancy;  severe  depression;  history  of 
cerebral  vascular  accident.  Warning:  If  sud- 
den onset  of  proptosis,  diplopia,  loss  of 
vision,  or  migraine  occurs,  stop  medica- 
tion pending  examination.  If  papilledema 
or  retinal  vascular  lesions  are  found,  with- 
draw medication.  Precautions:  When  lacta- 
tion is  desired,  withhold  Norinyl  until 
nursing  needs  are  established.  Existing  uter- 
ine fibroids  may  increase  in  size.  In  meta- 
bolic or  endocrine  disorders  careful 
clinical  preevaluation  is  indicated.  If  liver 
or  endocrine  function  tests  are  indicated, 
withhold  Norinyl  prior  to  tests.  Patients 
with  a history  of  epilepsy,  migraine  or 
asthma  require  careful  observation.  Thus 
far  no  deleterious  effect  on  pituitary,  ova- 
rian, adrenal  or  uterine  function  has  been 
noted;  however,  long-range  possible  effect 
on  these,  and  other  organs,  must  await 
more  prolonged  observation.  Side  Effects: 
Changes  in  the  menstrual  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain. 


nausea,  headache,  dizziness,  nervousness 
and  irritability.  Dosage  and  Administra- 
tion: One  Norinyl  Tablet  orally  for  20  days, 
commencing  on  day  5 through  and  includ- 
ing day  24  of  the  menstrual  cycle.  (Day  1 
is  the  first  day  of  menstrual  bleeding.)  Avail- 
ability: Dispensers  of  20  and  60  tablets; 
bottles  of  100. 

References:  1.  Council  on  Drugs,  JAMA  187:664 
(Feb.  29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass 
J 92:287  (Feb.  6)  1965.  3.  Goldzieher,  J.  W.: 
Med  Clin  N Amer  48:529  (Mar.)  1964.  4.  Cohen, 
M.  R.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15,  1965.  Reported  in  Med  Sci  16:26  (Nov.) 
1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray, 
E.,  Goldzieher,  J.  W.,  and  Aranda-Rosell,  A.: 
Fertil  Steril  14:402  (Jul.-Aug.)  1963.  7.  Gold- 
zieher, J.  W.,  Moses,  L.  E.,  and  Ellis,  L.  T.: 
JAMA  180:359  (May  5)  1962.  8.  Kempers,  R.  D.: 
GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.:  JAMA 
187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M.: 
Fertil  Steril  16: 158  (Mar. -Apr.)  1965.  11.  Flowers, 

C.  E.,  Jr.:  N Carolina  Med  J 25:139  (Apr.)  1964. 
12.  Goldzieher,  J.  W.:  Appl  Ther  6:503  (June) 
1964.  13.  The  Control  of  Fertility.  Report 
adopted  by  the  Committee  on  Human  Reproduc- 
tion of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr.: 
JAMA  188:1115  (June  29)  1964.  15.  Merritt,  R. 
I.:  Appl  Ther  6:427  (May)  1964.  16.  Newland, 

D.  O.:  Paper  presented  at  Symposium  on  Low 
Dosage  Oral  Contraception,  Palo  Alto,  Calif., 
July  15, 1965.  Reported  in  Med  Sci  16:26(Nov.)  1965. 


norethmdrone  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Norinyl 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action 
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the  Searing  (tcua of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3'4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1: 14-17  (Sept.)  1960.  (8)  Combs.  F.  C„  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh.  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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CO-GEL 


THE  NEW  ANTACID 


.CO-GEL. 
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IN  VITRO  MEASUREMENT  OF 
ANTACID  ACTIVITY 
Procedure  of  Holbert,  Noble  and  Grote 

20  40  60  80  100  120  140  160 

TIME  (Minutes) 

— _ _ Aluminum  Hydroxide  Liquid  Gel  U.S.P.  (15  ml.) 
• ••••••••••  Aluminum  Hydroxide  Dried  Gel  U.S.P  (1  gram) 

Holbert,  J.  M„  Noble,  N.,  and  Grote,  I.  W. — Ini.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1  948). 


Now,  an  antacid  tablet  with  the 
effectiveness  of  a liquid  ! 

CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
Al(OH)3.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  Al(OH)3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
Al(OH)3. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 
Availability:  CO-GEL  Tablets  (bottles  of  100  and  1,000) 
CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples, 
write  to  Dept.  NW-100. 
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FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co-Precipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 


CONTRAINDICATIONS 

None. 


DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 


Seminalvesicies 


Prostate  gland 


Periurethral  glands 


brand  of 


metronidazole 


Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfec- 
tion from  male  consorts,  Flagyl  has  re- 
peatedly produced  up  to  100  per  cent  cure  in 
large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  a day  for  ten  days.  A 


vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high  in  the 
vaginal  vault  each  day  for  ten  days,  and  concur- 
rently two  oral  tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been  demon- 
strated, one  250-mg.  oral  tablet  twice  a day  for 
ten  days. 

Contraindications  — Pregnancy;  organic  disease  of 
the  central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precautions  and  Side  Effects  — Complete  blood  cell 
counts  should  be  made  before  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Infrequent  and  minor  side  effects  include:  nausea, 
unpleasant  taste,  furry  tongue,  headache,  darkened 
urine,  diarrhea,  dizziness,  dryness  of  mouth  or 
vagina,  skin  rash,  dysuria,  depression,  insomnia, 
edema.  Elimination  of  trichomonads  may  aggravate 
coexisting  moniliasis. 

Dosage  Forms 

Oral  — 250-mg.  tablets.  Vaginal  — 500-mg.  inserts. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


Policy? 


A committee  composed  of  five  members  of  the 
American  Medical  Association  and  five  from 
the  National  Education  Association  has  reported 
a series  of  resolutions  dealing  with  some  funda- 
mental principles  concerning  health  education, 
health  services,  and  health  promotion  programs 
in  the  schools.  These  resolutions  have  not  been 
approved  by  official  action  of  the  American 
Medical  Association  but  are  reported  as  having 
been  adopted  by  the  Joint  Committee  on  Health 
Problems  in  Education.  Unless  the  report  is  read 
carefully,  and  with  more  than  casual  knowledge 
of  AMA  organization  and  operation,  it  is  readily 
construed  as  being  a report  of  AMA  position. 
There  is  nothing  in  the  released  report  to  indi- 
cate that  the  resolutions  have  been,  or  will  be, 
submitted  to  the  AMA  House  of  Delegates. 

This  is  serious  business.  Wording  of  the  resolu- 
tions indicates  that  they  will  be  used  to  influence 
legislation  and  the  manner  in  which  they  are 
being  reported  indicates  that  they  will  be  pre- 
sented to  legislators  as  official  AMA  action. 
Wording  also  can  be  used  to  support  legislation 
placing  responsibility  for  health  care  of  school 
children  in  the  hands  of  school  personnel.  The 
resolutions  urge  inclusion  of  health  programs  and 
health  services  in  educational  programs  but  no- 
where in  them  is  there  mention  of  responsibility 
of  family  or  physician.  It  must  be  presumed, 
therefore,  that  members  of  the  committee  of  ten 
believe  school  teachers  and  other  professional 


educators  to  be  more  competent  to  supervise 
health  of  children  than  parents  or  family  physi- 
cians. 

It  seems  at  least  doubtful  that  this  position 
would  be  supported  by  the  AMA  House  of  Dele- 
gates, were  implications  of  these  resolutions 
well  understood.  It  also  seems  doubtful  that 
the  majority  of  physicians  of  the  country  would 
grant  to  their  five  representatives  on  the  Joint 
Committee  the  power  to  make  such  sweeping 
changes  in  Association  policy.  There  can  be  no 
doubt  that  the  Joint  Committee  feels  itself  com- 
petent to  wield  that  power,  since  the  release 
accompanying  copies  of  the  resolutions  states 
clearly  that  the  Joint  Committee  provides  policy 
“in  regard  to  current  health  problems  of  chil- 
dren and  youth.” 

Although  the  policies  proposed  were  un- 
doubtedly accepted  in  sincerity  and  with  the 
altruistic  purpose  of  improving  the  health  status 
of  all  school  children,  it  would  seem  prudent 
for  the  Joint  Committee  on  Health  Problems  in 
Education  to  seek  approval  of  the  AMA  House 
of  Delegates  before  attempting  to  influence 
legislation  by  using  these  resolutions.  Certainly 
the  AMA  appointed  members  of  the  Commit- 
tee should  render  an  official  communication 
that  would  put  them  before  the  Association’s 
policy  making  body.  In  the  absence  of  formal 
submission  to  the  House  of  Delegates  it  would 
seem  advisable  for  the  House  to  review  the 
entire  matter.  H.  L.  H. 


COLLOQUIUM  PROCEEDINGS 

Proceedings  of  the  April  2,  1966  Washington  Colloquium  on  Sexual 
Psychopathy  are  available  from  the  W.S.M.A.  Central  Office,  1800  Terry  Avenue, 
Seattle,  98101.  A summation  of  the  proceedings,  with  articles  concerning  the 
care  of  the  habitual  sexual  offender,  will  be  published  in  a future  issue. 

NEXT  MONTH 

Diabetic  Com  a— practical,  clinically  oriented  guide  to  management  of  the  diabetic 
keto-acidosis. 

What’s  Ahead  for  U.  S.  Medicine?— special  article,  written  from  the  observational 
advantage  enjoyed  by  a professional  management  consultant. 

Traumatic  Fistula  of  the  Head  of  the  Pancreas— report  of  a complicated  case 
finally  solved  by  pancreato-jejunostomy. 
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1 


For  more  complete  relief  of  allergic  symptoms 


Consider  Co-Pyronil®  when  allergic  patients  need  more 
complete  relief  than  single  antihistamines  alone  can  give. 

Each  Pulvule®  provides: 

Two  antihistamines — to  give  both  rapid  relief  and  pro- 
longed activity  (up  to  twelve  hours). 

A vasoconstrictor — to  provide  the  synergistic  action  of 
a decongestant. 

These  ingredients  act  quickly  to  relieve  the  conges- 
tion and  discomfort  of  pollinosis,  the  burning  and 
weeping  of  ocular  allergies,  the  itch  and  swelling  of 
urticaria  and  minor  drug  reactions.  For  secondary 
symptoms  concurrent  with  these  allergies,  Co-Pyronil 
also  helps  to  give  more  complete  relief. 

Contraindications  and  Precautions:  Hypersensitivity  to  anti- 
histamines, though  rare,  is  a contraindication  to  their  use. 
Co-Pyronil  should  be  used  with  caution  in  the  presence  of 


hypertension,  cardiovascular-renal  disease,  and  hyperthy- 
roidism. As  with  any  preparation  containing  antihistamines 
and  sympathomimetics,  overdosage  may  produce  excessive 
central-nervous-system  depression  or  stimulation. 

Side-Effects:  Drowsiness  is  sometimes  reported  at  the  be- 
ginning of  treatment  but  is  usually  transient.  In  rare  in- 
stances, symptoms  of  sy  mpathetic  overstimulation  may  be 
noted  from  the  vasoconstrictor  ingredient  in  Co-Pyronil. 

Dosage  Range:  One  Pulvule  every  four,  eight,  or  twelve 
hours,  depending  on  the  severity  of  the  symptoms. 


Co-Pyronil 

Each  Pulvule  contains  15  mg.  PyroniP  (pyrrobutamine,  Lilly),  25 
mg.  HistadyP  (methapyrilene  hydrochloride.  Lilly),  and  12.5  mg. 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly). 


600387 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana. 
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A 


Clinical  Evaluation  of  Stroke 

More  About  Brainwashing --Dry  and  Wet 

ARTHUR  S.  BIDDLE,  M.D.,  Seattle,  Washington 


Cerebral  ischemia  may  be  due  to  stenosis  of  extracranial  vessels  and  may 
be  relieved  by  surgery.  Enthusiasm  for  operation,  however,  should  be  tempered 
ivith  realization  that  some  patients  develop  adequate  collateral  circulation  and 
do  well  without  surgery.  Furthermore,  diagnostic  and  surgical  procedures 
carry  risks  that  must  be  considered  when  decision  is  made.  Selection  of  cases 
for  surgery  should  be  based  on  careful  evaluation  of  history,  physical  findings, 
and  residts  from  a step  by  step  program  of  investigation  that  may  or  may  not  be 
carried  to  cerebral  angiography . Decision  should  be  reviewed  as  each  new 
datum  is  added  to  the  record. 


I n April,  1959,  the  editor  of  northwest  medicine 
published  a plea  for  precision  in  the  diagnosis 
of  stroke  and  cited  importance  of  angiography  in 
identifying  surgically  correctable  forms  of  cere- 
brovascular disease.1  The  cumulative  medical 
knowledge  of  the  ensuing  six  years  clamors  for 
a current  re-emphasis  of  the  editor’s  plea. 

two  concepts 

This  essay  seeks  to  provide  that  re-emphasis 
and,  in  outlining  a rational  approach  to  the 
diagnosis  of  stroke,  will  stress  two  concepts. 

First,  in  every  patient  with  a clinical  diagnosis 
of  stroke,  transient  or  permanent,  or  suspected 
stroke,  a surgically  correctable  cause  should  be 
considered.  An  orderly  diagnostic  evaluation 
should  be  planned  and  carried  out,  step  by  step, 
reviewing  the  decision  to  proceed  or  stop  each 
time  a new  datum  is  added  to  the  record. 

Second,  the  probability  of  benefit  or  harm 
from  surgical  diagnostic  and  therapeutic  pro- 
cedures should  be  weighed  as  carefully  as  pos- 
sible in  each  individual  case.  Judgment  should 
be  based  on  sound  principles  of  neurophysiology 
and  neuropathology. 

To  date  there  probably  has  been  too  little 
enthusiasm  for  the  first;  that  is,  not  enough 
patients  with  stroke  have  been  adequately  evalu- 
ated. And  there  may  have  been  too  much  en- 
thusiasm in  connection  with  the  second;  that  is, 
too  many  of  those  evaluated  may  have  been 
operated  upon. 

To  put  it  another  way  there  probably  have 
been  too  many  stroke  patients  up  to  now  who 
haven’t  been  given  as  much  brainwashing  as  they 


deserve,  whereas  it  seems  likely,  at  least  in  cer- 
tain areas  of  our  land,  that  a number  of  patients 
with  relatively  insignificant  occlusive  lesions 
in  the  extracranial  blood  supply  may  have  been 
unjustifiably  brainwashed. 

Biddle  and  Day  examined  this  idea  before 
the  annual  meeting  of  the  Seattle  Surgical  Soci- 
ety in  January,  1962,  in  a paper  entitled  “Brain- 
washing: Can  the  Surgeon  Help?”  The  present 
essay  represents  a re-examination  of  that  ques- 
tion in  the  light  primarily  of  clinical  and  basic 
science  investigations  published  in  the  interim 
and  also  some  additional,  personal,  clinical  ex- 
perience. 

In  an  enlightening  panel  discussion  of  “Com- 
munist Methods  of  Interrogation  and  Indoctrin- 
ation” before  the  New  York  Academy  of  Medi- 
cine and  the  New  York  Neurological  Society  in 
November,  1956,  Lifton  equated  brainwashing 
with  the  Chinese  communist  concepts  of  thought 
reform  or  ideological  remolding.2  In  this  sense  of 
brainwashing  the  surgeon  can  help  and  has 
helped.  His  success  in  re-forming  the  thought 
and  remolding  the  ideas  of  the  medical  com- 
munity regarding  vulnerability  to  surgical  at- 
tack of  occlusive  disease  of  the  major  cervical 
arteries  is  attested  by  the  number  of  glowing 
reports  in  our  surgical  and  medical  journals. 
Here  then  the  surgeon  can  certainly  help. 

If  brainwashing  be  used  in  the  sense  of  irri- 
gation of  the  countless  vital  structures  of  the 
brain  by  a nutritious  stream  of  blood,  there  may, 
on  occasion,  be  grounds  for  uncertainty  regard- 
ing the  efficacy  of  the  surgeon’s  efforts.  Some 
of  the  reasons  for  this  uncertainty  are  apparent 
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Fig.  1 Normal  Circle  of  Willis.  From  Kirgis,  Llewellyn, 
and  Peebles,  see  reference  3.  Reproduced  by  permission. 

from  the  following  observations,  anatomic,  physi- 
ologic, pathologic,  and  clinical,  most  of  them 
the  work  of  leading  investigators  in  the  field 
for  which  I claim  no  credit. 

anatomy 

Pattern  of  the  cervical  portion  of  the  arterial 
supply  to  the  brain  except  in  the  occasional 
absence  of  one  vertebral  artery,  is  quite  well 
known.  However,  the  next  step  up  the  arterial 
ladder,  the  so-called  “circle”  of  Thomas  Willis, 
is  too  often  not  all  that  it's  cracked  up  to  be. 
When  it  is,  it  looks  like  Figure  1.  Note  particu- 
larly the  healthy  anastomosis  provided  by  the 
anterior  cerebral  and  anterior  communicating 
arteries  and  also  the  sizable  origins  of  the  two 
posteriar  cerebral  arteries  from  the  basilar.  In 
Figure  2 is  seen  on  one  side,  a string-like  pos- 
terior communicating  artery  with  the  posterior 
cerebral  artery  depending  primarily  on  the  car- 
otid. 

A structure  intermediate  between  the  first 
two  is  shown  in  Figure  3 where  one  posterior 
cerebral  is  about  equally  dependent  on  the  ba- 
silar and  the  ipsilateral  carotid.  In  the  next 
circle,  shown  in  Figure  4,  we  again  see  a posterior 


ANT.  COMMUN.  A. 


Fig.  2.  Posterior  cerebral  artery  depending  primarily 
on  the  carotid.  From  Kirgis,  Llewellyn,  and  Peebles,  see 
reference  3.  Reproduced  by  permission. 


Fig.  3.  One  posterior  cerebral  artery  about  equally 
dependent  on  the  basilar  and  the  ipsilateral  carotid.  From 
Kirgis,  Llewellyn,  and  Peebles,  see  reference  3.  Reproduced 
by  permission. 

cerebral  largely  dependent  on  a carotid  but,  in 
addition,  because  of  a unilaterally  small  proxi- 
mal anterior  cerebral,  we  see  both  distal  anterior 
cerebrals  dependent  largely  on  a single  carotid. 
These  are  a few  of  the  variations  described  by 
Kirgis  ( to  whom  these  figures  should  be  cred- 
ited) in  I960.3 


486 

Xorthicest  Medicine,  June  1966 


Fig.  4.  A posterior  cerebral  artery  largely  dependent 
on  a carotid  but,  in  addition,  because  of  a unilaterally 
small  proximal  anterior  cerebral,  both  distal  anterior 
cerebrals  dependent  largely  on  a single  carotid.  From 
Kirgis,  Llewellyn,  and  Peebles,  see  reference  3.  Reproduced 
by  permission. 

physiology 

In  1951  Shenkin  and  his  associates  at  the 
University  of  Pennsylvania,  in  studying  the 
hemodynamic  effect  of  carotid  ligation,  exam- 
ined this  circle  from  another  angle.4  They  com- 
pared the  cerebral  hemispheres  to  a pair  of 


resistances  connected  in  parallel  and  the  circle  of 
Willis  to  a resistance  connecting  the  two  internal 
carotids  as  diagrammed  in  Figure  5.  In  four 
patients  they  measured  cerebral  blood  flow  and 
mean  arterial  blood  pressure  before  and  after 
unilateral  common  carotid  ligation.  From  these 
data,  cerebrovascular  resistance  was  calculated 
for  pre-  and  post-ligation  states.  Their  diagram 
of  the  post-ligation  state  is  shown  in  Figure  6. 

By  using  several  reasonable  assumptions,  de- 
tails of  which  are  not  essential  to  our  discus- 
sion, they  arrived  at  limits,  in  each  of  the  four 
cases,  within  which  the  resistance  to  flow  of  the 
circle  of  Willis  might  be  expected  to  lie.  In  the 
three  patients  who  tolerated  the  ligation  without 
ill-effect  the  resistance  of  the  circle  was  calcu- 
lated to  be  about  a half  as  great  as  the  resist- 
ance of  the  cerebral  hemisphere.  Resistance  of 
the  circle  to  flow  in  the  fourth  patient  was 
calculated  to  be  several  times  higher  than  that 
in  the  others.  That  this  circle  was  inadequate  to 
the  collateral  blood  flow  demanded  is  revealed 
in  the  post-ligation  hemiplegia  of  this  patient. 
That  resistance  of  the  circle  increases  with  age 
is  suggested  by  the  53  years  of  this  patient  as 
compared  with  the  25  years  of  the  second  oldest 
in  the  group. 

But  the  complexities  of  structure  and  function 
in  the  circle  of  Willis  are  apparently  as  child’s 
play  when  compared  to  the  numberless  vari- 
ations in  local  blood  flow  in  the  equally  number- 
less substructures  of  the  brain.  This  timely  notion 
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Fig.  5.  Circle  of  Willis  compared  to  Wheatstone  Bridge.  From  Shenkin,  et  al.,  see 
reference  4.  Reproduced  by  permission. 
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Fig.  6.  Post-ligation  state.  From  Shenkin.  et  al.,  see  reference  4.  Reproduced  by 
permission. 


of  local  variation  in  cerebral  blood  flow  was 
first  advanced  by  Roy  and  Sherrington  in  1890. 5 

Sokoloff  of  the  National  Institutes  of  Health 
has  documented  this  concept  in  detail  by  demon- 
strating local  rates  of  brain  blood  flow  in  28 
structures  of  the  cat  brain  with  extremes  of 
0.23  ce  per  gram  per  minute  in  superficial  white 
matter  and  1.80  cc  per  gram  per  minute  (or 
eight  times  as  great)  in  the  inferior  colliculus, 
and  has  further  demonstrated  significant  vari- 
ations in  flow  in  a single  structure  in  correlation 
with  varying  degrees  of  functional  activity  in 
that  structure.6 

There  are  literally  volumes  of  reports  on 
recent  investigations  documenting  the  concepts 
of  intrinsic  control  of  the  cerebral  circulation 
and  the  homeostatic  mechanisms  by  which  the 
nuclei  of  the  brain  modulate  their  supply  of 
blood  according  to  their  metabolic  needs.  Par- 
ticularly germane  to  the  present  discussion  is 
the  relationship  of  cerebral  oxygen  consumption 
and  cerebral  blood  flow  to  mental  integrity'. 
Lassen  of  Copenhagen,  continuing  years  of  study' 
of  these  phenomena,  presented  data  comparing 
the  cerebral  metabolic  rate  for  oxygen  in  four 
groups  of  subjects  described  as  normal,  border- 
line, mild,  and  severe  cerebral  hy'pof  unction. 7 
He  demonstrated  progressively  lower  metabolic 
rates  as  psychological  test  scores  fell.  Straight- 
forward enough,  it  may  appear,  but  where  are 
we  left  when  Sokoloff  in  Bethesda  finds  brain 
oxygen  consumption  diminished  secondary  to 
impaired  cerebral  blood  flow,  as  in  arterio- 
sclerosis, while  Lassen  in  Copenhagen  finds  brain 


blood  flow  in  his  hypofunction  patients  sub- 
normal but  reduced  only'  in  proportion  to  the 
reduction  in  oxygen  uptake.  In  other  words,  he 
found  blood  flow  had  fallen  not  because  of 
impaired  circulation  but  because  of  reduction  in 
demand  by'  hy'pofunctioning  tissue. 

pathology 

It  might  be  refreshing  to  turn  from  complex 
physiology  of  elusive  significance  to  pathologic 
processes  we  can  see  and  feel.  Among  reports 
tending  to  stimulate  vascular  surgeons  was  that 
of  Martin  and  associates  from  the  Mayro  Clinic 
in  1960.s  They  revealed  that  in  a necropsy  study 
of  100  unselected  patients  more  than  50  y'ears 
of  age,  40  per  cent  had  at  least  one  major  cervical 
artery  whose  diameter  was  reduced  by'  more  than 
50  per  cent  and  that,  among  the  100,  71  per  cent 
of  those  who  had  a history'  consistent  with 
cerebral  ischemia  were  found  to  have  “high 
grade  cervical  arterial  stenosis.’  Less  surgically 
stimulating,  and  perhaps  less  well  noted,  was 
the  finding  that  of  40  patients  with  a greater 
than  50  per  cent  stenosis  in  at  least  one  of  the 
major  cervical  arteries,  24,  or  60  per  cent,  had 
no  symptoms  referable  to  the  central  nervous 
system. 

Several  other  elinico-pathologic  reports  are 
worthy  of  note.  Baker,  in  surveying  1,120  autop- 
sies for  atherosclerosis  in  intracranial  blood  ves- 
sels, found  267  cases  in  which  one  or  more  intra- 
cranial arteries  were  severely  narrowed  or 
occluded  without  producing  any  tissue  changes 
in  the  brain.9  He  called  particular  attention  to 
the  autopsy'  of  a patient  who  had  died  of  severe 
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Fig.  7.  Subdural  hematoma,  rather  than  carotid  constriction,  was  responsible  for 
symptoms  in  this  case,  reported  by  Gurdjian,  et  al.,  see  reference  26. 

Copyrighted  by  the  Angiology  Research  Foundation  and  reproduced  with  full  permis- 
sion of  the  Foundation.  Also  published  in  Surg  Gyn  Obstet,  March,  1960.  Reproduced 
by  permission  of  Surgery,  Gynecology  & Obstetrics. 


myocardial  infarction.  Although  in  this  case  prac- 
tically all  of  the  major  intracranial  vessels  were 
narrowed  by  more  than  50  per  cent  of  their 
normal  diameter,  the  brain  revealed  no  areas 
of  softening. 

Me  then  emphasized  the  functional  importance 
of  three  main  sources  of  collateral  circulation  to 
the  brain : ( 1 ) the  large  superficial  arteries  of 
the  brain  stem  and  cerebral  cortex,  (2)  the 
circle  of  Willis,  and  (3)  anastomoses  between 
the  various  parts  of  extracranial  circulation. 

The  potential  protective  role  of  adequate  col- 
lateral circulation  was  further  elucidated  in  the 
report  of  Wiener  who  studied,  by  autopsy  or 
angiography,  61  cases  of  complete  carotid  occlu- 
sion.1" Of  the  55  who  had  a permanent  clinical 
abnormality,  three  quarters  had  in  addition 
occlusion  of  a major  intracranial  arterial  trunk 
or  branch  and  one-third  had  sufficient  anomaly 
of  the  circle  of  Willis  to  diminish  collateral  flow. 
The  six  patients  who  had  no  permanent  clinical 
abnormality  had  neither  these  additional  lesions 
nor  occlusion  of  major  extracranial  arteries  other 
than  the  carotids. 

A more  emphatic  note  on  the  potential  be- 
nignity of  occlusion  in  the  blood  supply  to  the 
brain  was  provided  by  Doniger  who  reported 
a patient  demonstrated  to  have  bilateral  com- 
plete carotid  and  basilar  artery  occlusion  with 
essentially  complete  spontaneous  recovery  from 
episodes  of  brain  ischemia.11 


pitfalls  in  evaluation 

It  would  seem,  however,  that  surgeons  could 
avoid  such  problems  by  confining  their  attention 
to  patients  who  present  with  what  appear  to  be 
symptoms  of  brain  ischemia  and  in  whom  an 
occlusive  lesion  is  demonstrable  on  angiography 
of  the  extracranial  blood  supply.  The  fallacy 
of  assuming  that  such  a pair  of  circumstances 
regularly  represents  cause  and  effect  is  impres- 
sively illustrated  in  Figure  7 borrowed  from  a 
1960  report  of  Gurdjian,  Hardy,  and  Lindner. 13 
The  three  and  one-half  year  freedom  from  symp- 
toms of  this  patient  following  evacuation  of  his 
subdural  hematoma  illustrates  avoidance  of  only 
one  of  the  pitfalls  lying  in  wait  for  those  who 
rely  too  heavily  on  angiographic  pictures  of 
the  extracranial  arterial  supply. 

A patient  of  my  own  died  from  a cerebral 
glioblastoma  within  three  months  after  angio- 
grams of  good  quality  demonstrated  a stenotic  le- 
sion in  the  cervical  carotid  and  no  evidence  of 
cerebral  tumor.  ( I was  sufficiently  wary  of  the 
cervical  lesion  not  to  subject  the  patient  to 
endarterectomy  but  did  not  at  the  time  of 
initial  evaluation  advise  pneumoencephalog- 
raphy or  ventriculography  which  would  probably 
have  demonstrated  a mass  lesion  not  detectable 
on  the  angiogram.)  Silverstein  has  recently  add- 
ed documentation  of  the  frequency  of  this  prob- 
lem in  reporting  on  252  patients,  with  clinical 
diagnoses  of  occlusive  cerebrovascular  disease 
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in  whom  4.8  per  cent  were  found  to  have  tumors, 
aneurysms,  or  arteriovenous  malformations.13 

Before  the  surgeon  allows  himself  to  be  led 
along  the  road  to  surgery  too  readily  by  the 
angiographic  appearance  of  the  cervical  carotid 
he  might  well  reflect  on  the  experiment  reported 
by  Bull  in  which  three  experienced  neuro- 
radiologists were  independently  asked  to  exam- 
ine 23  angiographic  studies  in  patients  without 
clinical  evidence  of  cerebrovascular  disease  and 
another  23  studies  in  patients  with  diagnoses  of 
acute  cerebrovascular  accidents.14  While  in  study- 
ing the  latter  group  the  three  observers  produced 
a total  of  56  interpretations  of  cervical  internal 
carotid  abnormality,  they  were  also  able  to  find 
in  the  former  or  “normal”  group  a total  of  39 
instances  of  abnormality'  of  the  internal  carotid 
in  the  neck. 

Intriguing  and  surgically  enticing  angiograms 
showing  coiling  or  kinking  in  the  cervical  caro- 
tid and  others  showing  reversal  of  blood  flow 
in  the  vertebral  artery  have  sometimes  been 
accepted  as  presenting  clear  cut  indications  for 
operation.  Again,  it  ain’t  necessarily  so.  Weibel 
and  Fields  have  concluded,  from  extensive  stud- 
ies of  coiled  and  kinked  carotids,  that  coiling 
of  the  internal  carotid  artery  is  a congenital 
developmental  condition  which  is  rarely  associ- 
ated with  symptoms  unless  atherosclerotic  disease 
is  also  present  in  the  carotid  arteries  or  vertebro- 
basilar system.  And  further,  they  found  a low 
incidence  of  correlation  between  kinking  of  the 
internal  carotid  artery  and  evidence  of  cerebro- 
vascular insufficiency.15 16 

The  reversal  of  vertebral  artery  flow  seen  in 
the  presence  of  proximal  subclavian  artery  occlu- 
sion, first  noted  by  Contomi17  and  subsequently 
popularized  as  the  syndrome  of  the  subclavian 
steal  (the  above  noted  angiographic  picture  in 
the  presence  of  symptoms  of  vertebral  artery  in- 
sufficiency precipitated  by  ipsilateral-upper  ex- 
termity  exertion  and  the  finding  of  diminished 
blood  pressure  and  pulse  amplitude  in  the  ipsi- 
lateral  upper  extremity)  has  recently  been  ob- 
served in  10  patients  in  whom  the  authors 
considered  the  reversal  a normal  phenomenon.18 

I have  had  the  opportunity  of  seeing  in  con- 
sultation a patient  who  had  experienced  several 
episodes  that  seemed  most  consistent  with  peri- 
ods of  anterior  cerebral  ischemia  and  in  whom 
an  aortic  arch  angiogram  revealed  radiographic 
evidence  of  subclavian  steal.  Although  it  seemed 
difficult  to  account  for  her  symptoms  on  the 


basis  of  subclavian  steal,  the  radiographic  diag- 
nosis prevailed  and  her  managing  physicians 
elected  to  subject  her  to  subclavian  endarter- 
ectomy. In  spite  of  a successful  restoration  of 
flow  in  the  occluded  vessel  the  patient  went  on 
to  infarction,  in  that  portion  of  her  brain  previ- 
ously affected  by  the  ischemic  episodes,  ap- 
proximately six  months  after  the  surgical  pro- 
cedure. 

Recommended  procedure  for  patient  evaluation 

In  spite  of  the  many  pitfalls,  several  examples 
of  which  have  been  noted  above,  is  there  an 
orderly  diagnostic  program  which  can  lead  to 
rational  and  usually  successful  treatment,  surgi- 
cal or  medical,  with  acceptable  reliability  and 
safety  in  the  patients  we  are  considering?  There 
is,  and  the  following  are  its  important  elements. 

First,  the  patient  should  be  carefully  evaluated 
from  the  general  medical  standpoint  to  exclude 
systemic  causes  of  brain  ischemia,  primarily  those 
referable  to  the  cardiovascular  system. 

Second,  a careful  history  should  be  obtained, 
with  particular  attention  to  episodes  suggestive 
of  brain  vascular  insufficiency,  particularly  epi- 
sodes of  sensory,  including  visual  ( hemianopic ) , 
or  motor  disturbances  involving  one  side  of  the 
body  or  episodes  of  speech  disturbance  sug- 
gesting dysphasia.  The  patient  should  also  be 
questioned  regarding  the  possibility  of  episodes 
of  monocular  visual  disturbance. 

Third,  in  addition  to  examination  of  the  pa- 
tient for  signs  of  neurologic  dysfunction,  the 
carotid  arteries  should  be  examined  by  palpation 
and  auscultation  for  evidence  of  occlusive  disease 
at  the  common  carotid  bifurcation  (diminished 
pulses,  thrills,  bruits). 

If  history  and  physical  examination  have  not 
provided  evidence  to  implicate  the  cervical  caro- 
tid artery  in  the  production  of  brain  vascular 
insufficiency,  valuable  information  in  this  regard 
may  be  obtained  by  ophthalmodynamometry 
which  should  be  the  next  step.  The  most  useful 
information  from  this  procedure  can  probably  be 
obtained  if  it  is  carried  out  according  to  the 
recommendations  of  Drake.10  He  recommends 
right-left  comparisons  of  the  diastolic  retinal 
artery  pressures  with  the  patient  both  in  supine 
and  in  85  degree  erect  positions  on  a tilt  table. 
Of  15  patients  with  radiographically-demonstra- 
ble,  asymmetric,  carotid  stenosis  all  were  de- 
tected by  Drake’s  method  of  ophthalmodyna- 
mometry. 

A critical  factor  in  determining  the  advisability 
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of  subjecting  a patient  to  surgery  is  the  degree 
of  adequacy  of  collateral  supply  when  one  carotid 
is  obstructed.  The  most  useful  information  in 
this  regard  is  obtainable  from  the  carotid  com- 
pression test.  It  provides  the  most  complete 
information  if  manual  compression  is  employed 
for  periods  of  30  seconds  on  alternate  sides 
under  EEG  control,  and  if  the  patient  is  exam- 
ined in  supine  and  70  degrees  erect  position  on 
the  tilt  table  and  with  the  head  in  neutral,  right 
lateral,  and  left  lateral  positions  as  described 
by  Toole  and  Bevilacqua.20  If  sensitive  carotid 
sinus  is  demonstrated  at  the  outset  of  the  pro- 
cedure, by  slowing  in  the  single  lead  electro- 
cardiogram, the  carotid  compression  is  carried 
out  well  below  the  carotid  bifurcation.  Otherwise 
pressure  should  be  applied  at  the  level  of  the 
bifurcation. 

In  addition  to  providing  valuable  pre-treat- 
ment diagnostic  information,  the  above  two 
procedures  may  be  useful  in  postoperative 
follow-up  if  surgery  is  done. 

At  this  point  in  his  evaluation  every  patient 
who  has  a surgically,  potentially  correctable  oc- 
cluding lesion  of  the  extracranial  blood  supply  of 
the  brain  and  who  is  considered  a candidate  for 
surgery,  should  be  subjected  to  angiography  of 
these  vessels.  Although  a substantial  majority  of 
the  surgically  correctable  lesions  lie  at  the  bifur- 
cation of  the  common  carotid  and  origin  of  the 
internal  carotid,  the  more  extensively  the  extra- 
cranial vasculature  can  be  visualized  the  more 
useful  will  be  the  information  obtained.  In 
comparing  50  patients  wtih  carotid  occlusive 
disease  to  50  patients  with  middle  cerebral  artery 
occlusion  by  history,  physical  findings,  and 
angiography,  Silverstein  concluded  that  the  clini- 
cal features  “excluding  those  related  to  the  oph- 
thalmic artery  or  to  local  arterial  disease,  can- 
not reliably  distinguish  the  two  conditions.”21 

The  impressive  number  of  patients  who  may 
he  found  to  have  impressive  stenotic  lesions  is 
documented  in  a series  reported  by  Pribram22 
and  one  reported  by  Newton  et  al.23  The  latter 
demonstrated  by  angiography  that  57  per  cent  of 
161  patients  suspected  of  having  cerebrovascular 
occlusive  disease  showed  more  than  50  per  cent 
occlusion  in  one  or  more  major  vessels  in  the 
extracranial  blood  supply  of  the  brain,  whereas 
the  former  demonstrated  “significant  extracranial 
vascular  occlusive  lesions”  in  49  per  cent  of  170 
patients  with  known  or  suspected  cerebrovascular 
disease. 

Pribram  did  draw  attention,  however,  to  the 


finding  of  intracranial  vascular  occlusive  lesions 
in  29  per  cent  of  his  patients  and  intracranial 
lesions  of  other  kinds  in  11  per  cent.  One  of  his 
patients  had  a significant  extracranial  vascular 
occlusive  lesion  and  an  intracranial  tumor.  Direct 
carotid  angiography  often  provides  better  defi- 
nition of  the  oarotids  than  indirect  injection  by 
way  of  the  aorta.  At  times  it  is  indispensible  in 
excluding  intracranial  lesions.  The  current  con- 
sensus, however,  is  that  indirect  angiography  by 
way  of  the  aortic  arch  is  the  safest  means  of 
providing  extensive  visualization  of  the  extra- 
cranial arterial  supply  to  the  brain.  Arch  angi- 
ography is  by  no  means  innocuous,  as  Newton 
et  al  have  pointed  out.  2 per  cent  of  their  161 
patients  died  shortly  after  the  procedure  and 
7 per  cent  experienced  transient  blindness  or 
visual  field  loss  post-angiographicallv.23 

Application  of  the  diagnostic  scheme  herein 
outlined  permits  a rational  decision  as  to  wheth- 
er truly  beneficial  surgery  is  possible  within 
the  limits  of  acceptable  risk  to  the  patient.  Ra- 
tional and  practical  objectives  of  surgical  treat- 
ment are  those  espoused  by  Tytus  and  Hill: 
( 1 ) to  prevent  cerebral  infarction,  ( 2 ) to  im- 
prove collateral  circulation  and,  (3)  to  relieve 
the  symptoms  of  transient  cerebral  ischemia.2* 
In  connection  with  the  latter,  however,  it  is 
essential  to  bear  in  mind  the  frequent  benign 
course  in  patients  with  transient  cerebral 
ischemia  who  are  not  treated  actively. 

Acheson  and  Hutchinson  have  recently  re- 
ported on  82  patients  with  repetitive  attacks  of 
transient  cerebral  ischemia  followed  for  an  ave- 
rage period  of  40  months  and  not  treated  active- 
ly.25 Fifty-seven  of  the  82  were  in  normal  health, 
69.5  per  cent.  In  comparison,  Gurdjian  has 
recently  reported  an  average  follow-up  of  three 
and  one-half  years  of  72  patients  with  internal 
carotid  artery  stenosis  subjected  to  exploration 
for  endarterectomy.  Of  this  group,  46  per  cent 
were  alive  and  free  from  their  symptoms  of 
repeated  transient  ischemic  episodes.26  In  those 
of  this  group  of  72  in  whom  endarterectomy 
could  be  successfully  carried  out,  60  per  cent 
were  alive  and  free  of  transient  ischemic  symp- 
toms.26 In  this  connection  it  is  probably  note- 
worthy that  two  of  my  own  patients  in  whom 
successful  endarterectomy  could  be  accomplished 
only  in  the  common  and  external  carotids  with- 
out restoration  of  flow  in  the  internal  carotid 
experienced  striking  relief  from  their  pre-opera- 
tive frequently  occurring  ischemic  episodes, 
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belying  the  over-simplified  concept  that  the  in- 
ternal carotid  alone  to  the  exclusion  of  the  ex- 
ternal is  significant  in  the  carotid  supply  to  the 
brain. 

Transient  ischemic  episodes  can  frequently  be 
halted  by  successful  carotid  artery  surgery  and, 
when  they  are  it  is  reasonable  to  assume  that 
the  patient  has  gained  a substantial  measure  of 
protection  from  threatened  cerebral  infarction. 
Such  an  objective  is  worthy  of  enthusiastic  pur- 
suit. Enthusiasm  implies  temptation  to  the  en- 
thusiast, however,  and  it  must  not  be  permitted 
to  interfere  with  reason. 

Tytus  and  Hill24  faithfully  quoted  Luessen- 
hopLT°  as  follows:  “In  a study  of  97  patients  with 
carotid  artery  disease  who  had  as  their  initial 
signs  rapidly  recurring  and  reversible  neurologi- 
cal manifestations  Luessenhop  found  that  80  per 
cent  had  permanent  neurological  changes  at  the 
end  of  one  year."  Perhaps  betraying  the  stigma 
of  enthusiasm  of  a reviewer,  this  sentence  from 
Tytus  and  Hill  underwent  a slight  but  treacher- 
ous metamorphosis  to  “without  surgery  80  per 
cent  of  the  patients  with  transient  neurological 
symptoms  in  the  presence  of  carotid  artery  oc- 
clusion will  progress  to  cerebral  infarction  in 
one  year”  in  the  International  Abstracts  of  Sur- 
gery.28 The  original  quotation  is  faithful.  The 
re-quotation  is  misleading. 

summary 

1. — In  every  patient  with  a clinical  diagnosis 
of  stroke,  whether  persistent  or  transient,  or 
suspected  stroke,  the  possibility  of  a surgically 
correctable  cause  ( or  medically  correctable 
cause)  should  be  considered. 

2. — In  every  patient  who  has  not  been  essen- 
tially disabled  by  stroke  and  who  is  experiencing 
episodes  suggestive  of  transient  brain  ischemia 
or  who  is  in  danger  of  disability  from  stroke, 
evaluation  should  be  carried  tlirough  the  pro- 
cedure outlined  above,  stopping  only  after  the 
last  step  short  of  angiography. 

3. — In  every  patient  whose  condition  warrants 
serious  consideration  of  extracranial  arterial  sur- 
gery adequate  angiographic  evaluation  of  the 
suspected  vessels  should  he  carried  out.  In  addi- 
tion, contrast  x-rays  of  the  brain,  including 
angiography  or  encephalography  or  both,  may 

•Luessenhop's  exhaustive  study  of  the  subject,  through 
1958.  provides  good  foundation  for  anyone  wishing  to 
pursue  it  further. 


be  necessary  to  exclude  significant  intracranial 
lesions. 

4. — Decision  as  to  the  advisability  of  surgery, 
and  the  vessel  or  vessels  to  be  operated  upon, 
should  be  made  after  evaluating  the  angiographic 
studies  in  the  light  of  cumulative,  pre-angi- 
ographic  evaluation. 

5. — Arterial  surgery  should  be  offered  when 
evaluation  indicates  that  it  will  probably  be 
helpful.  Criteria  are:  (a)  episodes  of  transient 
brain  ischemia  occurring  at  least  several  times 
weekly  or  deficit  in  brain  function  progressing 
over  a period  of  days  or  weeks,  (b)  incrimina- 
tion of  a major  extracranial  brain  artery  by 
angiographic  demonstration  of  stenosis  without 
complete  occlusion,  (c)  monocular  visual  dis- 
turbance or  abnormal  retinal  artery  pressure, 
and  (d)  impaired  collateral  circulation  demon- 
strated by  carotid  compression  test. 

In  addition,  thorough  diagnostic  evaluation  of 
the  kind  previously  outlined  will  reveal  other 
patients  who  may  be  helped  by  surgery.  Particu- 
larly among  the  latter,  but  even  among  the  for- 
mer groups,  the  surgeon  must  scrupulously  apply 
his  keenest  judgment,  tempered  as  much  as 
possible  by  conscience  and  as  little  as  possible 
by  biased  enthusiasm.  “Soul  surgery”  is  another 
equivalent  for  brainwashing  suggested  by  Dr. 
Lifton’s  essay.2  If  that’s  what  brainwashing  is, 
surely  the  surgeon  can  help.  • 
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abstracto 

lsquemia  cerebral  puede  ser  debida  a estenosis 
de  vasos  extracraneal  y puede  ser  mejorada  por 
cirugia.  El  entusiasmo  por  la  operacion  sin  em- 
bargo seria  atemporado  por  el  hecho  de  que 
algunos  pacientes  desarrollan  adecuada  circula- 
cion  colateral  y evolucionan  bien  sin  cirugia. 
Ademas,  procedimientos  diagndsticos  y quirur- 
gicos  llevan  ricsgos  que  deberian  ser  considered  os 
cuando  la  decision  es  hecha.  La  seleccion  de 
casos  para  cirugia  seria  basada  sobre  la  cuida- 
dosa  evaluacion  de  la  historic  clinica,  hallazgos 
fisicos  y de  los  residtados  de  un  programa  de 
investigacion  conducido  paso  por  paso  que 
puede  o no  ser  llevado  a la  angiografia  cerebral. 
La  decision  seria  revisada  asi  que  cada  nuevo 
dato  sea  ahadido  a la  ficha  clinica. 
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'e  Peptic  Ulcers  After  Salicylate  Ingestion 


FRED  T.  DARVILL,  J R.  M.  D.  / JOSEPH  W.  V O E G T L I N,  M.  D.  / 

GERHARD  H.  HOFFMAN,  M.D.  Mount  Vernon,  Washington 

Multiple  gastric  and  duodenal  ulcers  are  unusual.  This  case  had , simul- 
taneously, three  benign  gastric  idcers  and  four  duodenal  ulcers.  A combination 
of  prolonged,  high  dosage  salicylate  theapy  and  heavy  intake  of  coffee  and 
alcohol  was  thought  to  be  significant  in  causation.  Complete  healing  followed 
adecpiate  surgical  therapy  and  elimination  of  salicylates  in  spite  of  the  fact  that 
the  patient  continued  to  use  coffee  and  alcohol. 


Gastric  ulcers  are  usually  single  and  discrete 
when  benign.  In  one  series  of  729  cases,  125  had 
two  ulcers  and  only  32  had  three  or  more  active 
ulcers. Multiple  ulcers  were  found  21  times  in 
a series  of  879  cases  of  benign  gastric  ulcer.2 
Triple  gastric  ulcers  were  reported  only  once 
in  405  cases  in  another  series.2  Three  or  four 
simultaneous  gastric  ulcers  were  felt  sufficiently 
unusual  to  justify  three  isolated  case  reports. , B 
No  case  reports  of  more  than  four  simultaneous, 
discrete,  benign,  gastric  ulcers  could  be  found 
on  a reasonable  review  of  the  literature. 

Duodenal  ulcers  are  usually  single.  Occasion- 
ally, two  ulcers,  one  on  the  anterior  and  one  on 
the  posterior  wall  of  the  duodenum,  are  noted 
and  are  called  kissing  ulcers.7 

Several  studies  have  reported  erosive  gastritis 
or  the  presence  of  gross  blood  in  gastric  juice 
obtained  immediately  after  ingestion  of  aspirin 
or  other  salicylates.8  Weiss,  et  al.,  noted  that  43 
per  cent  of  30  subjects  studied  by  gastroscopy 
showed  congestive  and  hemorrhagic  change  in 
gastric  mucosa  after  administration  of  aspirin. 
These  changes  occurred  predominately  around 
areas  in  contact  with,  or  in  close  proximity  to 
the  medication.  They  also  noted  that  patients 
with  peptic  ulcer  were  slightly  more  susceptible 
to  mucosal  injury  by  aspirin  than  patients  with- 
out this  illness.” 

Lange  noted  a considerable  increase  in  posi- 
tive stools  for  occult  blood  after  ingestion  of  vari- 
ous salicylates.1"  That  this  may  not  be  due  to  a 
local  effect  is  suggested  by  Grossman,  et  ah,  who 
reported  gastrointestinal  blood  loss  in  man  after 
intravenous  administration  of  three  grams  of 
aspirin,  indicating  a systemic  effect  causing  or 
predisposing  to  bleeding.11 

Purpose  of  this  communication  is  to  report 
an  additional  case  of  multiple  benign  ulcers. 
Although  the  patient  concerned  was  known  to 


have  consumed  large  quantities  of  coffee  and  al- 
cohol, as  well  as  salicylates,  it  is  believed  that 
the  latter  substance  played  an  important  role  in 
etiology.  It  is  quite  possible  that  combination 
with  other  irritants  potentiated  the  ulcerogenic- 
effect  of  the  salicylates. 

CASE  REPORT® 

A 67-year-old  white  female,  presented  herself  May 
13,  1964  with  the  chief  complaint  of  having  vomited 
small  amounts  of  bright  red  blood  in  the  six  hours 
prior  to  hospital  admission.  Gastrointestinal  x-rays 
two  years  previously  had  shown  a peculiar  duodenal 
deformity  and  a vague  but  possible  shallow  gastric- 
ulcer  on  the  greater  curvature.  Re-examination  foui- 
months  later  showed  a definite,  4 cm,  greater  curva- 
ture gastric  ulcer.  At  that  time  she  was  placed  on 
an  anti-ulcer  program  which  she  did  not  maintain, 
particularly  since  she  had  had  negligible  gastroin- 
testinal symptoms  until  onset  of  the  present  illness. 

Symptoms  occurring  during  the  six  days  prior 
to  hospitalization  were  frequent  burning  epigastric 
pain,  gas,  and  constipation.  There  was  no  melena, 
or  gross  blood  in  stools. 

Of  interest  was  the  patient’s  complaint  of  chronic 
pain  and  distress  in  the  upper  back,  shoulders  and 
arms  that  she  attributed  to  arthritis.  In  an  effort 
to  relieve  these  symptoms,  she  had  been  consuming 
3-4  aspirin,  Anacin  or  Bufferin  tablets  every  four 
hours  on  a regular  basis  for  at  least  several  months 
prior  to  admission  and  probably,  for  a considerably 
longer  time.  In  addition,  she  gave  a history  of  in- 
gestion of  large  amounts  of  coffee  and  alcohol. 

Harsh  expiratory  wheezes  and  rhonchi  were  noted 
over  both  lung  fields  consistent  with  her  history 
of  chronic  bronchial  asthma.  There  was  mild  epigas- 
tric tenderness.  Rectal  examination  was  unremark- 
able and  the  stool  was  grossly  normal. 

Laboratory  investigation  revealed  a normal  urine, 
hematocrit  33,  hemoglobin  10.8  gm  and  white  count 
and  differential  normal.  Stool  guaiac  determinations 
were  3-4  plus,  persistently.  Over  the  first  five  days 
following  admission,  the  hematocrit  fell  to  29  and 
the  hemoglobin  to  9.4  gm. 

Upper  gastrointestinal  x-ray  examination  was  per- 
formed May  15,  1964.  There  was  a 5 cm,  greater 
curvature,  gastric  ulcer  opposite  the  incisura.  Pene- 
tration of  the  ulcer  was  approximately  1.5  cm  beyond 

‘Negative  findings  deleted.  Ed. 
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Fig.  1.  The  two  greater  curvature  ulcers  are  best  seen. 
The  largest  is  opposite  the  incisura. 


the  gastric  wall.  A 1.5  cm  ulcer  was  demonstrated 
immediately  distal  to  the  large  ulcer.  It  was  located 
3 cm  proximal  to  the  pylorus.  The  pylorus  was 
deformed  by  a third  smaller  ulcer.  In  addition,  the 
duodenal  bulb  was  markedly  deformed  by  at  least 
three  ulcerations,  the  largest  of  which  measured 
approximately  1.5  cm  in  diameter.  The  two  smaller 
ulcers  measured  8 mm  in  diameter.  There  was  much 
irritability  and  intermittent  spasm  of  the  stomach 
and  duodenum.  A small  bowel  study  performed  6 
days  after  admission  again  revealed  the  multiple 
gastric  and  duodenal  ulcerations.  Beyond  the  prox- 
imal duodenum,  the  small  bowel  appeared  normal. 
There  were  no  demonstrable  ulcerations  of  the 
jejunum  or  ileum.  No  masses  displacing  the  du- 
odenum were  noted. 

In  an  effort  to  exclude  Zollinger  - Ellison  syn- 
drome, a gastric  analysis  was  performed.  Fasting 
volume  was  15  cc,  total  volume  150  cc.  Several 
specimens  were  blood  streaked  and  mucus  was 
present  in  large  amounts  in  all  specimens.  Free 
hydrochloric  acid,  although  present  in  all  specimens, 
was  never  present  in  excess.  Fasting  total  acidity 
was  30  degrees  with  free  HC1  15  degrees.  An  Ewald 
test  meal  was  given  and  at  one  hour  total  acidity’ 
was  38  degrees,  free  HC1  30  degrees. 

The  patient  was  placed  on  a strict  ulcer  program 
with  indifferent  results  insofar  as  healing  was  con- 
cerned. Regimen  included  anticholinergics,  hourly 
antacids,  diets,  and  prohibition  of  caffeine,  alcohol 
and  salicylates.  Repeat  upper  gastrointestinal  x-rays 
obtained  three  weeks  later  showed  little  change  in 
the  ulcer  picture.  Because  of  the  possibility  of  malig- 
nant change  in  the  large  gastric  ulcer  and  because  of 
the  lack  of  healing,  exploratory  laparotomy'  was 
done. 

At  exploration,  the  duodenum  was  found  to  be 
massively  scarred  and  deformed.  There  were  at  least 
four  discernible  duodenal  ulcers  on  inspection.  More 
dramatically,  there  was  a very  large  greater  curva- 
ture, gastric  ulcer  with  evidences  of  previously 
healed  or  healing  gastric  ulcerations.  The  large  ulcer 
was  found  to  have  perforated.  A resultant  abscess 
involved  the  gastrocolic  omentum  and  the  lesser  sac. 
The  pre-pyloric  region  of  the  stomach  was  markedly 
indurated  and  contracted.  The  liver  and  pancreas 
were  normal. 

A 65  per  cent  gastrectomy,  with  removal  of  the 
contiguous  abscess  and  a small  cuff  of  duodenum, 


was  performed.  In  addition,  bilateral  vagotomy  was 
done. 

Repair  consisted  of  an  antecolic  dependent  gas- 
trojejunostomy with  Stamm  gastrostomy  for  control 
of  postoperative  secretion  and  air  ingestion.  The 
postoperative  course  was  uneventful. 

Pathologic  examination  of  the  stomach  revealed 
multiple  gastric  ulcerations  in  various  stages  of  heal- 
ing. Microscopic  examination  of  all  ulcers  confirmed 
their  benign  nature  including  the  large  perforated 
ulcer  on  the  greater  curvature. 

Upper  GI  series  was  repeated  on  October  21, 
1965,  at  which  time  there  were  no  complaints  refer- 
able to  the  upper  gastrointestinal  tract.  Barium  flow- 
ed rapidy  down  the  esophagus  and  through  the 
residual  gastric  pouch  into  the  efferent  loop.  The 
Gastrojejunostomy  functioned  well.  There  were  no 
demonstrable  ulcers  of  the  stomach  or  of  either 
loop.  The  mucosal  pattern  appeared  normal.  There 
was  no  tenderness. 

To  date  (February  1966)  the  patient  has  had 
no  further  gastrointestinal  complaints  and  there  has 
been  no  evidence  of  recurrent  peptic  ulcer  disease. 
She  has  continued  to  use  coffee  and  alcohol  but 
has  stoppd  use  of  salicylates. 

Discussion. 

A most  unusual  case  of  three  benign  gastric 
and  four  benign  duodenal  ulcers  present  simul- 
taineously  has  been  described.  Since  Zollinger- 
Ellison  syndrome  could  not  be  confirmed,  it  was 
felt  that  the  known  propensity  of  salicylates,  to 
cause  gastric  bleeding  and  mucosal  injury  was 
the  etiologic  factor  of  significance  in  causing  the 
multiple  ulcerations.  For  these  reasons,  if  high 
dosage  of  salicylate  therapy  appears  warranted, 
enteric  coated  tablets  are  advisable  and  even 
this  medication  should  be  used  with  caution 
where  a currently  active  or  indeed,  previously 
present,  peptic  ulcer  has  been  noted.  This  is 
particularly  true  since  enteric  preparations  of 
potassium  have  been  implicated  as  causing  ul- 
ceration of  the  small  intestine.  ■ 
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Fig.  2.  The  multiple  ulcers  involving  the  duodenum  as 
well  as  the  pylorus  are  demonstrated.  The  gastric  ulcers 
also  are  shown. 
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absfracto 

Ulceras  gastricas  y duodenales  multiples  son 
raras.  Este  caso  tuvo  simultaneamente,  tres 
ulceras  gastricas  beningnas  y cuatro  ulceras 
duodenales.  Se  penso  que  una  combinacion  pro - 
longda  de  dosis  terapeuticas  altas  de  salicilatos 
y consumo  elevado  de  cafe  y alcohol  tuvieran 
significado  en  la  causa.  Cura  completa  sigtiio 
a la  terapeutica  quirurgica  adecuada  y la  elim- 
inacion  de  salicilatos  aunque  el  paciente  con- 
tinud  usando  cafe  y alcohol. 


I certainly  believe  that  if  medical  students  were  compelled  to  spend  some 
time  of  every  week  translating  passages  from  the  Journal  of  the  American  Medical 
Association  into  English,  they’d  be  surprised  to  discover  how  much  of  the  professional 
jargon  simply  said  the  same  thing  over  and  over,  or  in  a complicated  way  said  nothing 
at  all,  how  many  of  these  learned  men  had  the  gift  which  Winston  Churchill  attributed 
to  Ramsay  Macdonald;  . . of  compressing  the  smallest  possible  amout  of  thought 
into  the  greatest  possible  number  of  words.”  I think,  if  you  try  out  these  little  translation 
experiments  for  yourself,  you  will  find  that  your  work  will  be  quickened  by  a directness 
and  informed  with  a healing  humanity,  for  which  none  will  be  more  grateful  than 
the  patients.  And  let  us  not  get  too  solemn  about  what  is  meant  by  humanity:  it 
ought  always  to  mean  compassion,  but  it  might  also  include  humor,  which  dignifies 
both  the  giver  and  the  receiver  and  is  an  excellent  medicine  in  itself. 

Alistair  Cooke  in  Mayo  Clinic  Proceedings  (February)  1966 
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X-Ray  of  the  Month 


The  patient  is  a white  male  of  57  years.  About 
4 months  ago,  while  lifting  some  heavy  material, 
he  strained  his  back.  Since  then  there  has  been 
pain  in  his  back  and  chest  that  has  gradually 
increased  in  severity.  Two  weeks  ago  the  patient 
started  to  lose  control  of  his  legs  and  during 
the  past  5 days  he  has  been  completely  para- 
plegic, with  the  loss  of  bowel  and  bladder 
control. 

The  pertinent  physical  findings  were  anes- 
thesia up  to  the  lower  costal  margin  and  loss  of 


voluntary  control  of  his  legs  and  abdominal 
muscles.  Babinski  reflex  was  present  bilaterally 
and  the  deep  reflexes  were  increased. 

Routine  laboratory  findings  were  normal  and 
an  x-ray  of  the  lumbo-sacral  spine  was  normal. 
Spinal  puncture  revealed  a positive  Quecken- 
stedt  test.  The  spinal  fluid  contained  620  mg 
protein  and  no  cells.  Myelography  revealed  a 
complete  block  at  the  ninth  thoracic  interspace 
and  collapse  of  the  9th  thoracic  vertebral  body. 


What  factors  must  be  considered  in  differential  diagnosis? 


SEE  PAGE  511 
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One  of  the  three  pleasant  patient's  lounges  in  the  new  Shadel  Hospital.  The 
hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is  located  at 
12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH.  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein  — results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones-detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


AMES 


08165 


CaU Forn i a WiNE+T.L.C.=  HospiTAl  HospiTAliiy 

Dear  Doctor,  Nurse  and  Administrator: 

This  is  a sort  of  love  letter,  because  we  who  make  and  love  California 
wines  believe  that  they  should  be  served  with  meals  in  every  hospital 
and  nursing  home  in  the  world  (where  not  contraindicated,  of  course). 

Along  with  Tender  Loving  Care,  of  course. 

More  and  more  of  America's  hospitals  are  following  the  lead  of 
European  hospitals  and  finding  that  four  ounces  or  so  of  wine  with  a 
meal  can  assist  therapy  in  many  ways: 

For  stimulating  lagging  appetite; 

For  reducing  stress; 

For  producing  relaxation  in  hypertension  and  cardiovascular 
disease; 

For  assisting  obesity  control; 

For  serving  as  a tranquilizer— especially  valuable  for 
convalescent  and  geriatric  patients; 

For  aiding  in  the  nutrition  of  diabetics; 

And  in  producing  a state  of  euphoria  — and  reducing  patient 
complaints  — a phenomenon  which  is  particularly  welcome 
by  hospital  staffs. 

We  hope  that  you  will  write  us  for  the  following  booklets  (no  charge, 
of  course): 

"USES  OF  WINE  IN  MEDICAL  PRACTICE" 

"HOW  TO  BARBECUE  WITH  CALIFORNIA  WINES" 

The  first  is  for  your  patients'  sake,  the  second  for  your  own  this  sum- 
mer. Happy  barbecuing!  With  California  wine. 


V. 


WINE  ADVISORY  BOARD,  DEPT.  104  D,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103 


J 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


cremomycin  can  answer  the  call  for  help.  It  can  t 
counted  on  to  consolidate  fluid  stools,  soothe  inte  : 
tinal  inflammation,  inhibit  enteric  pathogens,  an 
detoxify  putrefactive  materials  — usually  within 
few  hours. 

cremomycin  combines  the  bacteriostatic  agent: 
succinylsulfathiazole  and  neomycin,  with  the  a(3 
sorbent  and  protective  demulcents,  kaolin  and  pet 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  e- 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivi  I 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prematut, 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  wi!' 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscr  ; 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  n] 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  count  j 
hepatic  and  renal  function  tests  during  intermittent  or  chronil 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  therl 
is  history  of  significant  allergies  and/or  asthma.  Continued  us 
requires  supplementary  vitamins  Bi  and  K.  Neomycin:  Watch  fc| 
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your  for 
Cremomycin 
can  provide  relief 


:-like  neuromuscular  block  during  anesthesia  if  neomycin 
■d  preoperatively  in  large  doses  when  renal  function  is 
watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
losage. 

EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
, G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
oathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
iiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
:ed  fecal  output  of  thiamine  and  decreased  synthesis  of 
n K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

; prescribing  or  administering,  read  package  circular  with 
ct  or  available  on  request. 

mptly  relieves  diarrheal  distress 


remomyciir 

TIDIARRHEAL  ^ 

os/f/'on;  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
alent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
In.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


MERCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


:re  today’s  theory  is  tomorrow’s  therapy 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg.  / Amobarbital  (Warning,  may 
be  habit  forming)  50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference : Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 
Dis  Nerv  Syst  23 :450  (Aug)  1962  . C 1966  HAACK  1-66  MAOE  INU.S.A. 

HAACK  LABORATORIES,  INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


Oregon  Medical  Association -21 64  s.  w.  park  place,  Portland,  Oregon  97205 


president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


OREGON 


OBITUARIES 


dr.  Goodrich  c.  schauffler.  Portland,  died  May 
16  after  a second  heart  attack  within  a year.  He  was 
69.  Dr.  Schauffler  graduated  from  Harvard  Medical 
School,  Boston,  in  1923  and  received  his  Oregon 
license  in  1925.  He  was  an  intern  at  St.  Luke’s 
Hospital,  Chicago,  and  served  his  residency  at  the 
Chicago  Lying  In  Hospital.  He  was  a member  of 
the  American  College  of  Obstetricians  and  Gynecol- 
ogists, and  was  an  associate  clinical  professor  of 
obstetrics  and  gynecology  at  the  University  of  Ore- 
gon Medical  School. 

Dr.  Schauffler  s literary  contributions  were  widely 
recognized  by  lay  as  well  as  by  professional  read- 
ers. He  conducted  a popular  column  of  medical  ad- 
vice in  the  Ladies  Home  Journal,  wrote  numerous 
articles  for  the  same  magazine,  as  well  as  for  others, 
and  extended  his  advice  and  guidance  in  books  for 
popular  circulation.  He  contributed  extensively  to 
medical  literature  and  throughout  most  of  his  pro- 
fessional life  was  associated  with  The  Western 
Journal  of  Surgery,  Obstetrics  and  Gynecology,  of 
which  he  was  long  editor  and  publisher.  He  was  a 
member  of  the  Board  of  Trustees  of  Northwest  Medi- 
cal Publishing  Association  from.  1932  to  1946  and 
gave  the  principle  address  at  a testimonial  dinner 
for  Clarence  Smith,  editor  of  northwest  medicine 
1903-1953,  held  in  Seattle,  November  23,  1936. 

Dr.  Schauffler  received  the  Croix  de  Guerre, 
with  silver  star,  for  his  exploits  as  an  ambulance 
driver  with  the  Lafayette  Escadrille  during  World 
War  I.  He  gave  much  time  to  the  United  Nations 
Relief  and  Rehabilitation  Association  and  to  the 
World  Health  Organization.  He  was  in  China,  work- 
ing for  the  latter  organization  during  1946-47  and 
reported  his  experiences  in  a series  of  professional 
articles. 

He  was  in  active  practice  at  the  time  of  his  death. 


dr.  arthur  eugene  lewis,  Portland,  a captain 
in  the  Army  Medical  Corps,  was  killed  in  action  in 
Viet  Nam,  May  17.  His  service  was  to  have  been 
completed  in  September.  He  was  a graduate  of 
Portland  State  College  and  the  University  of  Oregon 
Medical  School,  having  earned  his  medical  degree 
in  1963.  He  was  drafted  from  his  internship  in 
1964  and  had  intended  to  complete  his  training  at 
the  University  of  Oregon  Medical  School  Hospital 
after  release  from  the  Army.  He  was  28. 

dr.  Charles  l.  chavigny  was  found  dead  in  his 
office,  in  Portland,  April  4.  He  was  born  in  New 
Orleans  in  1913  and  received  his  medical  education 
at  Louisiana  State  University  School  of  Medicine, 
graduating  in  1951.  He  had  been  in  practice  of 
obstetrics  and  gynecology  in  Portland  since  1956. 
He  was  a clinical  instructor  at  the  University 
of  Oregon  Medical  School.  During  World  War  II 
he  was  in  the  Air  Corps  of  the  Navy,  with  rank  of 
Lieutenant  Commander  at  the  time  of  release  from 
active  duty. 

dr.  john  s.  Culbertson,  of  Portland,  died  Febru- 
ary 10,  aged  52.  Death  was  due  to  myocardial  fail- 
ure secondary  to  cor  pulmonale.  He  graduated 
from  Jefferson  Medical  College,  Philadelphia,  in 
1945  and  had  practiced  in  Portland  since  1947. 

dr.  max  e.  denton,  of  Salem,  died  March  8,  of 
acute  coronary  thrombosis.  He  was  44.  Dr.  Denton 
was  a graduate  of  Ohio  State  University  College 
of  Medicine.  After  graduating  in  1946  he  served  in 
the  Army  until  entering  private  practice  in  Salem 
in  1951. 

dr.  edward  l.  fortier,  of  Brookings,  died  March 
8,  of  viral  pneumonia.  He  was  81.  He  received  his 
medical  degree  from  the  University  of  Minnesota 
Medical  School  in  1908. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  - because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality -the  Priceless  Ingredient 
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WASHINGTON 


Washington  State  Medical  Association  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


Foundation  Proposed  to  Meet  Needs  of  Health  Care  rt Explosion ” 

The  following  report  was  approved  by  the  WSMA  Board  of  Trustees 
on  May  15,  1966,  and  will  be  considered  by  a Special  Reference  Com- 
mittee of  the  House  of  Delegates  in  Spokane  in  September. 

TO:  THE  BOARD  OF  TRUSTEES  OF  THE  WASHINGTON  STATE  MEDICAL  ASSOCIATION 
FROM:  THE  AD  HOC  STUDY  GROUP  ON  FOUNDATION 

H.  Paul  Dygert,  Vancouver,  Chairman;  William  Bowen,  Jr.,  Tacoma;  Robert  C.  Coe, 
Seattle;  Herbert  C.  Lynch,  Yakima;  Robert  P.  Parker,  Spokane;  Duncan  Robertson, 
Seattle;  J.  Walfred  Wallen,  Burlington. 


The  Committee  believes  that  establishiment  of 
a Foundation  by  the  Washington  State  Medical 
Association  presupposes  acceptance  of  a position  by 
Washington  physicians. 

It  seems  inevitable  that  major  additional  changes 
are  to  continue  in  medicine,  in  both  scientific  and 
socio-economic  areas.  The  direction  these  changes 
will  take  will  be  influenced  by  many  forces. 

In  past  years,  the  force  of  medicine  had  been 
sufficiently  strong  to  cancel  that  of  other  groups 
and  the  socio-economic  revoluton  that  continually 
threatened  was  put  down.  During  the  past  two  years, 
the  relative  influence  of  these  other  forces  greatly 
increased  and  there  appeared  to  be  a rapidly 
strengthening  acceptance  of  social  change.  As  this 
shift  in  thinking  took  place,  the  image  of  the  physi- 
cians, when  acting  as  a group  to  recommend  policy, 
suffered  serious  loss  in  confidence  and  respect. 
Sweeping  legislation  was  passed  reflecting  this  new 
attitude  and,  by  subjecting  physicians  to  many  addi- 
tional controls,  placing  medicine  in  an  even  less  in- 
fluential position. 

It  is  from  this  considerably  depreciated  posture 
that  organized  medicine,  and  the  WSMA  as  a unit 


thereof,  must  judge  the  desirability  of  the  Founda- 
tion. 

Organized  medicine  has  two  avenues  open  to 
future  policy.  It  may  believe  that  this  kind  of  social 
change  is  inevitable  and  that  those  groups  presently 
espousing  this  philosophy  have  so  clearly  and  irre- 
vocably captured  the  sense  of  the  people  that  fur- 
ther effort  is  useless.  The  Foundation  then  would 
be  ineffective.  The  second  avenue  accepts  the  past 
grudgingly,  views  the  present  as  a time  for  rebuild- 
ing, and  looks  to  the  future  with  determination  and 
cautious  optimism. 

Finally,  apart  from  the  broad  areas  of  legislation, 
policy  decisions  and  philosophic  principles,  there 
exists  the  question  of  medicine’s  direct  responsibility 
to  the  public.  That  we  have  already  accepted  this 
responsibility  is  evidenced  by  WSMA’s  several  recent 
public  service  projects  relating  to  Quackery,  Sexual 
Psychopaths,  Adoptions  and  School  Health. 

It  is  from  this  position  that  your  Committee  con- 
sidered the  Foundation. 

The  Study  Group  met  on  April  3,  1966  with  Drs: 
Dygert,  Coe,  Lynch,  Robertson  and  Wallen  present. 
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Drs:  Sehlicke  and  Pinkham  were  present  at  the 
request  of  the  Chairman. 

The  following  agenda  items  were  discussed  in 
depth: 

1.  Discussion  as  to  Areas  of  Responsibility  of  Foun- 
dation—What  can  it  Accomplish. 

2.  Is  the  Foundation  Concept: 

(a)  Desirable 

(b)  Necessary 

(c)  Practical 

3.  If  Accepted,  what  would  be: 

(a)  Structure  of  Organization 

(1)  Corporation;  Association;  Other 

(2)  Officers;  Governing  Body 

(b)  Constitution  of  Work  Force 

( 1 ) Executive 

(2)  Committee  Members 

4.  Financing 

5.  When  to  start  Foundation  effort  if  Accepted. 

The  discussion  provided  the  following  consensus 

among  the  Study  Group  members  present: 

The  purpose  of  the  Foundation  would  be  to  pro- 
vide the  physicians  of  the  State  of  Washington  with 
a research  arm  to  sponsor  and  perform  studies  in  the 
fields  of  medicine,  public  health,  health  education 
and  health  statistics.  (No  medical  or  biomedical 
research,  pure  or  applied,  per  se,  is  contemplated. 
The  Foundation  would  limit  itself  to  what  might 
properly  be  defined  as  quality  and  distribution  of 
medical  and  health  care  services.)  For  example: 
There  is  a constantly  increasing  number  of  studies 
being  conducted  under  private  and  government  au- 
spices in  the  fields  of: 

1.  Physician  ratio  to  population. 

2.  Evaluation  of  efficacy  of  patterns  of  medical 
and  hospital  practice. 

3.  Comparative  methods  of  remuneration  to  physi- 
cians. 

4.  Training  programs  in  administrative  medicine 
for  physicians  in  private  practice. 

5.  Studies  by  obstetricians  and  pediatricians  of 
perinatal  cases  and  the  care  received  in  such 
cases  among  hospitals  in  the  state. 

6.  Evaluation  of  the  extent  and  degree  to  which 
the  so-called  “DeBakey  Gap”  exists  between 
new  medical  knowledge  and  techniques  and 
patient  care  as  rendered  in  the  communities 
of  the  state. 

Another  stated  purpose  of  the  Foundation  would 
be  to  support  medical  education  and  the  medical 
schools  through  the  media  of,  but  not  confined  to, 
grants  and  scholarships  for  the  purpose  of  improv- 
ing and  developing  both  the  quality,  quantity,  and 
availability  of  medical  education  and  for  the  purpose 
of  improving  and  developing  the  capabilities  of  those 
individuals  studying,  teaching  and  practicing  medi- 
cine, and  to  engage  in  the  instruction  of  the  general 
public  in  the  area  of  medical  science  and  related 


areas  useful  to  the  individual  and  beneficial  to  the 
community. 

The  Foundation  would  engage  in  and  carry  out 
studies  and  projects  in  the  public  interest  in  the 
fields  of  medical  science,  medical  economics,  public 
health,  sociology,  and  related  areas.  These,  and 
similar  studies,  are  being  conducted  and  apparently 
will  grow  in  number  in  the  future.  These  efforts 
are  now  almost  exclusively  under  the  direction  of 
governmental  agencies,  labor  unions,  hospital  study 
groups,  and  universities.  The  proposed  Foundation 
would  eventually  provide  private  practitioners  in 
this  state  with  an  arm  to  conduct  such  studies  from 
the  vantage  point  of  medicine  as  it  actually  is  prac- 
ticed in  our  communities.  Thus,  we  would  have 
authoritative  and  realistic  professional  studies  to  help 
in  developing  realistic  solutions  to  existing  problems. 

Similar  Foundations  are  in  operation  under  the 
direction  of  the  Medical  Society  of  the  State  of 
New  York,  the  State  Medical  Society  of  Wisconsin, 
and  the  Idaho  and  California  Medical  Associations. 

The  favorable  experience  of  these  other  State 
Medical  Associations’  Foundations  leaves  little  ques- 
tion that  the  concept  is  practical.  Discussion  demon- 
strated the  obvious  potential  benefit  to  physicians, 
to  other  health-oriented  areas  and  to  the  general 
public.  At  this  point,  review  of  our  original  position 
left  no  doubt  that  the  position  of  the  WSMA  should 
be  positive,  imaginative  and  aggressive. 

Therefore,  it  is  the  judgment  of  your  Study 
Group  that  a Foundation  is  desirable,  necessary  and 
practical,  and  that  a Foundation  should  be  organized 
in  this  state.  In  accordance  with  this  judgment  and 
consistent  with  the  experience  of  other  State  Medical 
Associations,  your  Study  Group  recommends  that 
work  be  undertaken  to  prepare  a statement  in- 
cluding the  following  provisions,  and  that  the  prod- 
uct be  presented  to  the  House  of  Delegates  in  Sep- 
tember and  referred  to  a Special  Reference  Com- 
mittee: 

1.  That  Articles  of  Incorporation  and  Bylaws  be 
drawn  in  the  manner  necessary  to  receiving  Internal 
Revenue  Service  approval  for  the  Foundation’s  tax 
exempt  status  and  a specific  ruling  that  contribu- 
tions to  the  Foundation  are  tax  exempt; 

2.  That  membership  of  the  Foundation  be  re- 
stricted to  members  of  the  WSMA  Board  of  Trustees; 

3.  That  the  Foundation  be  directed  by  a Board 
of  Directors  of  seven  Directors,  and  that  four  Di- 
rectors constitute  a quorum.  That  Directors  be  elect- 
ed by  the  Foundation  membership.  That  directors 
may  be  members  of  the  Foundation. 

That  the  Board  of  Directors,  by  affirmative  vote 
of  two-thirds  of  all  of  the  Directors,  may  delegate 
to  any  committee  of  not  less  than  two,  the  members 
of  which  need  not  be  Directors  but  must  be  mem- 
bers, any  specific  portion  or  part  of  the  corporate 
powers  of  this  Corporation; 
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4.  That  there  be  included  any  and  all  Bylaw 
provisions  deemed  necessary  by  Legal  Counsel  and 
accepted  by  the  Board  of  Trustees  of  the  Washing- 
ton State  Medical  Association. 

Your  Study  Group  believes  it  is  important  to 
realize  the  Foundation  necessarily  must  begin  its 
operations  in  a cautious  manner  and  on  a small 
scale.  In  the  matter  of  work  force,  the  following  has 
been  discussed: 

1.  At  the  outset,  the  Foundation  will  be 
dependent  on  current  Central  Office  staff  and 
on  part-time  research  and  grant  writing  person- 
nel paid  by  the  Washington  State  Medical 
Association  until  such  time  as  a sufficient  num- 
ber of  giant  studies  are  in  operation  to  permit 
financing  out  of  grant  funds. 

2.  As  grant  funds  become  available,  a Foun- 
dation Director  will  be  employed,  initially  to 
divide  his  time  between  Association-sponsored 
studies,  Foundation  studies,  grant  applications, 
organization  of  giant-project  Advisory  Com- 
mittees, etc.  As  the  Foundation  becomes  more 


Review  of  Actions  of 
of 

Washington  State 

Meeting  of  May  15,  1966 

1.  Selected  Donald  G.  Corbett,  of  Spokane,  to 
receive  A.  H.  Robins  Community  Service  Award  to 
be  presented  at  the  WSMA  Annual  Meeting  in  Sep- 
tember. 

2.  Adopted  the  following  report,  as  amended  by 
the  Board,  of  the  WSMA  Professional  and  Hospital 
Relations  Committee  regarding  a Code  of  Ethics  for 
Ophthalmologists: 

Code  of  Ethics  for  Ophthalmologists 

Your  Committee  met  and  discussed  the  proposed 
Code  at  a Committee  meeting  in  Seattle  on  March 
18,  1966.  Ian  Napier  of  Spokane,  Harlow  Skinner 
of  Yakima,  Duncan  Robertson  of  Seattle  and  your 
chairman,  G.  Marshall  Whitacre  of  Tacoma  were 
present.  The  late  James  H.  Berge,  Seattle,  then 
chairman  of  the  Judicial  Council  of  the  American 
Medical  Association  attended  the  meeting  as  a con- 
sultant at  the  request  of  your  chairman. 

We  had  before  us  seventeen  letters  from  ophthal- 
mologists written  in  reply  to  your  Committee’s  re- 
quest to  all  eye  men  in  the  state  for  their  comments 
on  the  proposed  Code.  These  replies  indicated  a lack 
of  complete  agreement  on  the  Code  among  the 
ophthalmologists  themselves. 


active,  the  Director  will  devote  full  time  to, 
and  receive  all  of  his  salary  from,  the  Founda- 
tion. 

It  is  the  feeling  of  your  Study  Group  that  the 
Foundation  should  be  formed  in  order  to  provide 
the  legal  entity  and  mechanism  necessary  to  determ- 
ining whether  such  an  activity  can  be  useful  and  pro- 
ductive of  results  in  behalf  of  improved  health  care 
for  the  people  of  our  state  and  in  behalf  of  develop- 
ing the  most  favorable  environment  for  the  practice 
of  medicine. 

Your  Study  Group  feels  the  formation  of  the 
Foundation  would  be  worthwhile  with  the  under- 
standing that  it  remain  in  close  relationship  to  the 
WSMA  and  with  the  realization  that  it  must  neces- 
sarily act  cautiously  and  prudently.  We  can  see  the 
possibility  of  the  Foundation’s  being  extremely  ac- 
tive. On  the  other  hand,  we  believe  there  is  the 
possibility  that  it  would  prove  to  be  ineffective.  The 
WSMA  involvement  envisioned  in  the  above  Bylaws 
would  provide  the  desirable  responsibility  in  either 
case. 


the  Board  of  Trustees 
the 

Medical  Association 

The  proposed  Code  for  Ophthalmologists  was 
discussed  in  detail  and  it  was  the  consensus  of  your 
Committee  that  the  Code  of  Ethics  of  the  Ameri- 
can Medical  Association  is,  in  fact,  the  Code  of 
Ethics  of  the  Washington  State  Medical  Association 
and  that  this  Code  provides  sufficient  ethical  stand- 
ards for  the  members  of  this  Association. 

Your  Committee  also  discussed  the  confusion 
likely  to  be  created  should  each  specialty  group 
bring  specialty  codes  of  ethics  before  this  Board 
for  approval. 

Therefore,  approval  by  the  WSMA  Board  of  Trus- 
tees of  an  additional  Code  of  Ethics  for  Ophthal- 
mologists is  considered  unnecessary  by  this  Com- 
mittee. 

The  subject  dealt  with  in  the  above  Report  was 
the  Code  (reproduced  below)  which  was  accepted 
by  the  Ophthalmology  Section  of  the  Washington 
State  Medical  Association  at  the  1964  Annual  Meet- 
ing, and  submitted  to  the  WSMA  Board  of  Trustees 
with  a request  for  approval: 

Code  of  Ethics  for  Ophthalmologists 
In  the  State  of  Washington 

1.  It  is  affirmed  that  it  is  ethical  for  a physi- 
cian practicing  in  ophthalmology  to  dispense 
glasses  and/or  contact  lenses  in  his  office,  doing 
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so  either  by  himself  or  by  a trained  employee 
under  his  supervision. 

2.  The  ophthalmologist  who  dispenses  should 
supply  optical  material  of  only  high  quality  and 
should  endeavor  to  furnish  competent  dispens- 
ing service. 

3.  Patients  should  have  free  choice  of  optical 
dispenser  even  where  the  ophthalmologist  pre- 
fers to  dispense  his  own  prescriptions.  The  pa- 
tient must  be  supplied  with  a written  prescrip- 
tion for  glasses. 

4.  The  ophthalmologist  who  dispenses  should 
keep  separate  his  charges  for  professional  ser- 
vices and  for  optical  goods. 

5.  The  ophthalmologist  should  not  conceal 
his  ownership  or  interest  in  a dispensing  sendee. 

6.  Direct  or  indirect  rebates  are  unethical. 

7.  Charges  for  optical  goods  should  be  no 
more  than  charges  for  similar  quality  of  material 
or  services  in  the  community. 

8.  In  dispensing,  the  patient’s  needs  should 
be  satisfied,  but  no  undue  influence  should  be 
exerted  to  cause  the  patient  to  purchase  goods 
in  excess.  The  professional  atmosphere  of  the  of- 
fice must  not  be  subordinated  to  a commercial 
atmosphere  or  attitude.  This  insures  that  the  pa- 
tient’s confidence  in  the  doctor  shall  not  be 
compromised  because  of  dispensing. 

9.  Physicians  should  discourage  referral  of 
patients  by  optical  shops,  except  where  the  pa- 
tient has  been  offered  a satisfactory  choice  of 
physicians. 

10.  Physicians  owning  buildings  and  leasing 
space  to  opticians  should  charge  rental  fees  in 
keeping  with  like  rentals  in  the  community'  or 
those  established  for  various  categories  of  space 
by  the  National  Real  Estate  Board. 

Air  and  Water  Pollution 

Homer  W.  Humiston,  State  Representative,  re- 
ported on  the  air  and  water  pollution  problems 
faced  by  the  states  and  in  particular  the  State  of 
Washington.  He  pointed  out  that  air  and  water  pol- 
lution problems  in  our  state  are  not  of  such  great 
concern  as  in  most  other  states,  particularly  the  East, 
mid-West  and  Southern  areas.  Dr.  Humiston  com- 
mended our  own  State  Health  Department  on  its 
Environmental  Health  Division’s  activities  in  regard 
to  air  pollution.  (Water  pollution  in  the  State  of 
Washington  is  under  the  direction  of  the  Pollution 
Control  Commission,  a separate  state  agency.) 

Dr.  Humiston  advised  that  undoubtedly  the  next 
state  legislative  session  will  be  presented  with  air  and 
water  pollution  control  proposals,  and  he  felt  the 
medical  profession  will  be  deeply  involved  in  ad- 
vising people  in  the  political  realm  as  to  what  makes 
sense  and  what  does  not  when  such  legislation  is 
presented. 


Dr.  Humiston  also  predicted  that  both  of  these 
problems  are  headed  for  detailed  federal  government 
control  if  individual  states  do  not  or  can  not  meet 
the  standards  of  federal  legislation,  but  that  if  each 
state  can  set  up  and  police  adequate  standards,  it 
will  experience  a minimum  of  interference  from  the 
federal  government.  It  was  Dr.  Humiston’s  opinion 
that  because  of  the  vast  amount  of  scientific  know- 
ledge and  research  required  in  these  two  fields, 
it  would  be  very  difficult  for  individual  states  to 
set  proper  standards,  and  therefore  guideline-legis- 
lation, in  this  instance,  probably  will  be  enacted 
at  the  national  level. 

New  Foundation  Proposal 

—Approved  and  adopted  the  Report  of  the  Ad  Hoc 
Committee  on  the  Foundation  for  presentation  to 
the  House  of  Delegates  in  September.  (See  separate 
article  in  this  issue  for  details.) 

Grievance  Committee  Functions 

Accepted  and  referred  to  the  Committee  on  Re- 
vision of  Constitution  and  Bylaws,  the  Report 
of  the  Ad  Hoc  Committee  on  Grievance  Commit- 
tee functions,  as  follows: 

To:  The  Board  of  Trustees  of  the  Washington  State 
Medical  Association 

From:  The  Ad  Hoc  Committee  to  Study  the  WSMA 
Grievance  Committee  — Its  Functions  and 
Duties,  John  F.  Vaughan,  Chairman 

Your  Committee  met  at  the  WSMA  Central  Office 
on  March  31,  1966.  Present  were  Drs:  John  F. 
Vaughan,  Vancouver,  chairman;  Frederick  J. 
Schwind,  Tacoma;  Lawrence  M.  Penny,  Seattle, 
and  Charles  R.  Cavanagh,  Spokane. 

C.  E.  Benson  of  Bremerton,  immediate  past  chair- 
man of  the  WSMA  Grievance  Committee  reviewed 
the  Committee’s  history  and  presented  observations 
resulting  from  his  service.  James  H.  Berge  of  Se- 
attle, had  also  been  invited  to  meet  with  the  Com- 
mittee, but  was  unable  to  do  so  because  of  illness. 

In  order  to  consider  properly  the  problem  of  what 
to  do  with  the  WSMA  Grievance  Committee,  your 
Committee  has  reviewed  the  State  Association  Con- 
stitution and  Bylaws  and  the  minutes  of  the  WSMA 
Grievance  Committee  meetings.  Your  Committee 
also  discussed  the  practices  of  the  Grievance  Com- 
mittees of  those  County'  Medical  Societies  to  which 
members  of  your  Committee  belong.  We  also  sur- 
veyed and  studied  a large  volume  of  information 
on  the  subject  produced  by  the  AMA’s  Judicial 
Council  and  Department  of  Medical  Ethics.  Perti- 
nent portions  of  this  AMA  informational  material  are 
contained  in  the  enclosed  yellow-page  document. 

continued  on  page  512 
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good  prescription  for  a 

successful  practice . . . 


This  is  a complete,  yet  flexible,  financing  plan 
designed  for  the  new  doctor  just  entering  practice 
in  Oregon.  It  is  also  geared  to  fit  the  needs  of  the 
established  Oregon  practitioner. 


For  complete  details,  see  your  nearest 
branch  of  U.  S.  Bank.  Or  you  may  write 
or  telephone: 

Consumer  Credit  Department 

U.  S.  NATIONAL  BANK 

P.O.  Box  4412,  Portland,  Oregon  97208 

Telephone  228-61 1 1 


UNITED  STATES  NATIONAL  BANK  OF  OREGON 


X-Ray  of  Month  on  Page  498 

The  radiographic  findings  show  a complete 
block  of  the  opaque  material  in  the  spinal  canal 
at  the  T9-T10  level.  The  plain  films  show  pro- 
nounced compression  of  the  9th  thoracic  verte- 
bral body  with  preservation  of  the  opposing 
intervertebral  disc  and  an  associated  paraspinal, 
soft-tissue  mass. 

A compression  fracture  of  a vertebral  body 
with  minimal  trauma  is  often  seen  in  older 
patients  with  osteoporosis,  but  usually  there  are 
several  segments  involved  and  only  extremely 
rarely  will  progress  to  this  state.  Minimal  trau- 
ma to  a severely  diseased  vertebra  can  easily 
lead  to  this  state. 

The  intact  opposing  intevertebral  discs  prac- 
tically rules  out  an  infectious  process.  An  in- 
fectious process  will  more  commonly  involve  a 
single  disc  space  and  two  opposing  vertebral 
bodies. 

Primary  or  secondary  malignant  neoplasm  in- 
volving a vertebral  body,  minimally  trauma- 
tized, becomes  the  most  likely  possibility.  Meta- 
static disease  from  primaries  in  the  lung,  kidney, 
prostate,  gastrointestinal  tract,  breast,  and  the 


thyroid  gland  should  be  considered.  Lymphoma- 
tous  involvement  of  bone  can  cause  similar 
findings.  Primary  tumors  to  be  considered  would 
be  osteosarcoma,  fibrosarcoma,  chondrosarcoma 
as  well  as  solitary  myeloma. 

Laminectomy  and  spinal  cord  decompression 
was  carried  out.  Pathologic  diagnosis  was  plasma 
cell  myeloma.  No  other  foci  were  found. 

This  disease  occurs  after  the  age  of  40  and  is 
more  common  in  men  than  women.  Usually 
multiple  bones  are  involved  with  demineraliza- 
tion and  typical  punched  out,  rounded  areas  of 
destruction.  Rarely  a single  bone  is  involved,  a 
so  called  solitary  myeloma.  Whether  this  is  a 
true  solitary  lesion  or  just  the  first  of  many  bones 
to  be  involved  can  only  be  decided  as  time  goes 
on.  At  any  rate,  appearance  of  the  vertebral 
body  involved  by  myeloma  depends  upon  the 
extent  of  involvement.  The  bone  is  demineralized 
and  resultant  collapse,  wedging,  or  flattening, 
are  found  in  various  degrees.  The  intervertebral 
disc  spaces  remain  intact.  There  is  often  an 
associated  paraspinal  soft  tissue  mass.  Quite  often 
the  patient  presents  himself  because  of  neuro- 
logic symptoms  secondary  to  compression  of  the 
spinal  canal. 
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DOCTORS  . . . 


for  your  OVERWEIGHT  PATIENTS 
we  are  pleased  to  announce 
the  opening  of  a 


REDUCING 

RETREAT 


CLOSE  TO  SEATTLE 

(2-1/2  hours  by  car) 


THE  EASY  WAY  . . . 


• Enjoy  yourself  while  losing  up 
to  14  lbs.  a week. 

• Fasting  with  Doctor’s  approval. 

• Amazing  results  . . . and  so  in- 
formal. 

• With  compatible  companions. 

• Organized  recreation;  swimming, 
crafts,  bridge,  bingo,  etc. 

• $126  - $182  per  week  includes 
deluxe  accommodation  (air  con- 
ditioned), all  meals  and  activ- 
ities. 


• For  Men  and  Women. 

• No  Steaming,  No  Sweating,  No 
Rolling  it  off. 


THE 

GOLDEN  KEY 

located  at  the 

ROYAL  TOWERS  HOTEL 

NEW  WESTMINSTER , B.C.,  CANADA 


continued  from  page  510 

Committee  Findings 

1.  The  WSMA  Grievance  Committee,  by  cus- 
tom and  by  the  action  taken  by  the  House  of  Dele- 
gates in  the  Committee’s  Annual  Reports,  has  be- 
come a body  which  in  practice  restricts  itself  to 
hearing  appeals  by  either  party  from  decisions 
County  Medical  Societies  have  made  on  patient- 
doctor  controversies  only. 

2.  Most  of  the  County  Grievance  Committees 
confine  their  activities  to  patient-physician  com- 
plaints and  leave  the  physician-physician  problems 
to  a County  Ethics  Committee  or  an  Executive  Com- 
mittee. 

3.  A careful  reading  of  the  AMA  material  leads  to 
the  opinion  that  County  Medical  Societies  are  the 
proper  bodies  to  carry  out  the  detailed  duties,  func- 
tions and  procedures  described  in  the  AMA  mater- 
ial. Your  Committee  poses  several  derivative  ques- 
tions to  which  it  does  not  know  the  answers,  as 
follows : 

A.  What  body  in  organized  medicine,  if  any, 
should  urge  (or  insist)  that  all  County  Medical 
Societies  have  active,  effective  Grievance  Com- 
mittees which  are  well  publicized  to  the  public? 
Should  this  be  done,  respectively,  by  direction 
of  the  House  of  Delegates  to  the  Board  of  Trus- 
tees and  to  the  Executive  Committee? 

B.  Should  the  WSMA  Grievance  Committee 
be  assigned  the  duty  of  acting  as  an  “auditor, 
missionary  and  promoter”  in  an  effort  to  assure 
the  existence  in  all  County  Medical  Societies  of 
a County  Grievance  Committee  as  effective  as 
those  which  currently  function  in  some 
Counties?  Or.  would  this  be  considered  an 
unwarranted  intrusion  into  County  Society 
affairs? 

C.  Should  the  State  Grievance  Committee 
have  original  jurisdiction? 

Committee  Recommendations  and  suggestions 
Of  Possible  Choices  of  Action 

1.  That  the  WSMA  Grievance  Committee  be 
continued. 

2.  There  is  need  for  clarification  of  the  duties  and 
powers  of  the  Grievance  Committee  as  these  are 
described  in  Section  8,  paragraphs  (c)  and  (d)  on 
Page  23  of  the  Constitution  and  Bylaws  booklet. 

3.  The  WSMA  Grievance  Committee  should  be 
continued,  confining  its  actions  to  handling  any  pa- 
tient-doctor, doctor-doctor,  or  doctor-third  party 
complaints  that  are  referred  to  it  by  a Grievance 
Committee  of  a component  Society  or  appealed  to  it 
by  either  party  of  the  grievance.  It  shall  also  have 
jurisdiction  of  all  cases  of  alleged  grievances  origi- 
nating in  areas  in  which  there  is  no  functioning 
component  Society,  and  in  instances  where  no 
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Grievance  Committee  or  component  Society  lias 
been  appointed,  or  if  appointed,  fails  to  function. 
Again,  it  would  have  no  disciplinary  authority— this 
being  left  to  the  County  Societies  and  WSMA  Board 
of  Trustees. 

4.  The  WSMA  Grievance  Committee  should  also 
serve  in  an  advisory  capacity  to  County  Committees. 

Industrial  Insurance  Report 

Adopted  and  referred  to  the  House  of  Delegates 
the  Report  of  the  Executive  Committee  on  the  In- 
dustrial Insurance  Committee’s  activities,  as  follows: 

To:  Board  of  Trustees,  W.S.M.A. 

From:  Executive  Committee,  W.S.M.A. 

Following  is  a report  on  Industrial  Insurance 
Committee’s  fee  negotiations  with  the  State  Depart- 
ment of  Labor  and  Industries. 

The  current  time  schedule  calls  for  presentation 
of  the  proposed  fee  schedule  to  the  Governor  and  the 
Central  Budget  Agency  by  June  1,  at  which  time  a 
public  notice  will  be  published  calling  a public  hear- 
ing on  the  fee  schedule  for  July  1.  Following  the 
public  hearing,  the  new  fee  schedule  will  be  printed 
and  distributed  to  physicians  as  soon  as  possible. 
After  the  new  schedule  is  distributed,  the  Depart- 
ment will  begin  paying  the  new  fees,  on  August  1. 
(Dates  are  subject  to  some  change  depending  on 
progress  made  at  hearings.) 

It  will  be  necessary  for  the  Executive  Committee 
to  have  each  specialty  group  nominate  one  consult- 
ant and  one  alternate  consultant  to  a panel  from 
which  the  “Advisory  Committee  to  the  Department” 
will  be  selected.  The  “Advisory  Committee”  will 
meet  with  the  Department  on  such  matters  as  quality 
medical  care;  general  program  considerations;  claims 
review  (where  necessary);  and  revision  of  fee  sched- 
ule relativity  and  conversion  factor.  If  the  “Advisory 
Committee”  is  to  function  in  all  of  these  areas,  par- 
ticularly in  the  area  of  fee  revision,  it  is  recommend- 
ed that  the  “Advisory  Committee”  and  our  Industrial 
Insurance  Committee  be  composed  of  the  same 
doctors.  The  alternative  would  be  to  have  the  “Ad- 
visory Committee”  constitute  a subcommittee  of  our 
Industrial  Insurance  Committee.  However,  the  “Ad- 
visory Committee”  members  will  be  receiving  ade- 
quate consultation  fees  and  travel  expenses  for  actual 
meeting  time  while  members  of  our  Industrial  In- 
surance Committee  would  be  entirely  uncompensat- 
ed. Also,  the  members  of  the  “Advisory  Committee” 
would  probably  become  better  informed  on  the 
subject-matter  than  would  the  members  of  our  In- 
dustrial Insurance  Committee. 

The  heart  of  this  matter  seems  to  be  that  the  vari- 
ous specialty  groups  are  the  best  judges  of  the 
quality  of  care,  methodologies  of  treatment,  and 
usual  and  customary  fees  within  their  respective 
specialties.  Therefore,  there  would  seem  to  be  much 


merit  in  having  the  Committees  combined  into  a 
single  unit.  Members  would  consult  and  advise  the 
Department,  but  the  Committee’s  actions  and  utter- 
ances would  require  the  approval  of  the  Executive 
Committee  (and,  ultimately,  the  Board  of  Trustees 
and  the  House  of  Delegates.)  Considerable  staff 
time  would  be  required  to  keep  Communications  in 
order  under  this  new  program.  The  combining  of 
these  Committees  would  require  a change  in  our 
Bylaws,  and  it  is  recommended  that  the  Commit- 
tee on  Constitution  and  Bylaws  be  directed  to  pre- 
pare the  necessary  change  in  the  Bylaws. 

Between  now  and  the  time  the  necessary  change 
can  be  made  in  the  Bylaws,  your  Executive  Com- 
mittee, if  the  Board  of  Trustees  will  so  authorize, 
wall  proceed  to  obtain  nominations  to  the  “Advisory 
Committee”  from  the  specialty  groups,  and  to  ap- 
point these  physicians  to  the  Committee.  It  is  an- 
ticipated that  the  Committee  personnel  so  appointed 
will  continue  as  members  of  the  new  WSMA  In- 
dustrial Insurance  Committee  formed  under  the 
anticipated  change  in  the  Bylaws. 

Civil  Disaster  Activities 

E.  Donald  Lynch,  Chairman  of  the  WSMA  Civil 
Disaster  Committee,  presented  a progress  report  on 
the  activities  of  the  Civil  Disaster  Committee  and  in 
particular  asked  that  each  county  society  be  con- 
tacted for  more  active  participation  in  civil  dis- 
aster programs  on  a local  level.  He  also  pointed 
out  that  the  lack  of  communication  at  the  grass 
root  level  is  the  largest  problem  encountered  in 
civil  defense  activities  at  the  present  time. 

Dr.  Lynch  was  commended  on  his  Committee’s 
activities  and  his  report  to  the  Board  of  Trustees. 

Nominating  Committee 

In  compliance  with  the  Constitution  and  By- 
law requirements  governing  the  appointment  of  the 
Nominating  Committee,  Dr.  Schlicke  presented 
members  of  the  Nominating  Committee  for  approval 
The  motion  was  made,  seconded  and  carried  that: 
“The  members  of  the  Nominating  Committee  be 
approved.” 

The  following  physicians  were  selected  to  serve 
on  the  Nominating  Committee:  Roland  D.  Pink- 
ham,  Seattle,  Chairman;  Daniel  H.  Coleman,  Se- 
attle; Charles  D.  Muller,  Bremerton;  Robert  P. 
Parker,  Spokane;  Ray  V.  Rose,  Pasco;  John  F. 
Vaughan,  Vancouver  and  J.  Walfred  Wallen,  Bur- 
lington. 

Looking  Ahead 

The  Board  of  Trustees  received  a report  from 
Dr.  Mudge,  Secretary-Treasurer  with  regard  to  the 
present  and  future  activities  faced  by  the  medical 
profession  if  it  is  to  keep  abreast  of  current  trends 
and  be  prepared  to  accept  a responsible  role  in  local, 
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state  and  federal  programs  as  they  affect  the  health 
care  field. 

The  motion  was  made,  seconded  and  carried 
that:  “The  Report  ‘Looking  Ahead  to  the  Annual 
Meeting’  be  received  for  information  and  circular- 
ized to  the  entire  WSMA  membership  prior  to  the 
Annual  Meeting.” 

Principles  To  Serve  As  Guidelines 

Principles  to  serve  as  guidelines  for  Physicians 
Participating  in  Negotiations  Concerning  Govern- 
ment Medical  Programs  were  reviewed  by  Dr.  Pink- 
ham,  and  the  motion  made,  seconded  and  carried 
that:  “The  ‘Principles  to  Serve  as  Guidelines  for 
Physicians  Participating  in  Negotiations  Concern- 
ing Government  Medical  Programs’  be  referred  to 
the  AMA  Delegates  with  the  recommendation  that 
the  Delegates  consider  presenting  these  principles 
in  the  form  of  an  appropriate  Resolution  to  the 
Annual  AMA  Meeting  in  June.” 

E.  Harold  Laws,  AMA  Delegate,  was  directed 
to  prepare  the  appropriate  Resolution. 

A copy  of  the  Principles  follows: 

Principles  to  Serve  as  Guidelines  for  Physicians 
Participating  in  Negotiations  Concerning  Government 
Medical  Programs 

As  physicians  we  agree  on  certain  fundamental 
principles  so  that  in  the  future  law  makers  (the 
elected  representatives  of  the  people)  and  govern- 
ment employees  (those  hired  to  carry  out  the  intent 
of  the  laws)  understand  in  some  detail  the  respon- 
sibilities of  physicians  to  society.  These  principles 
should  serve  as  a guide  for  physicians  during  future 
negotiations  with  government  agencies.  If  these 
principles  are  disregarded,  not  only  health  care 
services  but  maintenance  of  the  quality  of  these 
health  care  services  must  cease  to  be  the  direct 
responsibility  of  physicians. 

Principle  1.  The  primary  purpose  of  medicine  is 
to  provide  appropriate  medical  care  based  on  scien- 
tific knowledge  to  any  and  all  citizens  who  desire 
it,  within  limits  imposed  by  law. 

Principle  2.  To  attain  this  purpose,  physicians 
services  must  be  available  under  conditions  which 
permit  full  and  intelligent  exercise  of  professional 
judgment. 

The  physician  must  be  free  to  accept  for  treat- 
ment those  patients  he  feels  he  can  benefit. 

The  physician  must  be  free  to  select  such  therapy 
as  in  his  judgment  should  be  most  beneficial  to 
the  patient. 

The  physician  must  be  free  to  maintain  the  con- 
fidential nature  of  medical  information  (medical 
records ) . 

Principle  3.  Physicians  should  have  a key  role  in 
the  maintenance  of  quality  of  health  care. 

continued  on  page  520 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Duodenal  mucosa  with  ulcer  crater— 
Approx.  80  X Magnification. 


Loosening  epithelial  cells  of  nasal  mucosa  during 
early  stage  of  cold— Approx.  1800  X Magnification. 


this  issue:  partners  in  misery 


Partners  in  misery: 
common  cold  and  duodenal  ulcer* 


3 century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  mo  hours  postprandially,  usually  for  two 
or  three  w’eeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry’  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  I a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  wdth  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  " clover-leaf ' roentgeno graphic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 

pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

t he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 


The  absence  of  curative  treatment  for  these  viral  infections  has 


spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 
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substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
enough  in  some  instances  to  cause  hematemesis  and 
melena.4  It  has  been  suggested  that  interference 
with  the  protective  mucous  layer  of  the  stomach 
allows  this  to  happen.  There  is  no  evidence  that 
hypersecretion  occurs,  but  the  taking  of  aspirin  has 
been  followed  by  exacerbation  of  ulcer  symptoms 
and  occasionally  by  gastrointestinal  bleeding.5  The 
ulcer  patient  with  a cold  should  take  salicylates  with 
an  antacid,  or  preferably  other  means  of  sympto- 
matic relief  should  be  found. 


Caffeine  has  two  actions  on  gastric  secretion.  One 
directly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
response  to  other  stimuli.6  In  high  doses  to  animals, 
it  has  produced  erosive  gastritis  and  peptic  ulcera- 
tion. Caffeine-containing  beverages  are  discouraged 
for  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.7  Many  cold  remedies  contain  caffeine. 
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To  sufferers  from  allergic  rhinitis  springtime  brings 
symptoms  of  nasal  obstruction,  loss  of  taste  and 
smell  and  malaise  similar  to  those  caused  by  viral 
infection  but  due  instead  to  allergens  which  at  that 
time  of  year  are  principally  tree  pollens.  Relief  from 
these  symptoms  can  be  obtained,  though  not  wisely, 
by  the  use  of  steroid  medication.  Unfortunately, 
chronic  sufferers  from  these  allergies  have  used  this 
approach  with  varying  degrees  of  success.  Steroid 
hormones  increase  gastric  secretion  and  delay  the 
healing  of  experimental  ulcers.8,9  Clinically  their 
administration  has  been  associated  with  reactivation 
of  healed  duodenal  ulcers,  and  with  bleeding  and 
perforation  which  were  not  always  preceded  by 
typical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
only  with  adequate  antacid  coverage. 

Summing  up  It  i,  immaterial  by  which  pathways 

the  malaise  and  lassitude,  depression  and  irritability 
activate  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 


TttfLQU!,/ 

for  seasonal  colds 
and  nasal  allergies 

Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you,  it’s  sound  therapy.  You  may  occasionally  encounter 
these  side  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointesti- 
nal upsets.  Precautions:  the  possibility  of  drowsiness  should 
be  considered  by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed 


at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  4 Co  . Inc  . West  Point.  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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continued  from  page  514 

Principle  4.  Physicians  should  expect  adequate 
remuneration  for  their  services.  No  longer  can  they 
be  expected  to  subsidize  health  care.  If  government 
accepts  the  responsibility  for  providing  uniformly 
adequate  care  for  all  citizens,  it  must  be  prepared  to 
remunerate  adequately  all  purveyors  of  such  care. 
There  should  be  no  exploitation  of  professional 
services. 

Office  of  WSMA  Vice  President 

Herbert  C.  Lynch  of  Yakima,  asked  that  consid- 
eration be  given  to  a review  of  the  duties  and  func- 
tions of  the  office  of  the  Vice  President  of  the  State 
Medical  Association.  It  was  the  concensus  of  the 
Board  that  this  was  an  appropriate  request,  and  the 


motion  was  made,  seconded  and  carried  that:  “The 
matter  be  referred  to  the  Committee  on  Revision  of 
Constitution  and  Bylaws  and  that  it  be  instructed 
to  consider  the  Vice  President’s  term  of  office,  its 
duties  and  functions.” 

AMA  Nominees 

Consideration  was  given  to  nominees  from  this 
Association  to  fill  vacancies  on  various  AMA  Of- 
fices and  Councils. 

James  W.  Haviland  of  Seattle,  was  approved 
as  a nominee  to  the  Council  on  Medical  Education 
of  the  AMA. 

Robert  B.  Hunter  of  Sedro  Woolley,  was  recom- 
mended as  a nominee  to  replace  James  H.  Berge  of 
Seattle,  on  the  Judicial  Council  of  the  AMA. 


Review  of  Actions  of  Executive  Committee 
of  the 

Washington  State  Medical  Association 


The  following  review  reports  on  actions  of  the 
Executive  Committee  and  the  Board  of  Trustees  of 
the  Washington  State  Medical  Association. 

Executive  Committee  Meeting— May  11,  1966: 

1.  Directed  that  Legal  Counsel  continue  to  keep 
abreast  of  developments  in  the  Jehovah’s  Witnesses 
case  relative  to  blood  transfusions  and  constitutional 
rights,  but  that  WSMA  not  intervene  in  the  case 
at  the  Superior  Court  level.  It  is  anticipated  that 
the  Executive  Committee  and  Legal  Counsel  will 
study  the  Superior  Court  decision  when  it  has  been 
rendered  and  at  that  time  decide  if  further  action 
is  advisable. 

2.  Appointed  Lucius  D.  Hill,  president-elect,  to  be 
the  WSMA  representative  at  a special  Regional 
Meeting  of  the  American  Heart  Association,  on  im- 
plementation of  the  Heart,  Cancer,  and  Stroke  law,, 
at  the  Roosevelt  Hotel  in  Seattle  on  Thursday, 
May  26,  1966. 

3.  Declined  with  thanks  an  invitation  from  the 
AMA  to  send  a WSMA  representative,  at  State  Asso- 
ciation expense,  to  a National  Congress  on  Medical 
Quackery,  to  be  held  in  Chicago  on  October  7-8, 
1966.  Written  reports  of  proceedings  of  the  Con- 
gress will  be  requested. 

4.  Received  a request  from  Byron  J.  Francis,  Jr., 
Head  of  the  Chronic  Disease  Epidemiology  Sec- 
tion of  the  State  Department  of  Health,  for  WSMA 
endorsement  of  the  formation  of  a Leukemia  Case 
Registry  for  the  State  of  Washington,  and  voted 
endorsement  subject  to  the  agreement  of  the  WSMA 
Pathologists  and  Internists,  Technical  Advisory 
Committees. 


5.  Made  the  following  referrals  to  the  Commit- 
tee on  Constitution  and  Bylaws: 

A.  The  Committee  on  Revision  of  Constitution 
and  Bylaws  previously  has  had  referred  to  it  the 
following: 

(1)  That  a study  be  made  of  the  feasibility 
and  desirability  of  having  the  Board  of  Trustees 
provide  representation  for  medical  specialty, 
voluntary  health,  and  public  health  groups 
( physicians ) ; 

( 2 ) That  a study  be  made  of  the  desirability' 
and  financial  feasibility  of  holding  Board  of 
Trustees  meetings  more  frequently  than  the 
current  quarterly  sessions; 

(3)  That  the  membership  of  the  Executive 
Committee  be  studied  regarding  the  advisability 
of  increasing  its  size  in  line  with  the  recent 
increase  in  the  membership  of  the  Board  of 
Trustees. 

B.  Your  Executive  Committee  further  requests 
this  Committee  to  prepare  proposed  Bylaw  changes 
as  follows: 

(1)  Revision  of  Bylaw  regarding  the  WSMA 
Industrial  Insurance  Committee  in  the  light  of 
the  new  program  of  the  Department  of  Labor 
and  Industries.  (See  report  on  actions  of  Board 
of  Trustees.) 

(2)  Revision  of  Bylaw  on  WSMA  Grievance 
Committee  as  indicated  by  action  of  Board  of 
Trustees  on  report  of  the  Ad  Hoc  Committee 
to  study  Grievance  Committee  Functions 
(See  report  on  actions  of  Board  of  Trustees.) 

(3)  Consider  possible  revisions  in  Bylaws  to 
possibly  discontinue  inactive  Committees,  com- 
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bine  Committees  where  feasible;  and  consider 
grouping  related  Committees  under  a super- 
visory Council  or  Commission  of  the  Board  of 
Trustees.  In  making  this  request,  your  Execu- 
tive Committee  contemplates  such  a study  may 
not  be  completed  by  the  Annual  Meeting  in 
September,  nor  will  a report  be  requested  for 
that  meeting.  However,  should  the  Committee 
desire  to  make  a preliminary  or  full  report 
on  this  matter,  it  is  welcome  to  do  so  in  the 
form  of  an  addendum  to  its  Annual  Report 
to  the  House  of  Delegates. 

6.  Recommended  to  the  State  Department  of 
Health  the  appointment  of  Alvin  Katsman,  of  Se- 
attle, to  serve  on  an  eighteen-member  Citizens  Com- 


mittee to  study  and  recommend  licensing  criteria 
for  convalescent  hospitals. 

7.  Received  a report  from  the  Executive  Secre- 
tary that  responsibilities  for  state  and  national  legis- 
lation; government  agency  relationships;  and  Ad- 
visory Committee  activities  are  now  being  resumed 
by  Harlan  Knudson,  Public  Relations  Director  and 
Assistant  Executive  Secretary.  Mr.  Knudson  was 
to  have  entered  into  these  areas  on  January  1,  1966 
but  was  prevented  from  doing  so  by  the  necessity 
for  managing  the  highly  successful  Physicians  and 
Schools  Conference,  Colloquium  on  Sexual  Psycho- 
pathy, and  the  Quackery  Conference.  Other  arrange- 
ments will  have  to  be  made  in  the  Central  Office  to 
provide  for  continued  staff  work  on  these  and  other 
duties  Mr.  Knudson  has  been  performing. 


PLANS  FOR  1966  WSMA  ANNUAL  MEETING  PROGRESSING  WELL 
September  18-21 , Spokane 

Edward  Johnston,  Chairman,  Scientific  Program  Committee,  announced  that 
a number  of  top  flight  speakers  have  been  selected  for  the  Annual  Meeting.  Guest 
Scientific  Speakers  who  have  been  confirmed  include:  Anesthesiology— John  W.  Pender, 
M.D.,  Palo  Alto  Medical  Clinic,  Palo  Alto,  California,  and  E.  Trier  Morch,  M.D.,  Chicago, 
Illinois ; E.N.T.— Malcolm  D.  Graham,  M.D.,  Victoria,  B.C.,  Internal  Medicine— Travis 
Wins  or,  M.D,  Director,  Winsor  Memorial  Heart  Research  Foundation,  Inc.,  Los  Angeles.; 
John  Butler,  M.D.,  Head,  Division  of  Pulmonary  Diseases,  University  of  Washington 
School  of  Medicine  Seattle,  and  E.  Donnall  Thomas,  M.D.,  Professor  of  Medicine,  U.W. 
S.M.;  OB-GYN— Willard  M.  Allen,  M.D.,  Barnes  Hospital  Plaza,  St.  Louis,  Missouri,  and 
David  C.  Figge,  M.D.,  U.W.S.M.;  Psychiatry— John  I.  Nurnberger,  M.D:,  Indiana  University 
Medical  Center,  Indianapolis,  Indiana;  Ophthalmology— Carl  Kupfer,  M.D. , Harvard 
University  Medical  School,  Boston,  Massachusetts;  Surgery— Victor  Richards,  M.D.,  Pres- 
byterian Medical  Center,  San  Francisco,  and  Thomas  L.  Marchioro,  M.D.,  Veterans 
Administration  Hospital,  Denver,  Colorado.  Additional  information  on  speakers  will 
be  available  when  the  program  is  more  fully  developed. 

The  closed  circuit  live  color  television  segment  of  the  scientific  program  is 
progressing  well  under  the  able  leadership  of  LaRue  Highsmith,  Spokane.  The  televised 
subject  matter  has  been  selected  to  assist  the  practicing  physician.  Be  sure  to  include 
the  W.S.M.A.'s  T.V.—M.D.'s  on  your  schedule  during  the  Annual  Meeting. 

CONVENTION  SPORTS  EVENTS 

Edward  Abrams  and  O.  Charles  Olson,  Chairmen  of  the  Golf  Tourney  and 
Fishing  Derby  are  arranging  top  flight  events.  Priest  Lake,  Idaho,  has  been  selected 
as  the  site  where  M.D.'s  will  pit  their  fishing  skill  against  cutthroat,  bluebacks,  dolly 
vardens  and  Mackinaws.  The  beautiful  Spokane  Country  Club  has  been  selected  for 
the  Golf  Tournament.  Both  events  will  take  place  on  Monday,  September  19,  1966. 

Physicians  and  their  wives,  who  arrive  early  to  take  advantage  of  the  fine  Spokane 
fall  weather,  may  wish  to  attend  the  University  of  California-Washington  State  University 
football  game  on  Saturday,  September  17.  A block  of  seats  for  M.D.'s  is  being  arranged. 
Information  on  this  will  be  mailed  to  WSMA  members. 

Horse  racing  at  Playfair  Race  Course  is  not  a WSMA  sponsored  event,  but  free 
admission  tickets  will  be  available  at  the  convention  registration  desk  for  physicians 
and  their  wives  who  may  wish  to  attend  on  Saturday  or  Sunday,  September  17-18. 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


phojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
3ns  ever  compounded  to  treat  peptic  ulcer  and  gastric 
eracidity. 

a mixture  of  two  types  of  alumina  gel — one  reactive, 
non-reactive.  The  antacid  gel  reduces  gastric  acid  to 
-corrosive  levels,  and  the  demulcent  gel  prolongs  the 
il  protective  effect.  Thus  pain  is  relieved  and  healing 
moted. 

npletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


VMPHOJEL 

UMINUM  HYDROXIDE  GEL,  WYETH 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


Wyeth  Laboratories 


CARL  P.  SCHLICKE,  M.D. 


Demand  and  Supply 

J ohn  Kenneth  Galbraith,  Harvard  economist,  former 
U.  S.  Ambassador  to  India,  has  written  an  inter- 
esting essay  “The  Age  of  Wordfact.”  In  it  he  says 
“The  wordfact  makes  words  a precise  substitute  for 
reality  ...  It  means  that  to  say  something  exists 
is  a substitute  for  its  existence.  And  to  say  that  some- 
thing will  happen  is  as  good  as  having  it  happen.”1 
Now  it  is  a common  practice  for  politicians  to  make 
sweeping  statements  such  as  that  of  the  late  Presi- 
dent Roosevelt  that  he  saw  “one-third  of  the  nation 
ill  housed,  ill  clad,  ill  nourished.”  Such  statements, 
although  made  without  documentation,  often  are 
widely  accepted  and  require  considerable  effort  to 
disprove.  Their  validity  is  further  dependent  upon 
semantics,  in  this  case  the  abstraction,  poverty.  Un- 
fortunately it  is  often  upon  just  such  unfounded 
suppositions  that  current  social  legislation  is  based. 
Much  of  the  criticism  leveled  at  the  report  of  the 
DeBakey  Commission  was  that  its  conclusions  could 
not  be  substantiated  by  relevant  data. 

And  so  it  is  with  the  number  of  physicians.  Does 
a desperate  shortage  exist?  Is  organized  medicine 
hying  to  keep  the  number  down  to  avoid  excessive 
competition?  Are  medical  educators  not  planning 
properly  so  as  to  insure  an  adequate  number  of  doc- 
tors for  the  future?  Of  one  thing  we  can  be  sure,  that 
if  it  could  be  substantiated  that  there  was  a critical 
dirth  of  doctors,  it  would  be  pointed  out  as  simply 
another  example  of  the  failure  of  the  free  enterprise 
system  and  voluntary  planning  and  of  the  need  for 
the  intervention  and  direction  of  omniscient  govern- 
ment. For  this  reason  it  is  certainly  important  that 
some  careful  studies  be  conducted  in  this  area. 

There  are  many  factors  to  take  into  consideration, 
not  the  least  of  which  is  the  utter  worthlessness  of 
subjective  impressions  in  reaching  an  opinion  on  this 
subject.  Much  of  the  early  panic  displayed  by  some 
sociologists  stemmed  from  the  demographic  predic- 
tions of  a population  explosion.  To  be  sure,  the  pop- 
ulation in  the  U.  S.  is  rising  steadily,  but  the  progres- 

1.  The  Atlantic  206:87  Sept.  1960. 
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sive  dropoff  in  the  birth  rate  in  the  past  two  decades 
due  to  changing  mores  and  “the  Pill ” has  made  the 
experts  revise  their  predictions  downward.  Long 
range  predictions  are  notoriously  inaccurate  and  cur- 
rent estimates  of  U.  S.  population  at  the  end  of  the 
century  vary  by  125  million.  Estimates  must  be  ac- 
cepted with  caution. 

What  is  the  proper  ratio  of  physicians  to  popula- 
tion? In  1963  there  was  one  doctor  to  each  683 
persons  in  the  U.  S.  In  the  last  30  years  the  ratio 
has  ranged  between  130  and  140  per  100,000  popu- 
lation. The  number  of  physicians  in  the  U.  S.  is 
now  approaching  300,000.  One  must  remember, 
however,  that  some  of  these  are  involved  in  pure 
academic  activity,  administration,  governmental 
work,  preventive  medicine,  and  thus  not  available 
for  patient  care.  Would  a decline  in  the  doctor-pa- 
tient ratio  be  catastrophic?  The  average  physician 
today  can  care  for  far  more  patients  than  his  counter- 
part 30  years  ago.  He  makes  fewer  house  calls,  he 
delegates  more  of  his  tasks,  he  conducts  much  of  his 
activity'  in  a well  organized  office,  clinic  or  hospital 
and  is  geared  to  volume  production.  Modem  trans- 
portation has  made  it  easier  for  patients  to  get  to 
their  doctor  or  to  the  hospital,  and  many  of  their 
problems  can  be  handled  by  a telephone  call.  Esti- 
mates of  the  need  for  physicians  based  on  time  hon- 
ored doctor-patient  ratios  may  be  unrealistic. 

Are  today’s  doctors  overworked?  Some  are,  others 
think  they  are.  Most  surgeons  wish  they  had  more 
to  do.  A committee  on  Surgical  Practices,  of  the 
Board  of  Governors  of  the  American  College  of  Sur- 
geons, in  1962  sent  out  a questionnaire  to  the 
fellowship.  Fifty-five  per  cent  of  the  general  sur- 
geons thought  their  field  was  overcrowded.  As  in 
other  occupations  there  is  an  increasing  tendency 
for  physicians  to  limit  their  hours  of  work  and  to 
increase  their  vacation  time.  When  we  consider 
how  busy  someone  is,  we  should  consider  whether 
we  are  talking  about  a 40-hour  work  week  or  a 60- 
70-hour  work  week,  whether  we  are  talking  about 
a 10-month  work  year  or  a 12-month  work  year, 
whether  the  physician  is  available  nights  and  week- 
ends. The  country  practitioner  working  night  and 
day  virtually  the  year  around,  would  regard  the 
work  schedule  of  a big  city  specialist  as  a sinecure. 
Certainly,  any  estimate  of  the  need  for  physicians 
must  take  into  consideration  trends  in  work  habits. 

What  about  the  distribution  of  physicians?  One 
seldom  hears  doctors  in  a large  urban  area  complain- 
ing of  the  shortage  of  their  kind.  On  the  other  hand, 
harrassed  and  overworked  practitioners  in  many 
smaller  communities  have  been  trying  unsuccessfully 
to  enlist  additional  help  for  years.  Physicians  are 
no  exceptions  to  the  general  movement  of  the  pop- 


* 


524 

Northwest  Medicine,  June  1966 


ulation  into  the  cities,  and  even  though  the  indi- 
vidual physician  should  find  rural  practice  profes- 
sionally and  financially  rewarding,  there  is  the  mat- 
ter of  satisfying  the  social  and  intellectual  desires  of 
his  wife.  In  general,  doctors  go  where  they  are 
needed,  subject  to  the  laws  of  supply  and  demand 
in  a free  enterprise  society,  but  there  is  no  question 
that  as  they  are  becoming  more  sophistocated  it  is 
increasingly  difficult  to  attract  them  to  smaller  com- 
munities. With  modem  transportation  and  communi- 
cation, does  every  hamlet  need  or  have  the  right 
to  its  own  physician?  Convenient  for  the  people? 
Yes.  Stimulating  for  the  physician?  Not  for  many. 
Russia  farms  out  its  young  doctors  and  places  them 
where  they  are  needed.  A free  society  must  depend 
on  economic  laws,  dedication,  and  possibly  some 
day  even  subsidy. 

Is  the  output  of  physicians  keeping  up  with  the 
population  growth?  There  are  now  88  medical 
schools  in  operation  in  the  United  States.  Last  year 
they  produced  7,409  graduates.  Many  of  these 
schools  are  in  the  process  of  expanding  the  size 
of  their  classes.  In  the  last  four  years  the  number 
of  applicants  for  each  opening  has  risen  from  1.7 
to  2.2.  Fourteen  new  schools  are  currently  in  the 
process  of  development.  If  the  high  quality  of 
medical  care  is  to  be  preserved  there  is  a limit  to 
which  classes  can  be  expanded.  Since  it  costs  25- 
50  million  dollars  to  build  a medical  school  and 
3-5  million  dollars  a year  to  keep  it  in  operation, 
needs  should  be  well  documented  before  indiscrimin- 
ate proliferation  of  schools  is  encouraged. 

If  there  is  a critical  shortage  of  physicians  any- 
where today  it  is  within  our  hospitals.  Simply  pro- 
ducing more  graduates,  if  they  are  not  needed  by 
the  community  after  they  finish  their  internship 
and  residency,  is  no  answer  to  the  problem.  A sol- 
vent and  well  insured  public  has  become  increas- 
ingly hospital  oriented.  Medicare  will  augment  this 
utilization  of  hospital  facilities.  No  one  could  have 
foreseen  the  extent  to  which  hospital  emergency 
rooms  are  being  used  today.  To  deliver  a high  qua- 
lity and  wide  scope  of  medical  care,  a large,  busy 
hospital  must  have  physicians  in  attendance  around 
the  clock.  Traditionally  this  has  been  accomplished 
by  having  a house  staff  of  interns  and  residents. 
Admittedly,  the  primary  aim  of  hospital  training  pro- 
grams is  educational,  but  from  the  patient’s  stand- 
point, the  service  that  the  house  staff  renders  is 
of  paramount  importance.  The  very  survival  of  the 
patient  is  not  infrequently  dependent  on  the  pres- 
ence and  capability  of  a house  staff.  As  the  number 
of  hospital  beds  has  increased,  so  has  the  number 
of  internships.  Last  year  there  were  12,728  intern- 
ships available  in  757  hospitals.  Even  the  addition 
of  2,821  graduates  of  foreign  medical  schools  to  our 
own  graduates,  left  2,631,  or  21  per  cent,  of  the 
openings  vacant.  The  situation  is  comparable  in  re- 


gard to  residencies.  This  has  resulted  in  vicious 
competition  between  hospitals  for  graduates.  Interns 
used  to  get  their  room,  board  and  laundry.  Nobody 
thinks  this  was  good,  but  intern  salaries  now  aver- 
age over  $3,000  a year  and  this  has  made  a training 
program  an  expensive  burden  for  hospitals  to  bear. 
Salaries  in  some  residencies  exceed  $11,500  a year. 
Yet  high  as  this  tariff  seems,  it  is  not  as  high  as 
if  the  hospital  had  to  hire  practicing  physicians  to 
do  the  work  which  must  be  done. 

What  is  the  answer?  I don’t  think  it  lies  in  simply 
increasing  the  number  of  graduates.  Building  ex- 
pensive schools  and  creating  a surplus  of  physicians 
merely  in  order  to  cover  hospital  needs,  is  neither 
economically  sound  nor  sensible.  Possibly  the  Joint 
Commission  on  Accreditation  of  Hospitals  and  the 
American  College  of  Surgeons  may  have  to  be  a little 
less  idealistic  and  a little  more  pragmatic  and  re- 
vise some  of  their  views  and  requirements.  If  there 
is  in  truth  a shortage  of  physicians,  what  could  be 
more  wasteful  of  talent  than  to  have  a highly  trained 
and  experienced  surgeon  spending  a large  part  of 
his  time  assisting  another  surgeon,  simply  because 
of  the  shortage  of  house  officers?  This  is  a task  for 
which,  in  addition  to  its  being  a total  waste  of  their 
time  and  their  talents,  most  surgeons  are  not  temp- 
eramentally suited.  It  is  interesting  to  think  of  an 
operating  team  made  up  of  a few  of  the  surgical 
giants  under  whom  some  of  us  had  our  training, 
elbowing  each  other,  rapping  each  others  knuckles 
and  otherwise  driving  each  other  to  distraction. 

I was  horrified  last  fall,  at  the  White  House  Con- 
ference on  Health,  when  I first  heard  reference  to 
the  term  “physician  assistant’’  and  yet  now  I am  not 
so  sure  that  something  of  this  sort  may  not  be  the 
answer  to  some  of  our  problems  around  hospitals. 
Immediately  after  World  War  II  when  the  shortage 
of  nurses  first  became  acute,  I corresponded  with  the 
American  College  of  Surgeons  about  the  possibility  of 
training  and  using  technicians  to  work  in  the  operat- 
ing room.  The  response  was  an  indignant  rebuff.  Yet 
today  the  use  of  technicians  in  the  operating  room  is 
widespread  and,  in  general,  satisfactory.  It  may  be 
necessary  to  train  nurses  and  other  individuals  to 
fulfill  further  roles  in  the  operating  room,  including 
that  of  first  assastant.  There  is  work  that  has  to 
be  done,  there  are  trained  surgeons  to  do  it  and  it  is 
absurd  to  let  schedules  bog  down  and  to  subject 
patients  to  long  delays  simply  for  lack  of  assistants 
who  meet  certain  arbitrary  requirements.  The  use 
of  “physician  assistants”  would  not  of  necessity  be 
limited  to  the  operating  room.  There  are  many 
other  useful  functions  which  they  could  carry  on. 

It  is  easy  to  think  of  arguments  against  this  con- 
cept. It  is  not  easy  to  find  a satisfactory  and  eco- 
nomically sound  solution  for  the  critical  situation 
that  currently  exists  in  many  of  our  hospitals.  ■ 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  I’/a  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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CONSTITUTIONAL  AMENDMENT 


PROPOSED  AMENDMENT  TO  ARTICLE  IV  SEC- 
TION 4 (c)-(l)  AND  (c)-(2)  OF  THE  CONSTITUTION 
OF  THE  WASHINGTON  STATE  MEDICAL  ASSO- 
CIATION 

ARTICLE  IV— COMPONENT  SOCIETIES 
Section  4.  Limitations. 

(c)  A component  society  may  admit  to  active 
membership  or  continue  in  such  membership  only 
such  American  citizens  as 

(1)  hold  the  degree  of  doctor  of  medicine  or 
bachelor  of  medicine,  which,  if  issued  subse- 
quent to  1913,  was  issued  by  an  institution 
approved  at  the  time  of  the  issuance  of  the 
degree  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
or  the  Board  of  Trustees  of  the  Washington  State 
Medical  Association, and  continue. 


(2)  are  licensed  to  practice  medicine  and 
surgery  in  the  State  of  Washington,  or  those 
licensed  to  practice  osteopathy  and  surgery  in 
the  State  of  Washington,  who  agree  to  abide  by 
the  tenets  and  ethics  of  the  Washington  State 
Medical  Association,  whose  training  and  stand- 
ards are  acceptable  to  the  Board  of  Trustees  of 
the  Washington  State  Medical  Association. 

Vernon  W.  Spickard,  M.D.,  Chairman 
Committee  on  Revision  of  Constitution 

and  By-Laws 

Those  portions  of  the  sections  presented  for 
amendment  enclosed  within  ((  ))  are  parts  to 

be  deleted  from  the  Constitution  or  By-Laws;  and, 
those  parts  in  bold  face  are  the  portions  to  be 
added  by  the  proposed  amendment. 


OBITUARIES 


DR.  JAMES  HALLARD  BERGE,  of  Seattle,  died  of 

bronchogenic  carcinoma,  April  17  at  the  age  of  74. 
His  medical  degree  was  granted  by  the  University 
of  Pennsylvania  School  of  Mediicne  in  1919  and 
his  Washington  license  was  obtained  in  1922. 

He  was  best  known  throughout  the  United  States 
as  the  author  of  the  Washington  State  Medical  Disci- 
plinary Act  but  was  also  recognized  as  an  authority 
on  medical  ethics  and  the  self  government  of  medical 
organizations.  He  was  Chairman  of  the  Judicial 
Council  of  the  American  Medical  Association.  As 
a result  of  his  long  interest  in  law,  he  was  appointed 
to  membership  on  the  American  Medical  Association- 
American  Bar  Association  Liaison  Committee.  He 
was  also  Chairman  of  the  Washington  State  Medical 
Disciplinary  Board  from  its  creation  in  1955  until 
1960. 

Dr.  Beige  was  President  of  Washington  State 
Medical  Association  in  1956-57  and  had  been  Chief 
of  Staff  of  Seattle  General  Hospital.  His  activities 
in  the  State  Medical  Association  included  service 
on  the  Board  of  Trustees,  the  Grievance  Committee 
and  the  Defense  Fund.  He  was  a member  of  the 
American  College  of  Surgeons. 

dr.  john  f.  le  cocq,  Seattle,  died  January  13 
of  metastatic  carcinoma  of  the  prostate.  He  was 
69.  He  graduated  from  the  University  of  Oregon 
Medical  School  in  1925  and  obtained  his  training 
in  orthopedics  at  the  University  of  Iowa  under  the 
late  Arthur  Steindler.  He  was  a member  of  the 
American  Orthopaedic  Association,  the  American 
Academy  of  Orthopaedic  Surgeons,  and  a number 
of  local  and  regional  surgical  organizations.  He 
was  a clinical  professor  of  orthopedic  surgery  at 
the  University  of  Washington  School  of  Medicine 
and  had  been  chief  of  staff  at  the  Childrens  Ortho- 
pedic Hospital  and  the  Swedish  Hospital.  He  par- 


ticipated in  activities  of  the  Hope  project  during 
the  time  the  hospital  ship  was  in  Indonesia.  Long 
interested  in  research,  he  was  among  the  first  to 
establish  a bone  bank  and  later  worked  in  the 
project  that  resulted  in  use  of  animal  bone  prepared 
as  a scaffolding  material  for  live  bone  when  used  in 
place  of  a graft.  One  of  his  most  recent  contribu- 
tions was  the  establishment  of  a lectureship  bearing 
his  name. 

dr.  siggeir  s.  thordarson,  of  Tacoma,  died 
February  21  at  his  home,  presumably  from  coro- 
nary occlusion.  He  had  not  been  ill.  He  was  born 
in  North  Dakota,  1901,  and  received  his  medical 
education  at  the  University  of  Manitoba  Faculty 
of  Medicine,  graduating  in  1929. 

dr.  fred  j.  whitaker,  of  Spokane,  died  March 
28,  aged  85,  of  cerebral  arteriosclerosis  and  cerebral 
arterial  thrombosis.  He  graduated  from  the  St.  Louis 
University  School  of  Medicine,  in  1907  and  began 
his  practice  in  Spokane  in  1908.  He  teas  a veteran 
of  World  War  I. 

dr.  alpha  b.  Baldwin,  of  Wenatchee,  died 
March  1,  of  metastatic  carcinoma  of  the  breast. 
She  was  44.  She  was  an  ophthalmologist,  wife  of 
Dr.  William  G.  Baldwin  and  had  continued  to  prac- 
tice until  two  weeks  prior  to  her  death.  She  gradu- 
ated from  Creighton  University  School  of  Medicine 
in  1947  and  interned  at  Children’s  Hospital,  San 
Francisco.  Her  residency  was  at  St.  Francis  Hospital, 
Honolulu,  and  specialty  training,  after  several  years 
of  general  practice  in  Quincy,  was  at  the  University  of 
Pennsylvania  Graduate  School  of  Medicine  at  Phila- 
delphia. She  was  active  in  community  and  medical 
society  affairs  and  was  Secretary  of  the  Chelan 
County  Medical  Society  for  two  years. 
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The  "Quack  " 


Proved  to  be  Popular  Topic 


The  modern  day  medical  and  nutritional 
charlatan  was  given  full  public  exposure  during 
the  WSMA  sponsored  Washington  Conference 
on  Health  Frauds  and  Quackery,  May  7,  in  Se- 
attle and  the  two  weeks  Health  Facts  and 
Fallacies  public  exhibit  and  film  program  on 
quackery  that  followed  at  the  Pacific  Science 
Center. 


Nearly  500  teachers,  physicians,  nurses, 
members  of  the  Council  on  Aging,  representatives  of  county,  state,  and  federal  agencies, 
and  volunteers  who  provide  health  information  to  the  public  took  part  in  the  May 
7 program. 

Over  9,000  persons  visited  the  Health  Facts  and  Fallacies  Exhibit  and  Film 
Program  May  7 through  May  22  at  the  Pacific  Science  Center. 

Harry  E.  Worley,  Mount  Vernon,  Chairman  of  the  WSMA  Committee  on 
Quackery  and  Harmful  Acts  was  chairman  of  the  Conference  Planning  Committee, 
which  included  representation  from  sixteen  professional,  governmental  and  volunteer 
health  organizations. 

Along  with  the  conference,  a thirty-minute  documentary  on  medical  quackery 
was  presented  on  KING-TY  May  8,  and  numerous  radio,  television  and  newspaper 
interviews  by  conference  guest  speakers  brought  some  of  today’s  fraudulent  health 
schemes  to  the  attention  of  people  througout  the  state. 

Exhibits  in  Spokane— The  Spokane  Council  on  Aging  and  the  Spokane  County 
Medical  Society  sponsored  the  Health  Facts  and  Fallacies  Exhibit  and  Film  Program 
at  the  Spokane  YWCA  June  5 through  June  11.  An  estimated  attendance  of  1500  to 
2000  was  expected  to  view  the  exhibits  while  on  display  in  Spokane. 


1.  State  representative  Georgette  Valle.  Seattle,  talked  with 
the  first  commissioner  of  the  new  Administration  on 
Aging,  William  D.  Bechill,  during  the  Saturday,  May  7 
Conference  on  Health  Frauds  and  Quackery  held  at  the 
Seattle  Center.  Mr.  Bechill  reported  on  problems  the  eld- 
erly have  with  "health  quacks”  who  give  false  promises 
for  the  cures  of  such  diseases  as  arthritis  and  cancer. 
He  estimated  that  the  American  public  spends  approxi- 
mately one  billion  dollars  each  year  on  phony  cure  alls. 

Mrs.  Valle,  a member  of  the  Medicine-Dentistry  Com- 
mittee in  the  State  House  of  Representatives  took  part 
in  the  day-long  program. 

2.  Nearly  500  educators,  physicians,  nurses,  medical  assist- 
ants, members  of  the  State  Council  on  Aging  and  volunteers 
who  provide  health  information  to  the  public,  took  part 
in  the  May  7 Washington  Conference  on  Health  Frauds 
and  Quackery  sponsored  by  the  Washington  State  Medical 
Association  in  cooperation  with  sixteen  professional,  gov- 
ernmental and  volunteer  health  organizations. 


3.  Over  3,000  students  visited  the  WSMA  sponsored  Health 
Facts  and  Fallacies  exhibit  and  film  program  May  7 
through  May  22  at  the  Pacific  Science  Center. 

Shown  here  are  fifth  graders  from  the  Sir  Richard 
McBride  Elementary  School  in  Vancouver.  B C.  They  are 
visiting  an  exhibit  by  the  Tacoma  Public  Schools  entitled 
The  Class — The  Facts — The  Quacks. 

A total  of  over  9,000  persons  visited  the  exhibits  during 
the  two  week  program. 

4.  A highlight  of  the  Conference  on  Health  Frauds  and 
Quackery  was  an  old-time  “Medicine  Man”  presentation 
by  Dr.  Epkeg  and  his  faithful  Indian  assistant.  Princess 
Sparklingwater. 

In  a pony  drawn  wagon.  Dr.  Epkeg,  (Postal  Inspector 
Henry  Gepke  Jr.,  Tacoma)  and  the  Princess  (Alice  Sep- 
ulveda, Seattle,  King  County  Medical  Service  Bureau) 
arrived  during  opening  ceremonies  of  the  Conference  to 
give  an  old-time  pitch  on  Dr.  Epkeg's  miracle  medicines. 

Conference  guest  speakers  pointed  out  that  today’s 
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“Medicine  Man”  is  strictly  1966.  The  quainter  nostrums 
have  vanished  and  the  old-time  hokum  has  assumed  new 
disguises. 

5.  The  May  7 Conference  on  Health  Frauds  and  Quackery 
and  the  two  weeks  of  Health  Facts  and  Fallacies  exhibits 
at  the  Pacific  Science  Center  in  Seattle  gave  both  profes- 
sionals who  provide  health  information  to  the  public  and 
the  general  public  itself,  an  insight  into  the  fight  against 
quackery  by  such  organizations  as  the  American  Medical 
Association,  Cancer  Society,  the  Arthritis  Foundation  and 
Better  Business  Bureaus,  along  with  the  Food  and  Drug 
Administration,  Post  Office  Department,  Administration 
on  Aging,  Federal  Trade  Commission  and  the  State  At- 
torney General’s  Office. 

Shown  putting  a stop  to  the  old-time  “Medicine  Man” 
before  he  got  into  town  were  from  L to  R Postal  In- 
spector Earl  J.  Ingebright,  Seattle;  Mathew  A.  Pilling, 
M.D.,  member  of  the  WSMA  Committee  on  Quackery  and 
Harmful  Acts,  Seattle;  Postal  Inspector  Henry  Gepke,  Jr., 
Tacoma,  as  the  Medicine  Man;  Mr.  James  Burnett,  Super- 
visory Chemist,  District  Office,  U.  S.  Food  and  Drug  Ad- 
ministration and  Mr.  Sam  Couch,  Assistant  Manager  of  the 
Seattle  Better  Business  Bureau.  The  Indian  Princess  is 
Alice  Sepulveda,  Seattle. 

Dr.  Epkeg — The  Medicine  Man  (Center);  Postal  Inspector 
Henry  J.  Gepke,  Jr.,  Tacoma;  Princess  Sparklingwater: 
Alice  Sepulveda,  Quincy,  (Employee,  King  County  Medical 
Service  Bureau,  Seattle).  Food  and  Drug  Representative: 
Mr.  James  Burnett,  Supervisory  Chemist.  District  Office, 
U.  S.  Food  and  Drug  Administration,  Seattle.  Post  Office 
Representative:  Mr.  Earl  J.  Ingebright,  Postal  Inspector. 
Seattle.  AMA  and  WSMA  Representative:  Matthew  A.  Pill- 
ing, M.D.,  Member  Quackery  and  Harmful  Acts  Commit- 
tee, Washington  State  Medical  Association,  Seattle.  Better 
Business  Bureau  Representative:  Mr.  Sam  Couch.  Assistant 
Manager,  Seattle  Better  Business  Bureau. 

6.  Peggy  Steiner,  Seattle,  who  helped  to  staff  the  W.S.U. 
Agriculture  Extension  Service  exhibit  on  Weight  Watching 


for  Teenagers  during  the  two  week  Health  Facts  and 
Fallacies  program  at  the  Pacific  Science  Center,  couldn't 
resist  trying  out  a sample  quackery  device  made  for  the 
exhibit  by  Tacoma  students.  Looking  on  was  Harold  J. 
Cornacchia,  Ph  D.,  Chairman  of  the  Health  Education  De- 
partment, San  Francisco  State  College.  Dr.  Cornacchia 
spoke  on  Education — A Weapon  Against  Quackery  at  the 
May  7 Washington  Conference  on  Health  Frauds  and 
Quackery. 

Practical  Psychiatry— Child  Psychiatry 

The  Department  of  Continuing  Medical  Educa- 
tion of  the  University  of  Washington  School  of 
Medicine  offers  two  practice-oriented  courses  in 
psychiatry  next  month.  The  first  course,  July  25-27, 
is  on  “Practical  Psychiatry.”  Its  purpose  is  to  present 
current  concepts  concerning  psychiatric  illness  and 
its  treatment.  Psychoneurotic,  psychosomatic  and 
psychotic  problems  met  in  everyday  office  practice 
will  be  presented  through  lectures,  demonstrations, 
and  in  group  discussion. 

The  course  on  “Child  Psychiatry”  follows  on  July 
28-29.  There  will  be  brief  theoretical  orientation 
but  major  emphasis  will  be  on  the  common  problems. 
Emotional  disorders,  acute  crisis  problems,  and 
learning  difficulties  will  be  discussed.  Family  therapy 
will  constitute  an  important  part  of  the  program. 

For  further  information,  write  to  Department  of 
Continuing  Medical  Education,  AA  320  University 
Hospital,  1959  N.E.  Pacific,  Seattle,  Washington 
98105. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


-L-U  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  July  6-9 , 1966,  Sun  Valley 


Officers  and  Councilors 

The  Officers  and  Councilors  of  the  Idaho  State 
Medical  Association  held  a day-long  meeting  in 
Boise,  April  30  to  consider  Part  “B”  of  the  Social 
Security  Medical  Care  Program  and  many  other 
important  association  matters. 

Detailed  plans  for  administration  of  the  payment- 
of-physicians-bills  were  presented  by  Thomas  H. 
Alphin,  New  York  City,  Medical  Director,  Bureau 
of  Medical  Services  of  Equitable  Life  Assurance 
Society  of  the  U.S.,  designated  by  H.  E.  W.  as  the 
Idaho  carrier  for  the  medical  side  of  the  govern- 
ment program,  and  Mr.  Joseph  Karpach,  Boise, 
State  Claims  Manager  for  Equitable. 

(Dr.  Alphin  was  formerly  Director  of  the  A.M.A.’s 
Washington,  D.C.  office,  and  will  participate  in  a 
panel  discussion  on  Social  Security  Medical  Care 
during  the  74th  annual  meeting  at  Sun  Valley  in 
July). 

Dr.  Alphin  announced  that  Equitable  is  establish- 
ing an  office  in  Boise  and  plans  to  employ  between 
15  and  25  persons  to  process  and  pay  physicians’ 
claims.  He  reported  the  form  to  be  used  has  been 
approved  by  H.E.W.  and  a supply  will  be  sent  to 
all  physicians  soon. 

Fees  were  discussed  at  length  and  it  was  agreed 
to  encourage  members  of  the  Idaho  State  Medical 
Association  to  charge  usual  or  customary  fees  for 
their  services. 

Following  the  four-hour  discussion,  the  Officers 
and  Councilors  extended  Equitable  the  full  cooper- 
ation of  the  association  in  carrying  out  the  obliga- 
tions created  by  Public  Law  89-97  and  the  Rules 
and  Regulations  formulated  by  the  United  States 
Department  of  Health,  Education  & Welfare. 

The  Officers  and  Councilors  also  studied  a report 
by  Mr.  Bill  Child,  Commissioner  of  Public  Assistance 
calling  for  implementation  of  Title  XIX  of  Public 
Law  89-97.  It  greatly  expands  many  phases  of 
public  assistance  medical  care  programs  in  the  state. 


They  also  approved  a Child  Abuse  Reporting  form 
which  will  be  mailed  to  all  members  soon. 

The  scientific  program  for  the  74th  annual  meet- 
ing and  appointments  to  the  various  Reference  Com- 
mittees for  the  House  of  Delegates  were  approved 
along  with  the  social  and  recreational  programs.  A 
panel  of  “experts”  to  discuss  the  Social  Security 
Medical  Care  Program  to  be  held  in  the  Opera 
House  on  Saturday,  July  9,  was  selected.  They  heard 
a report  recommending  the  association  purchase  a 
building  in  Boise  to  be  used  as  the  office  of  the 
association  and  voted  to  ask  the  House  of  Delegates 
for  pel-mission  to  make  the  purchase.  A number 
of  modifications  in  the  Military  Dependents’  Medical 
Care  Program  Schedule  were  approved. 

The  next  meeting  of  the  Officers  and  Councilors 
is  scheduled  to  be  held  at  Sun  Valley,  Tuesday,  July 
5,  1966. 

Annual  Association  Audit  Completed 

The  Annual  Audit  of  the  Books  and  Records  of 
the  Idaho  State  Medical  Association  for  1965  list- 
ing complete  information  on  association  income  and 
expenditures  has  been  completed.  A summary  of  the 
audit  is  as  follows: 

Revenues : All  sources,  membership  dues,  registra- 
tion fees,  commercial  displays  at  annual  meeting 
and  miscellaneous  income  and  interest:  $59,713.83. 

Expenditures : Salaries:  $21,935.00;  Insurance, 

$125.60;  Payroll  taxes,  $721.34;  taxes  and  dues, 
$227.96;  Materials,  paper  and  supplies,  $1,640.14; 
Committees  and  travel,  $13,348.01;  Rent,  $3,438.00; 
Telephone  and  Telegraph,  $1,606.83;  Postage, 
$1,313.00;  Equipment  repairs  and  maintenance, 
$153.25;  Legal  and  auditing,  $1,732.50;  Miscellane- 
ous expenses,  $1,051.63.  Annual  meeting,  $9,953.49; 
News  Letter  production,  $161.41;  Employees  Re- 
tirement Fund,  $1,620.00;  Legislative  expenses, 
$2,064.90;  Printing  and  stationery,  $172.25,  and 
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depreciation,  $322.38.  Total:  $61,587.69.  Net 

Deficit:  $1,873.86. 

Copies  of  the  annual  audit  for  1965  and  the 
budget  for  1966  are  available  to  members  upon 
request. 

Sun  Valley  calls  Artistic  Medics 

Artistic  efforts  of  Idaho  physicians  and  their 
families  will  be  exhibited  at  Sun  Valley  during  the 
association’s  74th  annual  meeting.  Oils,  water  colors, 
prints  and  photographs  will  be  accepted.  All  entries 
must  be  equipped  with  eyelets  and  wire,  ready  for 
hanging. 

Two  works  per  entrant,  or  four  per  family,  will 
be  accepted  Wednesday,  July  6,  1966,  in  the  Sun 
Valley  Lodge.  Further  details  on  the  project  arc 
available  from  Mrs.  Glen  M.  Whitesel,  Route  No. 
3,  Box  583,  Coeur  d’Alene  83814. 

Nurse  Advisory  Committee 

A meeting  of  the  association’s  Idaho  State  Nurses 
Association  Advisory  Committee  with  representa- 
tives of  the  nursing  profession  was  held  recently  in 
Boise  by  Terrell  O.  Carver,  Boise,  Chairman.  Mrs. 
D.  Ann  Sparmacher,  Chicago,  Director  of  the  A.M.A. 
Department  of  Nursing,  reported  on  national  trends 
and  problems. 

Members  of  the  committee  attending  were  Joseph 
W.  Marshall,  Twin  Falls;  Reid  H.  Anderson,  Idaho 
Falls,  and  Lois  J.  Carter,  Boise.  Unable  to  attend 
was  W.  Paul  Shrum,  Hayden  Lake. 

Surgeons  Meet 

The  30th  session  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons,  was  held  in  Boise 
May  14,  at  the  Owyhee  Hotel.  Wayne  G.  Crookston, 
Boise,  is  President  of  the  group. 

The  Guest  Lecturer  was  Louis  T.  Palumbo,  Des 
Moines,  Clinical  Professor  of  Surgery  at  the  State 
University  of  Iowa  College  of  Medicine,  of  Iowa 
City,  and  Chief,  Surgical  Service,  Des  Moines  Vet- 
erans Administration  Hospital. 

Other  speakers  were:  A1  H.  Kuyendall,  Lois  J. 
Carter,  George  R.  Baker  and  James  J.  Coughlin, 
all  of  Boise;  Donald  D.  Price,  and  John  R.  Nielsen, 
Caldwell;  H.  Kent  Staheli,  Pocatello,  and  John  M. 
McKain,  Twin  Falls. 

North  Idaho  Bureau 

The  North  Idaho  District  Medical  Service  Bureau, 
Inc.,  celebrated  its  20th  anniversary  at  the  annual 
meeting  held  hi  Lewiston  recently.  New  officers  in- 
clude: President,  James  S.  Newton,  Lewiston;  Vice- 
President,  Philip  D.  Spechko,  Genesee;  Secretary- 
Treasurer,  Donald  D.  McRoberts,  Lewiston.  Robert 
L.  Olson,  Lewiston,  was  elected  a member  of  the 
Board  succeeding  Rex  G.  Layton,  Lewiston. 


Physician  seeks  Legislative  Seat 

John  A.  Edwards,  Council,  who  served  as  Adams 
County  Representative  in  the  38th  Idaho  Legislature, 
has  announced  he  will  be  a candidate  for  re-election 
as  a member  of  the  House  of  Representatives  from 
the  new  Legislative  District  9* A which  comprises 
Adams,  Valley  and  Boise  Counties. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  the  Southeastern  Idaho  District 
Medical  Society:  Roger  W.  Boe  and  Richard  B. 
Gresham,  both  of  Pocatello.  Mary  Louise  Smith  of 
Blackfoot. 

Personals 

Alfred  M.  Popma,  Boise,  has  been  re-elected  as 
as  Chairman  of  the  A.M.A.  Council  on  Voluntary 
Health  Agencies,  which  maintains  liaison  with  these 
agencies.  Dr.  Popma’s  reappointment  to  the  Council 
had  been  announced  earlier  by  Percy  E.  Hopkins, 
Chairman  of  the  A.M.A.  Board  of  Trustees. 

Quentin  W.  Mack,  Boise,  has  been  reappointed 
a member  of  the  A.M.A.’s  Committee  on  Rating  of 
Mental  and  Physical  Impairment.  This  committee 
has  developed  eight  guides  to  help  physicians  evalu- 
ate permanent  impairment  of  body  systems  and  or- 
gans and  is  working  on  three  more. 

Chamber  Honors  Retiring  Physician 

The  Greater  Boise  Chamber  of  Commerce  pre- 
sented a plaque  to  Erwin  C.  Sage,  Nampa,  in  rec- 
ognition of  his  service  as  Superintendent  of  the 
Idaho  State  School  and  Hospital.  Dr.  Sage  will  re- 
tire in  July. 

John  R.  Marks,  Boise,  who  has  been  director  of 
the  Maternal-Child  Health  Section  of  the  Child 
Health  Division  of  the  Idaho  Department  of  Health, 
will  succeed  Dr.  Sage. 

State  Board  of  Medicine  Section 

Temporary  Licenses  granted  in  April  to: 

Howard  Thad  Scholes,  Twin  Falls.  Graduate  of 
University  of  Southern  California  School  of  Medi- 
cine, Los  Angeles,  June  14,  1962.  Internship,  Sac- 
ramento County  Hospital,  Sacramento,  June  GO, 
1963.  Granted  Temporary  License  No.  362,  April 
15,  1966.  General  Practice. 

Harold  D.  Phelps,  Moscow.  Graduate  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dal- 
las, Texas,  June  7,  1954.  Internship,  Baylor  Uni- 
versity Medical  Center,  Colorado  Springs,  July  1, 
1955.  General  Residency,  Charity  Hospital,  Monroe, 
Louisiana,  1955  to  1956.  Radiology  Residency,  Pen- 
rose Hospital,  Colorado  Springs,  1959  to  1963. 
Granted  Temporally  License  No.  363,  April  25,  1966. 
Radiology. 
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CLASSIFIED  ADVERTISEMENTS 

Ali  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  SURGEON  WANTED— Excellent  opportunity  to  as- 
sociate with  general  practitioner  in  a busy  established 
practice  (16  years)  in  Kitsap  County,  Wash.  Salary  first 
year,  then  increasing  percentage  to  full  partnership.  Will 
use  new  150-bed  Bremerton  Hospital.  Office  well  equipped. 
2.400  sq.  ft.,  four  examining  rooms,  minor  surgery,  x-ray, 
EKG,  lab,  ultra  sound,  diapulse  etc.  Population  in  the 
immediate  suroundings  25,000.  Write  Box  38-B,  Northwest 
Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


HEALTH  OFFICER  VACANCY-About  July  1,  1966,  in  Marion 
County,  Salem,  Oregon.  Must  be  eligible  for  licensure  in 
Oregon  with  M.P.H.  plus  public  health  administrative 
experience.  Starting  salary  open  within  present  range 
of  $15,420  to  $18,420.  Merit  system,  social  security,  state 
retirement  and  other  fringe  benefits.  Apply  to:  Merit  Sys- 
tem Supervisor,  P.  O.  Box  231,  Portland,  Oregon  97207. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


PEDIATRICIAN  & INTERNIST— Board  certified  or  eligible, 
subspecialty  training  encouraged.  The  Permanente  Clinic — 
50-man  specialty  group  associated  with  141 -bed  Bess  Kaiser 
Hospital,  Portland,  Oregon.  Oregon  license  required. 
$20,000  if  eligible:  $21,200  starting  income  if  certified.  Part- 
nership after  2 years.  Insurance  benefits  and  retirement 
program.  Write  to  Peter  L.  Hurst,  M.D.,  Chief,  Dept,  of 
Pediatrics,  or  Arnold  V.  Hurtado,  M.D.,  Chief,  Dept,  of 
Medicine,  5055  N.  Greeley,  Portland,  Oregon  97217. 


HEALTH  OFFICER  VACANCY-Yamhill  County,  McMinnville, 
Oregon.  Must  be  eligible  for  licensure  in  Oregon.  M.D., 
preferable  M.P.H.,  plus  public  health  administrative  ex- 
perience. Salary  open  within  range  of  $15,420  to  $18,420 
depending  on  qualifications.  Merit  system,  social  security, 
state  retirement  coverage  and  other  fringe  benefits.  Apply 
to  Mr.  A.  T.  Johnson,  Merit  System  Supervisor,  P.  O.  Box 
231,  Portland,  Oregon  97207. 


ORTHOPEDIST— Eor  60-man  clinic.  Starting  income  to 
$24,000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D..  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217. 


PEDIATRICIAN  AND  A GP— Wanted  for  membership  in  a 
group  long  established  in  Green  River  Valley  area  south 
of  Seattle.  Write  Box  9-C,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121,  of  your  interests. 


INTERNIST  WANTED— For  office  suite  of  a retiring  internist 
in  medical  specialty  group.  Prosperous  growing  city,  25 
minutes  from  Seattle,  on  Puget  Sound.  Wonderful  recre- 
ational area.  Write  Box  5-C,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


GP  WANTED—' Two  man  partnership  desires  as  associate. 
Central  Oregon  area  in  the  center  of  excellent  hunting, 
fishing  and  skiing.  Practice  arrangements  open.  Contact 
James  C.  Davies,  M.D.,  361  E.  Franklin,  Bend,  Oregon  97701 
or  call  382-2681. 


WELL  ESTABLISHED  PRACTICE  FOR  SALE— In  a commodious 
well  built  building.  Space  for  2 physicians  in  fast  growing 
area.  Seattle  vicinity.  Write  Box  4-C.  Northwest  Medicine. 
£00  Wall  St.,  Seattle,  Wash.  98121. 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE-With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— Small  community  West- 
ern Wash.  Salary  first  year,  then  partnership.  Write  Box 
8-C,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


PHYSICIAN  WANTED— T°  become  associated  with  group 
doing  full  time  industrial  practice.  An  equal  opportunity 
employer.  Income  range  depending  on  qualifications, 
$15,000-$20,000  plus  liberal  fringe  benefits.  Regular  hours. 
Good  living  conditions  and  good  climate  in  a Washington 
State  growth  area.  Write  Box  7-C,  Northwest  Medicine. 
500  Wall  St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— Associate  in  general 
practice  with  well  established  GP  in  fast  growing  Auburn 
community.  Salary  plus  percentage  with  partnership  op- 
portunity. Contact  A.  H.  Bloom,  M.D..  101  “A"  St.,  S.E., 
Auburn,  Wash.  98002,  TE  3-3650. 


PEDIATRICIAN,  CERTIFIED  OR  ELIGIBLE-To  join  busy  solo 
pediatrician.  Guaranteed  income,  early  partnership.  Plans 
for  expansion  to  Children’s  Clinic.  Interesting  practice, 
pleasant  living,  near  excellent  mountain  skiing,  lakes, 
golf.  Please  send  complete  curriculum  vitae  on  first 
inquiry  to:  Carl  A.  Brakel,  M.D..  4407  N.  Division,  Spokane, 
Wash.  99207.  Immediate  reply  urgent,  but  willing  to  wait 
for  right  man. 


PHYSICIAN  WANTED Ideal  location,  new  office  ready  for 

occupancy  with  low  rent  or  buy  option.  Present  occupancy 
includes  3 physicans,  3 dentists,  medical  lab  and  pharmacy. 
Contact  Coburg  Road  Professional  Bldg.,  1755  Coburg 
Road,  Eugene,  Oregon  97401,  phone  343-8861. 


GENERAL  PRACTITIONER  WANTED— Excellent  opportunity 
for  physician  in  Lind,  Wash.,  center  of  stable  dry  wheat 
area.  Modern  facility  available  for  lease.  Write  Secretary 
of  Board.  Lind  Health  Center,  Inc..  Box  160,  Lind,  Wash. 
99341. 


POSITION  FOR  GENERAL  PRACTICE-In  small  group  practice 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped, 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20-miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E.  Hiemstra,  M.D., 
Tri-County  Hospital  Association,  Box  547,  Deer  Park, 
Wash.  99006. 


LOCUM  TENENS— Wanted  for  July  and  August.  $1,000  mo, 
plus  per  cent  of  net  income.  Contact  C.  D.  Smick,  M.D.. 
Ritzville,  Wash. 
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SITUATIONS  WANTED 


BOARD  CERTIFIED  OTOLARYNGOLOGIST— Whose  service  obli- 
gation will  be  completed  in  July  seeks  practice  opportunity 
in  the  Northwest.  Write  Box  1-C,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


INTERNIST  DESIRES  SEATTLE  - TACOMA-Location.  Age  32. 
3>2  years  practice  experience.  Contact  Harold  Mayer,  M.D., 
22520  Eriel  Ave.,  Torrance,  Calif.  90505 


SURGEON  AGE  42— Desires  location  in  Western  Wash,  or 
Western  Oregon  with  group  or  as  associate.  Certified  by 
board.  Experienced  in  acute  abdomen  and  traumatic  work. 
Married  with  family.  Write  Box  6-C,  Northwest  Medicine. 
500  Wall  St.,  Seattle,  Wash.  98121. 


THORACIC,  CARDIOVASCULAR  & GEN.  SURGEON-Foreign 
graduate,  8 yrs  excellent  surg.  residency.  Board  certified 
in  gen.  & thoracic  surg;  seeks  group  or  institutional  associ- 
ation and/or  suitable  location  for  solo  practice.  Licensed. 
Washington  and  Britsh  Columbia.  Permanent  visa.  Write 
Box  10-C,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 
98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


FOR  LEASE  OR  SALE Modern  medical  office,  ground  floor. 

Ample  parking.  South  end  stable  community.  For  further 
information  call  Seattle,  PA  3-3145. 


MEDICAL  SUITE  AVAILABLE— In  new  clinic  So.  Everett.  Will 
finish  to  suit,  with  6 months  free  rent.  Call  Mr.  Martin 
Selig,  MA  2-6638,  Seattle. 


FOR  RENT— Front  office  medical  clinic;  8 rooms.  $175 
mo.  Ample  parking.  6517-35th  S.W.,  Seattle,  WE  2-2611. 


PHYSICIAN'S  OFFICE— L°cated  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


CLINIC  BUILDING,  KENT,  WASH.— Rapidly  growing  Lake 
Meridian  area.  Two  suites  of  1,684  total  sq.  ft.  in  new 
building.  Ample  black  top  parking.  Contact  H.  H.  Heaton, 
AL  5-6066. 


MEDICAL  CLINIC  OFFICES For  rent  at  Northtown  on  Welles- 

ley Ave.,  Spokane.  Available  July  1.  Contact  K.  E.  Ryd- 
bom,  D.M.D.,  E.  42  Wellesley  Ave.,  Spokane,  Wash.  99207, 
phone  HU  7-1270  or  FA  8-7011. 


CHOICE  OFFICE  SPACE— In  medical  bldg.,  adj.  to  new 
shopping  center  in  growing  suburban  area.  New  141 -bed 
hospital  nearby.  Excellent  location  for  GP.  Write,  G.  O. 
Erlandson,  M.D.,  4036  S.  6th  St.,  Klamath  Falls,  Oregon 
97601. 


FOR  LEASE  IN  BEAUTIFUL  LA  JOLLA,  CALIF.-Attractive 
medical  complex,  housing  five  MD’s  and  one  dentist. 
Excellent  opportunity  for  internist.  Fine  laboratory  on 
premises.  New  UC  medical  school  opening  in  community 
in  1968.  For  information  write  Damon  E.  Corbin,  M.D., 
c/o  Miss  Nancy  Corbin,  326  Mesa  Way,  La  Jolla,  Calif. 
92037. 


ATTRACTIVE  MODERN  OFFICE  SPACE— Available  in  Medical 
Center,  Central  Washington  city.  Formerly  occupied  by 
pediatrician.  Excellent  location  and  reasonable  rent.  Write 
Box  31-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


EQUIPMENT 


USED  100  MA  PROFEX  X-RAY-Excellent  condition.  $1,500 
installed  in  your  office.  For  further  information  call 
Issaquah  Medical  Clinic,  EX  2-6486. 


RESORTS 


SUMMER  RENTAL— M°dern  Swiss  Bungalow  on  South  Shore 
Hood  Canal.  Choice  location,  swimming,  fishing,  boating, 
water-skiing.  Furnished  except  linens.  Sleeps  4-6.  Two 
weeks  minimum.  $125.  per  week.  Write  to  Mrs.  Joyce 
Williams,  3421  Kitsap  Way,  Bremerton,  Wash.  98313. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— Chicago,  June  2G-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 

North  Pacific  Pediatric  Society — 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 
Pres..  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society— 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Proa.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee.  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  F'ri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec..  Leroy  S.  Caspersen,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (exeept 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff.  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres..  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 
UOMS  Alumni  Association 

Pres.,  I.  I.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery— 3rd  Wed 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 

Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 
Guest  Speaker, 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiologieal  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney.  Yakima 


534 

Northwest  Medicine,  June  1966 


fZ  . \ 

Doctor.. .two  important 
Lederle  products  for 

routine  office  procedures 

) 


POLIOVIRUS  VACCINE.  ' 
UVE.  ORAL  TRIVALENT  1“ 
ORIMINE"  Iwi 

jjUW  JTIAIN1  TTriS  I.  1 •"fjj 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE 

POLIOVIRUS  VACCINE.  LIVE,  ORAL 

TRIVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness-may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

1 J 605-6-3390 


College  of  Phy .of  Phila. 
19  South  22nd  Street, 

Phi lad o I nhi  a % Po 


Play  it  safe  with  Plasmanate 


Unlike  whole  blood,  whole  plasma,  or  “synthetic 
expanders,”  Plasmanate  has  produced  no  re- 
ported allergic  reactions,  coagulation  defects  or 
instances  of  hepatitis.  And  because  you  do  not 


need  blood  typing  in  order  to  administer  Plasma- 
nate, there  is  no  danger  of  typing  or  crossmatch- 
ing errors.  You  needn’t  take  these  chances.  Play 
it  safe  with  Plasmanate. 


Plasmanate"  plasma  PROTEIN  FRACTION  [HUMAN]  % SOLUTION 


A 5%  solution  of  selected  human  plasma  protein 
with  stabilizers  in  0.67%  saline  solution.  Contains 
88%  serum  albumin,  7%  alpha  globulin,  5%  beta 
globulin.  The  first  heat-treated  plasma  fraction 
licensed  by  the  Division  of  Biologic  Standards  of 
the  National  Institutes  of  Health. 

Heat-treated  at  60°  C.  for  10  hours  against  the  possi- 
bility of  transmitting  the  hepatitis  virus.  Since  there 
is  no  known  method  of  proving  presence  or  absence 


of  hepatitis-producing  viral  agents,  no  absolute  state- 
ment can  be  made  concerning  their  presence  or 
absence  from  blood  plasma  preparations.  Adminis- 
tration: Plasmanate,  Plasma  Protein  Fraction  (Hu- 
man) 5 % Solution,  should  be  administered  by  intra- 
venous route  only.  For  full  details,  please  examine 
literature.  Precautions:  Should  be  administered  cau- 
tiously in  patients  with  normal  or  increased  blood 
volume.  In  250  and  500  cc.  bottles  complete  with 
ready-to-use  administration  set. 


World  Leader  in  Blood  Fractions  Research 

CUTTER  • Berkeley,  California  94710 
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Ferment  in  Medicine  (editorial) 
Medical  Political  Action  (editorial) 


OF  PHILADfLB^* 

JUi-  2 6 i366 


The  Congenitally  Malformed,  VIII  Diaphragmatic  Hernias  in  Infants 


ALEXANDER  H.  BILL,  Jr.,  M.D./GUY  J.  LAROYE,  M.D., 
Seattle,  Washington 


Diabetic  Coma 

ANGELA  BOWEN,  M.D./JOSEPH  H.  CRAMPTON,  M.D./ 
ROBERT  L.  REEVES,  M.D. /ROBERT  L.  NIELSEN,  M.D./ 
WILLIAM  J.  STEENROD,  Jr.,  M.D.,  Seattle,  Washington 

The  Hesseltine  Cord  Clamp 

IMRE  G.  HIDVEGI,  M.D./H.  CLOSE  HESSELTINE,  M.D., 
Chicago,  Illinois 


Traumatic  Fistida  of  the  Head  of  the  Pancreas 
ROBERT  S.  SMITH,  M.D.,  Boise,  Idaho 


July  1966 


I.  S.  RAVDIN,  M.D. 

Panelist  and  luncheon 
speaker.  See  page  580 


What’s  Ahead  for  U S Medicine?  (Special  Article) 
HORACE  COTTON,  Southern  Pines,  North  Carolina 


X-Ray  of  the  Month 


OREGON  STATE  MEDICAL  ASSOCIATION 

Cancer  Symposium 

Programs  of  Combined  Meetings 

Northwest  Proctologic  Society 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 

WSMA  Annual  Meeting 

President’s  Page 

AMP  AC,  State  of  Washington 

IDAHO  STATE  MEDICAL  ASSOCIATION 

Board  of  Medicine 
AMPAC  Workshop 
Vietnam  Volunteers 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27  years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  tol 
physicians  on  request.  8l9ts  I 
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Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


M hojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
atns  ever  compounded  to  treat  peptic  ulcer  and  gastric 
k :racidity. 

a mixture  of  two  types  of  alumina  gel — one  reactive, 
inon-reactive.  The  antacid  gel  reduces  gastric  acid  to 
corrosive  levels,  and  the  demulcent  gel  prolongs  the 
1 protective  effect.  Thus  pain  is  relieved  and  healing 
noted. 

lpletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


lMPHOJEL 

U'MINUM  HYDROXIDE  GEL,  WYETH 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


/yeth  Laboratories 


Philadelphia,  Pa. 


Squibb 


when  readings 
indicate  hypertension 

Time  for 

Naturetin* 

SQUIBB  BENDROFLUMETHIAZIDE 


to  reduce  blood  pressure 


In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.1-2  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."3 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 
liter).4 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 


Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50°/o  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available— Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.T  Clin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L.:  J.  Am.  Geriatrics  Soc.  11:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F. : J.  Am.  Geriatrics  Soc.  12:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Squibb  Quality 

—the  Priceless  Ingredient 


. 


after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 


Winthrop  announces 
new 


gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets- 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 

‘Hinkel,  E.  T..  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity-2  tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-COmbining  capacity.)  WinGel,  trademark  reg.  u.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  truly  like 
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II  V 

Elood-glucose 
greening  for  all 
pur  patients? 


1 cause  “Abnormalities  of  glucose 
e holism  are  among  the  [most 
inon]  encountered  in  clinical 
c ice....”*  Simple,  quick,  econom- 
ailood-glucose  screening 
Oextrostix'?  Reagent  Strips  is 
icable  in  every  regular  physical 
i ination,  emergency  situation, 
ci/henever  hypo-  or  hyper- 
mia  may  be  of  clinical 

E icance  — for  “The  precision 
ccuracy  of  Dextrostix 
r et  the  need  for  an  always 
cible  simple  screening 
od....”*  All  that  is  required 
reening  with 
tosTix  is  60  seconds 
globular  drop  of 
ary  or  venous  blood, 
f rmal  readings  will  be 
a lable  aid  to  diagnosis; 
r als  will  help  you 
t;  lish  an  important 
isine  for  future  reference. 

*'  V.,  and  Dawson,  A.: 
it.  . J.  7:293,  1965. 


KTROSTIX- 

o jes  a clinically  useful 
t'Tiination  when  performed 
c ding  to  directions1' 


X OSTIX  is  not  intended  to  replace 
r -e  precise  analytical  laboratory  methods. 


3s— ajj  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


09  165 


The  largest  of  three  patients'  lounges  is  pictured  here  in  the  new  Shadel  Hospital. 
You  are  welcome  to  inspect  the  facilities  of  the  hospital  which  has  been  designed 
specifically  for  the  treatment  of  alcoholism.  12001  Ambaum  Blvd.  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  dose  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brandof  trifluoperazine  ' 

offers 

tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 


Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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"SOI! 

pouvoir 

antiemeticpie 
est  elete” 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency*  is  high’’  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 

■ ■ brand  of  ■ ■ ■ ■ 

dimenhydrinate 


classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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EDITORIAL 


Ferment  in  Medicine 


Ferment  may  be  defined  as  a state  of  unrest, 
agitation,  excitment,  or  tumult.  It  may  also  be 
applied  to  the  activity  of  yeast  in  preparing 
dough  for  the  oven.  No  doubt  Magraw  had  the 
first  meaning  in  mind  when  he  chose  the  title 
for  his  interesting  and  provocative  book,1  but  in 
providing  his  percipient  observations  on  medi- 
cine in  a state  of  unrest  he  has  baked  a loaf 
offering  much  food  for  thought. 

It  has  long  been  obvious,  to  anyone  privileged 
to  observe  both  the  interior  and  exterior  of  the 
Ivory  Tower,  that  the  view  of  medicine  differs 
markedly  according  to  the  direction  of  gaze.  It 
is  not  surprising  that  medicine  is  largely  a science 
to  members  of  medical  school  faculties,  nor  is 
it  surprising  that  medicine  is  predominately  art 
to  those  engaged  in  daily  practice.  What  seems 
surprising  to  both  is  that  an  unbiased  observer 
can  see  that  both  are  right. 

Magraw  understands  the  absolute  necessity 
for  the  art  of  medicine  to  be  based  soundly  on 
the  science  of  medicine,  but  what  troubles  him, 
and  what  compelled  him  to  write  the  book,  is  his 
acute  realization  that  the  medical  student  has  to 
go  through  an  identity  crisis  when  he  tries  to 
make  the  transition  from  student  physician  to 
physician  student.  And  he  understands  the  fact 
that  faculty  members  tend  “to  be  increasingly 
removed  from  [the]  realities  of  the  doctor’s  job.” 
He  refers  repeatedly  to  the  difference  between 
treating  disease  and  treating  patients.  He  im- 
plies that  it  is  unfortunate  that  physicians  grad- 
uating since  World  War  II  have  been  trained 
in  schools  that  have  increasingly  become  centers 
for  research  and  decreasingly  institutions  for 
preparation  for  practice. 

At  the  same  time  he  realizes  that  there  is  no 
very  good  way  of  measuring  what  we  mean  by 
medical  care.  On  page  8 he  attempts  a definition 
in  85  words,  including  in  it  the  elements:  what 
is  wrong?,  the  contract,  the  role  of  the  patient, 


the  role  of  the  doctor,  and  the  relationship  be- 
tween the  patient  and  the  doctor.  He  uses  the 
rest  of  the  book  to  elaborate. 

But  he  explains  that  the  simplicity  of  the  list 
is  deceiving  and  that  each  physician  must  have 
his  own  view  of  what  it  means  to  practice 
medicine— “It  is  much  more  akin  to  a group  of 
artists  painting  different  pictures  of  the  same 
thing  than  it  is  to  so  many  factory  workers  per- 
forming concrete;  readily  definable  work.” 

In  Chapter  11  he  discusses  some  of  the  diffi- 
culties created  by  specialization,  which  he  sees 
as  a fragmentation  of  medicine,  and  presents 
some  available  alternatives.  He  concludes  that 
evolution  will  bring  about  a major  new  specialty 
that  he  calls  integrative,  or  personal,  or  compre- 
hensive medicine.  Magraw  does  not  see  this  kind 
of  medicine  in  today’s  general  practice  but  as 
a new  concept  that  will  demand  training  com- 
parable in  quality  to  training  for  other  special- 
ties. 

It  is  at  this  point  that  I must  part  company, 
briefly,  with  the  author  of  this  unusually  inter- 
esting and  stimulating  book.  Although  he  offers 
thoughtful  alternatives,  I should  like  to  go  a 
little  farther  in  thinking  about  the  whole  picture 
of  a physician’s  training.  There  is  one  more 
barrier  that  should  be  broken  down. 

Magraw  seems  to  accept,  with  many,  many 
others,  the  notion  that  the  training  period  some- 
how congeals  the  intellect  of  the  trainee  and, 
after  equipping  him  with  certain,  categorized, 
set  of  skills,  forever  inhibits  him  from  acquiring 
others.  The  one-year  intern  becomes  a general 
practitioner  and  should  never  be  permitted  to 
develop  the  sound  judgment  and  manual  dex- 
terity of  the  competent  surgeon.  The  surgeon, 
after  his  residency,  should  concern  himself  only 
with  matters  of  importance  in  the  operating 
room  and  never  have  eyes,  or  heart,  for  disease 
his  knife  cannot  cure.  And  so  it  has  gone. 
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If  a new  kind  of  physician  is  needed,  and  there 
are  many  who  agree  with  Magraw  that  a new 
kind  must  appear,  why  not  discard  the  idea  of 
a life  made  rigid  by  a few  years  of  training? 
Why  not  let  the  physician  develop  completely, 
using  to  its  fullest  extent  the  equipment  with 
which  he  was  born?  Would  it  not  be  better 
to  set  a higher  goal  than  any  now  existing, 
and  give  him  adequate  time  to  reach  it? 

Rather  than  give  the  graduating  senior  the 
major  medical  degree  it  might  be  better  to  grant 
him  the  lesser  title  of  Bachelor  of  Medicine. 
During  an  ensuing  period,  determinate  or  inde- 
terminate, he  could  develop  more  broadly  as  a 
physician  and,  if  inclined,  attain  skills  in  one  or 
more  of  the  narrower  fields.  He  could  then  have 
the  privilege  of  returning  to  his  Alma  Mater, 
where  his  performance  during  the  trial  period, 
including  actual  practice  as  well  as  residency 
training,  could  be  evaluated.  At  that  time  he 
could  be  examined  to  determine  the  state  of 
his  knowledge  and  the  extent  to  which  he  had 


continued  his  own  education.  If,  after  an  appro- 
priate period,  he  can  demonstrate  that  he  has 
indeed  made  the  transformation  from  student 
physician  to  physician  student,  he  should  finally 
be  given  the  meaningful  degree  of  Doctor  of 
Medicine. 

I’m  not  sure  that  Magraw  would  like  this 
suggestion  but  I do  not  believe  it  parts  company 
with  his  thinking  to  any  serious  degree.  Of  one 
thing  I am  sure,  however;  no  one  can  read  his 
provocative  book  without  doing  a good  bit  of 
thinking  about  the  ferment  in  medicine  in  which 
we  are  all  involved.  H.  L.  H. 

iFerment  in  medicine,  A study  of  the  essence  of  medical 
practice  and  of  its  new  dilemmas.  By  Richard  M.  Magraw, 
M.D.,  Professor,  Departments  of  Internal  Medicine  and 
Psychiatry,  University  of  Minnesota;  Director,  Compre- 
hensive Clinic  Program,  University  of  Minnesota  Medical 
School.  With  a chapter  on  Automation  in  Medicine  written 
in  collaboration  with  Daniel  B.  Magraw,  M.B.A.,  Lecturer 
in  Accounting,  School  of  Business  Administration,  and 
Lecturer  in  Public  Administration,  School  of  Public  Ad- 
ministration, University  of  Minnesota.  273  pp.  Illustrated. 
Price  $6.50.  W.  B.  Saunders  Company,  Philadelphia,  Pa., 
1966. 


Medical  Political  Action 


It  has  been  interesting  to  observe  the  upsurge 
of  political  interest  that  has  followed  loss  of  a 
long  political  battle  during  which  there  was 
steady  decline  in  political  interest.  AMPAC,  the 
American  Medical  Political  Action  Committee 
and  its  state  branches,  OMPAC  in  Oregon, 
AMPAC  State  of  Washington  in  Washington, 
and  IMPAC  in  Idaho,  are  experiencing  remark- 
able current  growth— after  enactment  of  Public 
Law  89-97  establishing  Medicare. 

Political  feeling  was  high  in  1946  when  Pres- 
ident Truman  urged  passage  of  the  Wagner- 
Murray-Dingle  Bill,  and  was  higher  still  in  1948 
when  the  fabulously  successful  husband-wife 
team  of  Whitaker  and  Baxter  was  employed  to 
combat  it.  They  had  defeated  Earl  Warren  in 
his  attempt,  while  Governor  of  California,  to 
establish  a scheme  of  state-operated  “health 
insurance.”  They  did  as  well  for  the  American 
Medical  Association  but,  in  retrospect,  it  seems 
likely  that  their  success  on  the  national  scene 
would  not  have  been  possible  without  the  spir- 


ited objection  to  socialization  that  was  displayed 
by  the  overwhelming  majority  of  physicians.  In 
sharp  contrast  to  the  attitudes  in  1946  and  1948, 
there  was  little  concern  expressed  last  year  when 
Congressional  opposition  to  Medicare  began  to 
melt  away.  Lack  of  concern  was  shown  clearly 
in  answers  to  a questionnaire  sent  to  members 
of  the  Washington  State  Medical  Association, 
from  its  Central  Office,  in  June,  1965. 1 Items  1 
and  2 of  the  questionnaire  offered  choice  of 
methods  for  participation  in  the  plan  (not  yet 
passed  at  the  time  of  the  questionnaire)  and  a 
choice  of  forms  of  non-participation.  Returns 
were  1,034  for  participation  and  only  127  for 
non-participation.  Obviously,  most  Washington 
physicians  had  lost  their  objection  to  government 
operation  of  a medical  care  scheme,  or  had  lost 
faith  in  the  methods  being  used  to  oppose  it,  and 
were  ready  to  work  with  the  then  proposed 
plan.  It  can  be  assumed  that  this  reflected  the 
feeling  in  most  parts  of  the  United  States. 

It  is  this  situation  that  makes  the  growth  of 
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AMPAC  so  interesting.  Why  should  there  be 
interest  in  politics  now,  when  the  government 
has  been  all  but  welcomed  into  the  field  of 
medical  care?  Everyone  recognizes  that  Medi- 
care is  the  law  of  the  land  and  the  situation  has 
been  accepted  without  much  objection.  Many 
physicians,  including  officers  of  the  American 
Medical  Asociation  are  actively  engaged  in  help- 
ing it  become  successful.  Why,  then,  has  political 
interest  increased? 

There  are  probably  many  answers  but  there 
is  one  factor  that  may  be  more  significant  than 
is  at  first  apparent.  It  may  be  that  the  key 
appears  in  the  report  from  AMPAC  State  of 
Washington,  appearing  elsewhere  in  this  issue: 
“This  means  we  must  know  political  structure 
right  down  to  the  most  important  precinct 
level.” 

What  seems  to  be  taking  place  is  a gradual 
realization  that  frontal  attack  is  futile  attack, 
and  that  Washington,  D.  C.  is  not  the  place 
to  make  it  anyway.  Those  supporting  the  liberal 
movement  learned  this  lesson  long  ago.  Eugene 
Debs  and  Norman  Thomas  failed  because  they 
made  the  mistakes  the  conservatives  have  been 
making  in  recent  years.  Success  came  to  the 
liberals  when  they  abandoned  their  revolutionary 
demands  and  started  the  Fabian  strategy  of 
obtaining  little  by  little.  They  did  it  precinct 
by  precinct. 


This  is  the  strength  of  AMPAC  and  realization 
of  the  futility  of  frontal  attack  may  account  for 
its  remarkable  growth.  The  only  strange  thing 
about  it  has  been  that  it  has  been  so  long  in 
obtaining  recognition.  Actually,  it  was  this  prin- 
ciple that  was  used  so  successfully  by  Whitaker 
and  Baxter.  In  California,  and  on  the  national 
scene,  they  said,  “We  have  never  lobbied  a legis- 
lator—we  only  lobby  the  voters.”  Efforts  of 
AMPAC  are  entirely  in  the  later  direction. 

In  Idaho,  IMPAC,  like  the  others,  is  growing 
steadily  on  this  basis.  In  the  optimistic  report 
made  to  the  Idaho  House  of  Delegates  earlier 
this  month,  the  IMPAC  Board  said,  “—the  most 
telling  political  arguments  are  not  made  where 
the  laws  are  made  but  where  the  lawmakers  are 
made.”  And  Frank  Coleman,  Tampa,  Florida, 
Chairman  of  AMPAC,  said,  “The  solution  to  the 
problem  of  keeping  politics  out  of  medicine  no 
longer  lies  in  asking  Congress  to  act  wisely.  The 
solution  lies  in  helping  to  elect  a wise  Congress.” 

The  locus  of  political  power  is  the  locus  of 
the  votes.  The  efforts  of  AMPAC  are  expended 
at  that  point.  This  may  explain  the  current 
upsurge  in  political  interest,  and  the  steady 
growth  of  AMPAC.  H.  L.  H.  ' 

1 Report  of  the  doctor's  opinion  poll.  Northwest  Med 
64:614-615  (August)  1965. 


NEXT  MONTH 


On  the  Treatment  and  Disposition  of  Sexual  Offenders— thoughtful  discussion  of  a vexing 
problem  written  from  the  basis  of  extensive  experience. 

Patterns  of  Prematurity  in  Oregon— painstaking  study  of  premature  births  in  Oregon 
with  surprising  findings. 

Chronic  Hemodialysis—  report  of  the  problems  encountered  in  a pioneer,  practical  effort 
to  apply  methods  developed  at  the  University  of  Washington  School  of  Medicine. 
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For  more  complete  relief  of  allergic  symptoms 


Consider  Co-Pyronil®  when  allergic  patients  need  more 
complete  relief  than  single  antihistamines  alone  can  give. 

Each  Pulvule®  provides: 

Two  antihistamines — to  give  both  rapid  relief  and  pro- 
longed activity  (up  to  twelve  hours). 

A vasoconstrictor — to  provide  the  synergistic  action  of 
a decongestant. 

These  ingredients  act  quickly  to  relieve  the  conges- 
tion and  discomfort  of  pollinosis,  the  burning  and 
weeping  of  ocular  allergies,  the  itch  and  swelling  of 
urticaria  and  minor  drug  reactions.  For  secondary 
symptoms  concurrent  with  these  allergies,  Co-Pyronil 
also  helps  to  give  more  complete  relief. 

Contraindications  and  Precautions:  Hypersensitivity  to  anti- 
histamines, though  rare,  is  a contraindication  to  their  use. 
Co-Pyronil  should  be  used  with  caution  in  the  presence  of 


hypertension,  cardiovascular-renal  disease,  and  hyperthy- 
roidism. As  with  any  preparation  containing  antihistamines 
and  sympathomimetics,  overdosage  may  produce  excessive 
central-nervous-system  depression  or  stimulation. 

Side-Effects:  Drowsiness  is  sometimes  reported  at  the  be- 
ginning of  treatment  but  is  usually  transient.  In  rare  in- 
stances, symptoms  of  sympathetic  overstimulation  may  be 
noted  from  the  vasoconstrictor  ingredient  in  Co-Pyronil. 

Dosage  Range:  One  Pulvule  every  four,  eight,  or  twelve 
hours,  depending  on  the  severity  of  the  symptoms. 


Co-Pyronil  & 

Each  Pulvule  contains  15  mg.  PyroniP  (pyrrobutamine,  Lilly),  25 
mg.  HistadyP  (methapyrilene  hydrochloride,  Lilly),  and  12.5  mg. 
Clopane1  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly). 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana. 
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The  Congenitally  Malformed 

VIII  Diaphragmatic  Hernias  in  Infants 

ALEXANDER  H.  BILL,  Jr.,  M.D.  / GUY  J.  LAROYE,  M.D.  Seattle,  Washington 


Diaphragmatic  hernia  in  the  infant  is  not  an  entity.  According  to  type, 
threat  to  the  infant’s  life  may  be  serious  or  negligible,  and  treatment  demanded 
may  be  emergent  or  expectant.  Most  frequently  seen,  and  most  serious,  is  the 
left  posterolateral  defect  with  compressed  left  lung,  mediastinal  shift  to  the 
right,  and  malrotation  of  the  midgut.  Diagnosis  of  this  condition  in  a newborn 
infant  obligates  the  surgeon  to  take  immediate,  active  steps  to  improve 
pulmonary  function  and  correct  respiratory  acidosis.  As  soon  as  these  factors 
have  been  controlled  the  bowel  must  be  returned  to  the  abdomen,  the  defect 
in  the  diaphragm  closed,  and  the  malrotation  corrected. 


The  only  characteristic  that  all  diaphragmatic 
hernias  have  in  common  is  that  the  defect  in 
each  case  is  located  in  the  diaphragm.  This 
simple  statement  would  appear  superflous,  if 
it  were  not  that  there  appears  to  be  confusion 
among  many  members  of  the  medical  profession 
about  symptomatology,  type  of  treatment,  and 
prognosis  of  the  different  clinical  and  patholo- 
gical entities  all  headed  under  this  name. 

The  common  congenital  diaphragmatic  hernias 
seem  in  infants  are  seldom  encountered  in  the 
adult.  It  is  the  purpose  of  this  article  to  discuss 
the  different  congenital  diaphragmatic  hernias 
in  infants  and  children,  and  to  review  methods 
of  management  for  them,  based  on  our  experi- 
ence at  the  Children’s  Orthopedic  Hospital  in 
Seattle.  The  most  common  type  is  the  left  pos- 
terolateral diaphragmatic  hernia  (hernia  of 
Bochdalek ) . 

EMBRYOLOGY  OF  THE  DIAPHRAGM 

The  coelomic  cavity  of  the  embryo  encom- 
passes the  future  chest  cavity  and  abdominal 
cavity.  Some  time  between  the  eighth  and  tenth 
weeks  of  gestation  it  is  divided  by  a diaphragm 


From  the  Children's  Orthopedic  Hospital  and  Medical 
Center  and  the  Department  of  Surgery,  University  of 
Washington  School  of  Medicine,  Seattle,  Washington. 

Dr.  Bill  is  Chief  of  Surgical  Services,  Children’s  Ortho- 
pedic Hospital  and  Medical  Center. 

Dr.  Loroye  is  Resident  in  Surgery,  The  Children’s  Ortho- 
pedic Hospital  and  Medical  Center  and  the  Virginia  Mason 
Hospital. 


that  develops  as  result  of  fusion  of  diverse  com- 
ponents. 

The  membranous  folds  of  the  pleura  and  peri- 
toneum form  a septum  transversum,  located  un- 
der the  heart  and  growing  backward  to  meet 
the  dorsal  mesentery  of  the  foregut.  This  is  the 
future  central  tendon  of  the  diaphragm.  The 
pleuroperitoneal  folds  develop  on  each  side  and 
extend  laterally  and  posteriorly  to  join  the  in- 
terior walls  of  the  chest.  In  addition,  muscle 
fibers  grow  between  those  membranous  layers 
and  reinforce  them  to  form  the  final  diaphragm. 

TYPES  OF  CONGENITAL  DIAPHRAGMATIC  HERNIAS 

The  types  and  the  frequency  of  the  hernias 
seen  in  Seattle  in  the  years  1955-1965  are  shown 
in  Figure  1. 


Fig.  1.  Incidence  of  the  various  types  of  diaphragmatic 
hernia  seen  in  infants  during  the  11  years  from  1955-1965  at 
the  Children’s  Orthopedic  Hospital  and  Medical  Center  in 
Seattle.  It  is  seen  that  the  left  posterolateral  defect  was 
the  most  frequent.  It  also  is  the  most  serious. 
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left  posterolateral  hernia  (Bochdalelc) 

This  hernia,  Figure  2,  is  the  most  common  in 
our  series  of  diaphragmatic  hernias  in  infants. 
It  consists  of  a defect  caused  by  failure  of  the 
left  posterolateral  edge  of  the  diaphragm  to 
insert  on  the  inner  posterior  aspect  of  the  ribs, 
leaving  a rent-like  opening.  Through  this,  a large 
part  of  the  abdominal  contents  may  herniate  into 
the  chest.  A hernia  sac  is  not  present. 

As  a rule,  formation  of  the  diaphragm  is  com- 
pleted at  the  end  of  the  ninth  week.  The  last 
portion  to  be  closed  on  either  side  is  the  posterior 
portion  (on  the  left  side  usually  later  than  on  the 
right).  In  the  meantime,  at  about  the  eighth 
week,  the  midgut  has  started  its  withdrawal  into 
the  abdomen  and  its  rotation.  It  is  easy  to  under- 
stand how  a portion  of  this  bowel  will  find  right 
of  domicile  in  the  chest  if  closure  of  the  dia- 
phragm is  delayed.  This  can  only  happen  before 
the  bowel  has  attained  its  usual  stabilizing  at- 
tachments within  the  abdomen.  Thus  all  of  these 
infants  with  the  major  part  of  the  intestine  in 
their  thorax  must  have  nonrotation  of  the  midgut. 

Examination  of  the  abnormality  at  surgery  or 
at  the  autopsy  table  shows  the  left  chest  almost 
completely  filled  with  what  would  normally  be 
abdominal  content.  Usually  the  intrathoracic 
bowel  includes  the  midgut— that  portion  extend- 
ing from  the  duodenum  to  the  transverse  colon. 
This  bowel  is  attached  to  a mesentery  arising 
from  a single  stalk  of  the  superior  mesenteric 
vessels.  The  spleen  may  also  be  in  the  chest.  The 


mediastinum  and  the  heart  are  shifted  to  the 
right.  The  left  lung  is  collapsed  and  it  may  be 
hypoplastic.  The  right  lung  will  have  varying 
degrees  of  atelectasis. 

These  infants  will  usually  become  cyanotic 
within  a few  hours  after  birth,  when  the  bowel 
contained  in  the  left  chest  distends  with  swal- 
lowed air,  reducing  the  already  impaired  res- 
piatorv  capacity. 

Appearance  is  one  of  extreme  air  hunger. 
Respirations  are  rapid.  Cyanosis  is  present.  The 
heart  and  trachea  are  diverted  to  the  right.  The 
abdomen  is  usually  scaphoid.  An  x-ray  will  dem- 
onstrate air-containing  bowel  in  the  thorax,  with 
atelectatic  lungs. 

right  posterolateral  hernia 

This  is  far  less  commonly  seen  clinically  than 
the  left-sided  type,  although  the  rent-like  de- 
fect mirrors  that  of  the  Bochdalek  hernia.  The 
liver  very  likely  prevents  bowel  from  passing  up 
into  the  right  chest.  When  it  is  seen,  there  fre- 
quently is  a portion  of  liver,  together  with  bowel 
in  the  chest.  Other  than  this,  the  problems  and 
symptomatology  are  similar  to  the  left-sided 
variety. 

eventration  of  the  diaphragm 

This  condition,  Figure  3,  sometimes  more 
benign  that  the  previous  ones,  consists  of  a 
stretching  out  of  the  middle  portion  of  the  dia- 
phragm. It  may  develop  from  lack  of  infiltration 


Fig.  2.  X-ray  and  drawing  of  newborn  with  left  posterolateral  hernia.  Note  the  viscera  in 
the  chest.  As  more  air  is  trapped  in  the  intestine,  the  mediastinum  is  forced  further  to  the 
right.  The  right  lung  becomes  increasingly  atelectatc,  usually  resulting  in  death  if  untreated. 
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Fig.  3.  X-ray  and  drawing  of  infant  with  eventration  of  diaphragm.  This  varies  in  degree,  and 
is  sometimes  as  serious  as  the  left  posterolateral  hernia. 


by  muscular  elements  during  embryonal  life. 
This  thinned  diaphragm  may  be  only  part  way 
up  in  the  thorax,  or  it  may  be  in  the  form  of  a 
thin  walled  sac  extending  to  the  apex.  If  the 
sac  is  large,  it  compresses  the  lungs  as  in  patients 
with  posterolateral  defects.  It  may  occur  on 
either  side. 

In  our  series  of  five  patients,  three  were 
asymptomatic,  and  the  eventration  was  an  inci- 
dental finding.  One  child  was  five  days  old,  had 
been  cyanotic  and  had  vomited  since  birth.  He 
was  operated  on  with  excellent  postoperative 
results.  This  correlates  with  the  findings  of  sev- 
eral authors,  who  find  that  this  condition  is  often 
asymptomatic,  or  is  marked  by  moderate  to 
severe  respiratory  difficulty.1 

hiatus  hernia 


This  entity,  Figure  4,  comprises  a number  of 
diverse  conditions  that  have,  as  an  anatomical 
characteristic,  a herniation  passing  through  the 
esophageal  hiatus.  The  group  can  be  broken 
down  as  follows: 

Paraesophageal  hernia.  The  condition  in  which 
the  gastroesophageal  junction  is  situated  normal- 
ly in  the  diaphragm,  with  a portion  of  the  fundus 
of  the  stomach  herniating  up  into  the  chest 
through  a small  hole  in  the  diaphragm  next  to 
the  hiatus.  The  symptom  of  this  condition  is 
vomiting,  due  to  the  kinking  of  the  stomach. 

Sliding  hernia.  The  muscular  ring  of  the  dia- 
phragm all  the  way  around  the  esophagus  is  not 
snugly  attached  as  it  normally  should  be.  Several 
explanations  for  this  situation  have  been  ad- 
vanced. One  of  them  is  as  follows:  The  upper 


Fig.  4.  X-ray  and  drawings  of  3 week  old  infant  with 
hiatus  hernia  with  part  of  the  stomach  up  in  the  chest. 
Sometimes  the  hiatus  hernia  or  short  esophagus  will  not 
show  a dilation  above  the  diaphragm. 
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portion  of  the  stomach  might  desend  late  into 
the  abdominal  cavity  during  fetal  development. 
Subsequently,  a wide  muscular  hiatus  ring  of 
the  diaphragm  could  form  around  the  proximal 
stomach.  The  stomach  might  then  descend  into 
the  abdominal  cavity,  leaving  too  large  a hiatus. 
This  anatomical  arrangement  permits  the  prox- 
imal portion  of  the  stomach  to  herniate  into  the 
chest. 

Congenital  short  esophagus.  It  has  been  sug- 
gested that  during  fetal  development  the  upper 
stomach  may  fail  to  descend  all  the  way.  This 
leaves  part  of  the  acid  secreting  stomach  to  form 
the  lower  portion  of  what  should  be  the  esoph- 
ageal tube. 

The  symptoms  of  sliding  hernia  and  short 
esophagus  are  related  to  the  esophagus  and 
stomach,  rather  than  to  compression  of  the  lung. 
The  usual  symptoms  are  vomiting  and  pain.  The 
vomiting  may  mimic  that  of  pyloric  stenosis. 
There  may  be  bleeding  from  reflux  esophagitis. 
These  conditions  must  be  diagnosed  by  a good 
upper  intestinal  x-ray  examination,  and  occa- 
sionally by  esophagoscopy. 

retrosternal  hernia  (Morgagni) 

In  this  very  rare  condition.  Figure  5,  the  open- 
ing in  the  diaphragm  is  just  behind  the  sternum. 


Fig.  5.  Drawing  of  infant  with  retrosternal  hernia.  These 
usually  cause  few  symptoms. 


A true  hernia  sac  is  always  present,  and  the 
defect  usually  produces  no  serious  clinical  symp- 
toms.2 Usually  the  condition  is  picked  up  in  a 
routine  chest  x-ray.  Cardiorespiratory  embarrass- 
ment has  been  reported,  and  also  large  bowel 
obstruction. 

TREATMENT 

group  1,  left,  postereolateral  diaphragmatic  hernia 
(Bochdalek) 

This  condition  represents  one  of  the  most 
challenging  and  difficult  to  manage  of  all  new- 
born emergency  problems.  Review  of  the  experi- 
ence of  the  past  20  years  reveals  that  postopera- 
tive survival  of  these  infants  has  been  growing 
steadily  worse  rather  than  better  in  most  major 
pediatric  surgical  centers.  The  reason  for  this  is 
that  the  diagnosis  is  being  made  more  frequently, 
and  much  earlier,  in  the  maternity  hospitals.  In 
previous  times,  in  the  maternity  hospitals,  the 
diagnosis  was  not  made  until  after  death  in 
many  of  the  more  severe  cases.  Nowadays  these 
critically  ill  patients  are  recognized  early  enough 
to  be  transferred  to  the  children’s  hospitals. 

In  the  typical  case  seen  shortly  after  birth, 
the  problem  is  one  of  acute  respiratory  insuffi- 
ciency, with  its  attendant  hypoxia,  and  respira- 
tory acidosis.  The  amount  of  lung  available, 
even  if  the  mechanical  compression  of  the  bowel 
is  removed,  will  often  be  barely  marginal  to 
sustain  life.  Therefore,  the  program  for  salvage 
of  such  an  infant  must  include:  (1)  increased 
supply  of  oxygen  through  an  endotracheal  tube, 
( 2 ) a nasogastric  tube  placed  on  suction  to  help 
prevent  further  bowel  distention,  (3)  immediate 
monitoring  of  the  child’s  blood  pH  and  CCU, 
and  (4)  chemical  correction  of  these  by  intra- 
venous therapy.1  As  soon  as  the  baby  is  at  all 
stabilized  and  under  some  sort  of  control  from 
these  aspects,  the  bowel  must  be  removed  from 
the  chest  at  surgery. 

To  consider  more  fully  the  impact  of  the 
respiratory  acidosis,  one  may  find  an  infant  with 
a pH  of  7.0,  or  even  of  6.9.  The  combination  of 
hypoxia  and  high  CCU  starts  a vicious  cycle 
leading  to  death,  unless  it  is  broken  by  both 
increase  in  the  oxygen  content  of  the  blood  and 
a control  of  the  pH  and  C02.  The  principal 
factors  in  this  vicious  cycle  are  illustrated  in 
Figure  6. 

The  correction  of  the  acidosis  should  be  done 
by  intravenous  injection  of  fluids  containing 
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either  sodium  bicarbonate  or  THAM.  (tris-hy- 
droxymethylamino-methane).  The  use  of  sodium 
bicarbonate  has  been  successful  over  the  years, - 
yet  it  has  its  limitations  in  severe  cases.3  Experi- 
ence with  THAM  has  been  shorter.  It  is  effec- 
tive in  changing  the  pH  and  in  expediting  the 
excretion  of  C02.  However,  it  has  recently  been 
pointed  out  that  it  may  act  as  a respiratory 
depressant  and  that  it  may  cause  hypoglycemia. 
Respiratory  depression  in  such  an  infant  can  in 
some  ways  make  a bad  situation  worse.1 

The  baby  should  be  taken  to  surgery  as  soon 
as  is  possible.  Here,  anesthesia  is  of  the  utmost 
importance.  The  chief  problem  is  going  to  be 
one  of  maintaining  oxygenation  without  over- 
distention of  the  lungs.  An  attempt  to  expand  the 
infant’s  lungs  by  positive  pressure  at  any  time 
during  the  procedure  can  lead  to  disaster.  This 
may  produce  emphysema  or  pneumothorax  and 
add  to  the  baby’s  other  problems.  The  com- 
pressed left  lung  supply  cannot  be  expanded  at 
the  time  of  surgery. 

Once  the  infant  is  on  the  table,  with  control 
of  his  aeration  and  his  vascular  pH,  he  is  oper- 
ated on  through  a transverse  incision  from  just 
above  the  umbilicus  out  to  the  left  rib  margin. 
Through  this  incision,  one  will  come  down  on 
the  diaphragmatic  defect.  The  bowel  should  be 
retrieved  from  the  thorax  with  great  care,  and 
the  spleen  also  brought  down  very  carefully,  to 
avoid  damage  to  its  vessels  or  its  capsule. 

A small  chest  tube  should  be  put  through  the 
left  lateral  chest  wall  before  the  diaphragm  is 
closed.  Following  this,  the  diaphragm  should 
be  closed,  using  mattress  sutures  of  non-absorb- 
able  material. 

With  the  diaphragm  closed,  and  with  the 
bowel  outside  of  the  abdomen,  the  surgeon’s 
attention  is  now  turned  toward  the  base  of  the 
mesentery,  where  he  will  find  a single  stalk  for 
the  midgut.  Adhesions  over  this  should  be  di- 
vided to  allow  a broader  base  for  the  mesentery, 
and  to  free  the  duodenum.  If  time  permits,  the 
cecum  should  be  tacked  down  to  the  left  side 
of  the  abdomen  at  the  stomach  or  left  colon  to 
prevent  volvulus  posteropatively. 

A Stamm  gastrostomy  is  then  performed.  This 
prevents  distention  of  the  intestine,  with  its  con- 
sequent ileus,  and  also  relieves  upward  pressure 
on  the  diaphragm,  and  therefore  pressure  on  the 
lungs.  Emptying  the  small  intestine  via  an  enter- 
otomy  and  the  colon  via  the  anus  are  important 
measures. 


COLLAPSED  LUNGS 

\ I 

Hypoxia  (p02^)  Retained  C02  (pC02^) 

V 

Metabolic  acidosis  ^ Depressed  B.P  — 

> vasoconstriction 

/ Poor  capillary 

* blood  flow 

Accumulation  of 
metabolites: 
lactic  acid 

pyruvic  acid  Poor  tissue  perfusion 

Tissue  death 

Fig.  6.  Diagram  of  the  events  in  which  a vicious  cycle 
is  established  from  the  initial  collapse  of  the  lungs. 

Treatment  must  be  instituted  to  reverse  the  acidosis,  and 
then  to  mechanically  remove  the  pressure  on  the  lungs. 


The  surgeon’s  final  problem  at  the  operation 
is  the  abdominal  closure.1  If  all-layer  closure  is 
too  difficult,  it  is  advisable  to  close  the  skin 
and  subcutaneous  tissue  only.  This  will  leave  a 
small  abdominal  hernia  which  helps  prevent  up- 
ward pressure  on  the  diaphragm.  This  defect  has 
sometimes  been  found  to  close  itself,  or  it  may 
be  closed  surgically  later. 

Postoperative  care  is  extremely  important, 
since  removal  of  the  bowel  from  the  chest  will 
not  immediately  expand  the  lungs.  In  particular, 
the  left  lung  may  actually  be  hypoplastic.  It  will 
usually  require  days  to  expand.  Water-seal  drain- 
age is  commonly  recommended.  During  the  early 
two  or  three  days,  the  baby’s  acid-base  balance 
must  be  continually  monitored  and  treated 
intravenously.  At  the  same  time,  he  must  be 
given  glucose  and  adequate  water.  The  gastro- 
stomy tube  is  led  to  mild  suction.  The  body 
environment  must  be  warm,  and  extra  oxygen 
should  be  given,  with  or  without  an  endo- 
tracheal tube.  At  times  it  may  be  necessary 
to  use  a tracheostomy  as  a temporary  measure. 

As  can  easily  be  seen,  the  safe  application 
of  all  of  these  rather  complex  measures  on  such 
a tiny  scale  requires  infinite  pains  and  around- 
the-clock  attention  by  the  medical  and  nursing 
staff.  There  must  be  good  laboratory  facilities 
for  doing  microchemical  analyses. 
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The  care  of  the  infant’s  airway  during  the 
first  two  or  three  days  requires  frequent  careful 
suctioning.  There  must  be  adequate  moisture  in 
the  atmosphere.  Such  a program  of  careful 
surgery  and  postoperative  care  is  now  producing 
improved  results. 

group  II,  right  posterolateral  hernia 

An  infant  with  such  a defect  will  not  usually 
be  as  severely  ill  as  the  child  with  the  defect  on 
the  left.  Because  of  the  liver  in  the  chest,  it 
may  be  advisable  to  perform  the  repair  through 
the  thorax.  An  occasional  infant  believed  to 
have  this  condition  will  be  found  to  have  a 
duplication  of  bowel  extending  up  into  the 
chest.  Local  removal  is  required,  because  it 
receives  its  blood  supply  from  the  thoracic  aorta. 

group  III,  eventration  of  the  diaphragm 

This  condition  should  be  treated  if  it  is  symp- 
tomatic. The  more  severe  cases  in  the  newborn 
will  appear  clinically  exactly  like  the  infants 
with  posterolateral  defect.  Their  management 
is  the  same  before  and  after  surgery.  At  surgery7 
the  diaphragm  is  imbricated.  In  the  less  severe, 
elective  case,  surgery  is  carried  out  through 
the  thorax. 

group  IV,  hiatus  hernia 

Paraesophageal  hernia.  The  stomach  can  be 
reduced  either  transthoracicly  or  via  the  abdo- 
men, and  the  diaphragmatic  defect  carefully 
closed. 

Sliding  hernia.  This  condition  in  infancy  can 
usually  be  treated  conservatively.  The  infant  is 
kept  in  a sitting  position  during  the  early  weeks 
or  months  of  life,  and  the  symptoms  disappear 
as  a rule.  When  symptoms  persist  over  months, 
repair  should  be  done. 

Congenital  short  esophagus.  This  condition  is 


abstracto 

Hernia  diafragmdtica  en  el  infante  no  es  una 
entidad.  De  acuerdo  al  tipo,  la  amenaza  a la 
vida  del  infante  puede  ser  seria  o muy  pequena,  y 
el  tratamiento  dernandado  puede  ser  de  emer- 
gencia  o expectante.  Mas  frequentemente  visto 
y mas  serio,  es  el  defecto  postero  lateral  izquierdo 
con  compresion  del  pulmon  izquierdo,  des- 


a vexing  one  to  treat.  It  is  not  commonly  seen 
within  the  first  year  of  life,  but  is  recognized, 
as  a rule  later  on,  from  the  esophagitis  with 
loss  of  blood  and  then  stricture  from  the  inflam- 
mation. If  the  lesion  is  low,  the  esophagus  may 
be  freed  up  and  the  gastic  portion  brought 
down  through  the  hiatus  and  sutured  in  place. 
If  the  scarring  is  long  and  tight,  replacement 
of  this  portion  of  the  esophagus  by  use  of  a 
segment  of  colon  has  been  found  the  most 
successful  measure. 

group  V,  retrosternal  hernia 

This  condition  is  best  treated  by  an  incision 
through  the  anterior  rib  cage,  coming  down 
directly  on  the  abnormality. 
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viacion  mediastinal  a la  drecha,  y malrotacion  del 
intestino  delgado.  El  diagnostico  de  esta  con- 
dicion  en  un  infante  recien  naculo  ohliga  al 
leirujano  a tomar  inmediatos,  activos  pasos  para 
mejorar  la  funcion  pumonar  y corregir  la  acido- 
sis respiratoria.  Tan  pronto  como  estos  factores 
Iran  sido  controlados  los  intestinos  deherian  ser 
retornados  al  abdomen,  el  defecto  en  el  diafrag- 
ma  cerrado,  y la  malrotacion  corregida. 
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The  syndrome  of  diabetic  coma  is  composed  of  five  basic  abnormalities: 
(1)  insulin  lack,  (2)  metabolic  acidosis,  (3)  saline  depletion,  (4)  water  depletion, 
(5)  potassium  depletion.  When  a vigorous  treatment  program  is  applied  to  all 
five  simultaneously,  death  will  rarely  result  from  diabetic  coma  per  se.  Immediate 
treatment  should  include  adequate  insulin,  administration  of  sodium  bicarbonate 
for  symptomatic  and  physiologic  relief  of  acidosis,  replacement  of  both  water 
and  electrolytes  including  potassium  and  treatment  of  the  disorder  which 
precipitated  the  acidosis.  Our  experience  over  a ten-year  period  included  117 
cases  approached  in  this  manner.  There  were  three  deaths.  Two  occurred  after 
the  acidosis  had  cleared  and  were  primarily  the  result  of  other  complicating 
illnesses. 


D espite  the  advances  in  our  knowledge  of  carbo- 
hydrate metabolism  in  recent  years,  diabetic 
coma  is  still  a significant  and  dangerous  com- 
plication of  diabetes.  Published  mortality  rates 
for  this  condition  vary  from  1.7  to  24.0  per 
cent.1-5  It  is  important  to  note  that  many  of  these 
deaths  are  not  due  to  the  keto-acidosis  itself  but 
to  the  underlying,  precipitating  abnormality  that 
frequently  cannot  be  recognized  until  ketosis 
has  cleared.  In  a hospital,  where  the  staff  is 
involved  in  the  care  of  a large  diabetic  popula- 
tion, keto-acidosis  is  a frequent  medical  emer- 
gency. It  is  essential  to  devise  a basic  plan  of 
therapy  that  is  simple,  logical  and  reasonable, 
and  that  may  be  put  into  effect  consistently  as 
soon  as  the  diagnosis  is  established. 

Our  present  plan  of  treatment  has  evolved 
from  experiences  with  the  treatment  of  diabetic 
coma  by  members  of  the  Metabolic  Section  of 
the  Mason  Clinic  over  the  past  fifteen  years.  As 
a result  of  thoughtful  consideration  of  clinical 
experiences,  a plan  of  treatment  gradually  took 
shape.  It  has  been  employed  with  reasonable 
consistency  over  the  past  ten  years  and  is,  in 
our  hands,  quite  satisfactory.  The  purpose  of 
this  paper  is  to  present  this  plan  of  therapy  and 
the  results  thereof. 

From  the  Virginia  Mason  Hospital,  and  Mason  Clinic, 
Metabolic  Section. 


When  one  considers  the  origin  of  keto-acidosis, 
treatment  can  be  formulated  logically.  The  ulti- 
mate cause  of  diabetic  acidosis  is  insufficient 
insulin.  The  resultant  decreased  availability  of 
glucose  within  the  cells  leads  to  increased  glyco- 
genolysis,  increased  gluconeogenesis,  decreased 
fat  synthesis  and  increased  fat  breakdown.  Hy- 
perglycemia generates  osmotic  diuresis  with  loss 
of  water  and  electrolytes.  Ketonemia  induces 
metabolic  acidosis  with  nausea  and  vomiting 
contributing  to  water  and  electrolyte  loss  as  well 
as  preventing  intake.  Thus,  all  patients  in  severe 
keto-acidosis  have  five  basic  abnormalities:  (1) 
insulin  lack,  (2)  metabolic  acidosis,  (3)  saline 
depletion,  (4)  water  depletion,  (5)  potassium 
depletion.  One  may  be  more  severe  than  an- 
other, but  all  are  present  in  each  patient  to  some 
degree.  Our  treatment  plan  features  large  doses 
of  insulin,  hypotonic  fluids,  and  the  early  paren- 
teral use  of  potassium.  As  treatment  proceeds, 
the  individual  abnormalities  are  evaluated  and 
treated  appropriately. 

clinical  material 

In  the  past  half-century,  the  definition  of 
diabetic  coma  has  changed.  Prior  to  the  avail- 
ability of  insulin,  the  terminal  event  in  diabetes 
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was  loss  of  consciousness  due  to  the  severe  keto- 
acidosis of  uncontrolled  diabetes.  With  present 
methods  of  diabetic  management,  keto-acidosis 
is  usually  encountered  before  it  is  agonal,  and 
successful  treatment  is  instituted.  The  result  is 
an  anomalous  situation  in  which  most  of  the 
patients  in  diabetic  coma  are  not  comatose.  Fur- 
ther definition  is  necessary.  As  used  in  this 
paper,  diabetic  coma  indicates  diabetic  patients 
in  severe  keto-acidosis  with  serum  bicarbonate 
levels  of  10  mEq  per  liter  or  less. 

During  the  ten-year  yeriod  of  January  1,  1955, 
to  December  31,  1964,  inclusive,  117  patients 
were  admitted  to  the  Virginia  Mason  Hospital 
in  diabetic  coma  as  defined  above.  There  were 
37  males  and  SO  females.  In  an  age  range  from 
2 to  82  years,  there  were  39  per  cent  under  the 
age  of  21  and  17  per  cent  over  the  age  of  60. 
Twenty-six  per  cent  were  unconscious  on  ad- 
mission. Serum  bicarbonate  levels  ranged  down 
to  a level  of  1 mEq  per  liter  with  the  average 
being  6.7  mEq  per  liter. 

Probable  precipitating  causes  were  varied;  40 
per  cent  were  due  to  infection,  10  per  cent  to 
gastrointestinal  upsets,  and  30  per  cent  to  failure 
to  take  insulin  for  two  or  more  days.  The 
remaining  10  per  cent  were  due  to  miscellaneous 
reasons  such  as  pregnancy,  emotional  crises,  new 
diagnosis  and  others. 

treatment  plan 

It  is  important  to  emphasize  that  treatment 
as  follows  is  used  only  for  the  patient  in  severe 
keto-acidosis  designated  as  diabetic  coma.  In- 
tensive treatment  is  mandatory  but  there  must 
be  no  question  of  the  diagnosis  when  treatment 
is  begun.  Initial  laboratory  evaluation  is  based 
on  complete  blood  count,  blood  sugar,  blood 
urea  nitrogen,  serum  sodium,  potassium,  chlor- 
ide, ketones,  bicarbonate  and  pH.  Results  are 
available  in  30  to  45  minutes.  However,  if  the 
clinical  picture  is  consistent  with  keto-acidosis, 
treatment  is  started  as  soon  as  marked  ketonuria 
and  glycosuria  have  been  documented.  Altera- 
tions are  made,  if  indicated,  on  the  basis  of  the 
laboratory  values  when  available. 

First  step  in  treatment  is  the  administration  of 
100  units  of  crystalline  insulin.  Usually  one-half 
is  given  intravenously  and  one-half  subcuta- 
neously but  if  hypotension  is  significant,  all  is 
given  intravenously.  As  soon  as  laboratory  re- 
sults are  available,  the  initial  dose  of  insulin  is 


completed.  We  use  the  rough  rule  of  one  unit 
‘of  insulin  per  2 mg  sugar  per  100  ml  blood 
(Table  1).  Duncan’s  rule,”  based  on  serum 
ketone  levels  (Table  2),  is  also  applied  for 
confirmation.  Usually  there  is  close  agreement 
between  the  two.  Either  rule  will  result  in  an 
insulin  dose  in  the  proper  range.  Our  chief 
problem  has  been  to  insure  a large  enough  dose. 
This  range  of  insulin  dosage  always  seems  High 
to  the  uninitiated  but  with  experience  one  learns 
that  the  insulin  resistance  that  is  part  of  the 
clinical  picture  of  diabetic  coma  makes  it  diffi- 
cult to  be  overzealous.  The  initial  insulin  dosage 
is  increased  in  cases  of  known  insulin  resistance 
and  decreased  in  children  or  the  elderly.  The 
child's  dose  is  scaled  down  in  proportion  to  his 
body  weight,  assuming  that  an  average  adult 
weighs  150  pounds. 


Table  1 

Insulin  Dose  Based  on  Blood  Sugar 
Blood  Sugar  Total  Insulin  Dosage  (Initial) 


300 

150 

400 

200 

500 

250 

600 

300 

700 

350 

800 

400 

900 

450 

1000 

500 

Table  2 


Insulin  Dose  Based  on  Serum  Acetone 


Serum  Ketones 
4 -f  undiluted 
4 + 1:2  dilution 
4+  1:4  dilution 
4 + 1:8  dilution 


Total  Insulin  Dosage 

100  units  or  less 
200  units 
300  units 
400  units 


Having  administered  insulin,  one  must  begin 
immediate  correction  of  the  other  deficits.  Our 
next  concern  is  the  serum  pH.  Later  in  the  course 
of  treatment,  ketonemia  will  decrease  and  the 
metabolic  acidosis  will  tend  to  correct  itself. 
Early  in  the  treatment,  the  low  pH  may  be,  in 
itself,  life-threatening.  It  is  at  this  stage  that 
treatment  of  the  acidosis  per  se  is  necessary.  In 
our  experience,  this  is  most  rapidly  and  safely 
done  with  an  isotonic  sodium  bicarbonate.  One 
liter  of  1.3  percent  sodium  bicarbonate  is  given 
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intravenously  during  the  first  two  hours  of 
treatment.  This  rapidly  raises  the  pH  to  a level 
more  nearly  physiologic.  Only  in  unusual  cir- 
cumstances is  more  than  one  liter  of  this  solution 
given. 

Saline  depletion  is  evaluated  by  physical 
signs  and  hematocrit.  A decrease  in  the  extra- 
cellular fluid  volume  is  clinically  reflected  in 
poor  skin  turgor,  dry,  shrunken  tongue,  soft  eyes 
and  postural  hypotension.  As  restoration  of  cir- 
culating blood  volume  is  of  paramount  import- 
ance, the  initial  fluids  are  isotonic  with  respect 
to  sodium.  As  mentioned  above,  the  first  liter 
is  usually  sodium  bicarbonate.  Unless  there  is 
profound  hypotension,  the  remainder  of  the  fluid 
is  given  as  one-half-normal  sodium  chloride. 
This  is  given  intravenously  at  a rate  of  500  cc 
per  hour  and  tends  to  correct  both  the  saline 
and  the  water  depletion  simultaneously. 

Several  liters  of  water  may  be  lost  in  the 
development  of  severe  acidosis.7  The  magnitude 
of  water  depletion  is  judged  by  the  serum  sodium 
level.  Sodium  is  normally  the  largest  contribu- 
tor to  the  osmolality  of  the  extracellular  fluid. 
Therefore,  under  normal  conditions,  its  level 
reflects  blood  osmolality.  However,  when  hyper- 
glycemia is  present,  glucose  also  makes  a sig- 
nificant contribution  to  osmolality.  The  serum 
sodium  level,  then,  is  only  of  use  if  one  corrects 
for  the  level  of  blood  glucose  present.  This  is 
done  by  adding  2 mEq  to  the  measured  sodium 
level  for  each  100  mg  of  blood  sugar  elevation. 
For  example,  a patient  with  a blood  sugar  of 
1,000  mg  per  100  ml  and  a measured  sodium 
of  130  mEq  per  liter  would  have  an  osmolality 
equivalent  to  148  mEq  of  sodium  per  liter,  in- 
dicating significant  water  depletion.  If  water 
depletion  is  the  major  imbalance,  dextrose  in 
water  is  substituted  for  0.45  per  cent  saline  as 
early  as  practicable. 

All  patients  in  diabetic  acidosis  have  some 
degree  of  potassium  depletion.  This  deficit  will 
be  reflected  by  the  serum  potassium  level  but 
before  interpretation  of  the  laboratory  report  it 
is  necessary  to  remember  that  the  serum  potas- 
sium tends  to  vary  inversely  with  the  serum  pH. 
As  treatment  progresses  and  glycogen  storage  in- 
creases, this  deficiency  will  become  more  pro- 
nounced. Thus,  an  initially  low  serum  potassium 
is  an  ominous  sign.  Intravenous  potassium  chlo- 
ride or  potassium  phosphate  in  concentration 
of  25  mEq  of  potassium  per  liter  is  our  standard 


dose.  This  may  be  increased  in  severe  deple- 
tion. Oral  potassium  should  not  be  relied  upon 
since  absorption  is  unreliable. 

Much  has  been  said  about  dangers  associ- 
ated with  parenteral  administration  of  potassium 
in  the  face  of  oliguria.  It  must  be  remembered 
that  oliguria  does  nothing  to  repair  potassium 
depletion.  Rather,  oliguria  increases  the  care 
with  which  potassium  depletion  must  be  re- 
paired. In  diabetic  coma,  since  potassium  deple- 
tion will  worsen  as  treatment  proceeds,  if  no 
potassium  is  given,  oliguria  does  not  contra- 
indicate the  use  of  parenteral  potassium.  The 
diagnosis  of  potassium  depletion  makes  treat- 
ment obligatory. 

The  patient  must  metabolize  carbohydrate  in 
order  to  recover.  Since  the  initial  blood  sugar  is 
invariably  elevated,  additional  glucose  is  not 
given  early.  If  given  immediately,  the  response 
of  the  blood  glucose  level  to  insulin  is  lost  as  a 
guide  for  future  dosage.  Urine  glucose  tests  are 
done  hourly  and  blood  glucose  every  four  hours. 
When  urine  sugar  drops  to  1+  or  2 + , 5 per  cent 
glucose  is  added  to  the  intravenous  fluid.  If 
urines  are  checked  hourly  and  glucose  is  given 
accordingly,  hypoglycemia  does  not  occur. 

Urethral  catheters  are  inserted  without  hesi- 
tation if  patients  are  unable  to  void  for  hourly 
urine  tests.  Like  most  physicians,  we  feel  dia- 
betics should  not  be  catheterized  without  good 
reason.  However,  diabetic  acidosis  is  a life- 
threatening  situation  and  requires  careful  moni- 
toring of  sugar  in  the  urine.  If  sterile  technique 
is  strictly  adhered  to  and  the  catheter  removed 
straightaway  when  the  patient  is  improved, 
infection  is  not  a problem.  When  therapy  is 
early  and  adequate,  catheters  are  rarely  needed 
more  than  six  to  twelve  hours. 

The  acidotic  patient  generally  responds  rapid- 
ly to  the  program  outlined  above.  At  the  end  of 
the  first  four-hour  treatment  period,  serum  sugar, 
urea  nitrogen,  potassium,  sodium  bicarbonate, 
pH  and  ketones  are  repeated.  In  the  absence 
of  any  major  complicating  factor,  the  blood 
sugar  should  be  about  one-half  the  initial  value, 
the  pH  approaching  normal,  the  bicarbonate 
greater  than  15  mEq  per  liter  and  sodium  and 
potassium  within  normal  ranges.  Ketonemia  may 
still  be  marked.  Clinically,  the  patient  should  be 
alert  but  still  may  have  evidence  of  saline 
depletion.  This  battery  of  laboratory  studies  is 
repeated  every  four  hours  until  all  are  normal. 
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results 

Of  the  117  patients  admitted  to  the  hospital 
in  severe  diabetic  coma,  3 died.  One  of  these 
was  well  out  of  her  acidosis  and  died  two  days 
after  admission,  of  old  and  recent  myocardial  in- 
farctions. One  patient  died  six  hours  after  ad- 
mission with  generalized  bleeding  from  excess 
antieoagulation.  A third  patient  died  about  17 
hours  after  admission  of  suspected  hypokalemia 
incident  to  therapy  based  on  a spurious  labora- 
tory report.  These  eases  will  be  presented  briefly 
at  the  conclusion  of  the  paper. 

Complications  were  minimal.  There  were  no 
cases  of  significant,  post-treatment  alkalosis.  Six 
patients  had  hypoglycemia  which  promptly  re- 
sponded to  intravenous  glucose.  In  no  case  was 
the  hypoglycemia  significant  nor  did  it  con- 
tribute to  morbidity,  with  the  possible  exception 
of  the  third  fatal  case. 


discussion 

There  are,  of  course,  many  variations  in  the 
therapeutic  approach  to  diabetic  acidosis.  Most 
physicians  use  the  same  agents  but  use  them 
in  a variety  of  ways  and  get  widely  different 
results. 

Large  versus  small  doses  of  insulin  has  been 
a recent  point  of  contemplation.  Both  Shaw5  and 
Smith9  have  made  good  cases  for  the  use  of 
relatively  small  amounts  early.  Neither  is  able 
to  show  any  chemical  or  clinical  evidence  that 
larger  doses  give  a more  prompt  response. 
Smith’s  group  used  80,  160  and  240  units  of 
era's  tall  ine  insulin  every  two  hours  until  the 
blood  sugar  was  300  mg  or  the  serum  bicarbon- 
ate was  20  mEq  per  liter.  Shaw’s  group  of  severe- 
ly acidotic  patients  received  average  doses  of 
124  and  187  units  during  the  first  eight  hours. 
Mortality  in  his  series  was  6.8  per  cent,  which 
compares  favorably  with  most  published  series. 

On  the  other  hand,  Joslin4  for  many  years 
recommended  larger  doses  of  insulin  given  early. 
His  policy  was  to  give  20  to  100  units  at  home 
and  repeat  this  on  arrival  at  the  hospital.  He 
then  gave  one-half  the  initial  dose  every  half- 
hour  until  there  was  clinical  and  laboratory  evi- 
dence of  improvement.  As  early  as  1946,  his 
mortality  rate  was  2.4  per  cent,  which  is  even 
now  the  best  of  the  published  series. 

Small  doses  are  undoubtedly  adequate  in  many 
patients;  however,  when  there  is  reason  to 


suspect  any  degree  of  insulin  resistance,  as  in 
infection,  rapid  growth,  or  pregnancy,  it  would 
seem  wise  to  err  on  the  side  of  too  much  rather 
than  too  little.  The  average  eight-hour  dose  for 
our  juvenile  group  was  250  units  and  those 
over  21  years  of  age  averaged  360  units.  Twenty- 
five  patients  required  more  than  400  units  during 
the  first  eight  hours. 

Since  insulin  resistance  seems  to  increase 
with  the  duration  of  the  diabetic  acidosis,  it 
seems  more  reasonable  to  us  to  give  larger  doses 
of  insulin  less  frequently.  The  administration 
of  insulin  every  four  hours  would  more  closely 
follow  the  pattern  of  activity  of  unmodified 
insulin. 

Hypokalemio  is  one  of  many  factors  that 
may  cause  death  in  diabetic  coma.2-3 10  Fall  of 
serum  potassium  level  usually  occurs  as  the 
acidosis  is  being  corrected.  When  this  is  done 
rapidly,  potassium  must  be  given  early.  It  is  the 
policy  here  to  add  potassium  to  the  intravenous 
fluid  as  soon  as  urine  flow  is  1 cc  per  minute. 
This  is  done  regardless  of  what  the  initial  serum 
level  is  and  is  done  within  the  first  three  or  four 
hours.  An  average  of  100  mEq  is  given  during  the 
first  twenty-four  hours. 

Opinions  on  the  use  of  alkali  vary.  Most 
authors  who  favor  alkali  use  sodium  lactate.41 
Our  preference  is  for  sixth  molar  sodium  bicar- 
bonate. This  would  seem  to  be  more  readily 
utilizable  than  lactate  which  must  be  metabol- 
ized before  it  is  effective.  Alkalosis  has  not 
occurred  in  our  series.  Older  literature  cautions 
against  the  use  of  bicarbonate  for  this  reason. 
Solutions  used  at  that  time  were  5 per  cent 
in  strength  which  would  be  understandably  more 
likely  to  produce  alkalosis.  Patients  received 
prompt  symptomatic  relief  from  their  respirator) 
distress  with  only  500  cc  of  sixth  molar  sodium 
bicarbonate.  We  have  not  seen  patients  continue 
to  have  Kussmaul  respirations  following  1,000  cc 
of  this  solution. 

Hypotonic  fluids  are  used  in  preference  to 
isotonic  or  hypertonic  solutions.  There  is  good 
evidence  that  both  water  and  saline  deficits 
are  present.  It  would  seem  physiologically  sound 
to  attempt  correction  of  both  deficiencies  at  the 
same  time. 

There  is  general  agreement  that  glucose  has 
no  place  in  the  early  phase  of  treatment.  It  is 
given  here  when  hourly  urine  sugars  drop  to 
1+  or  2-f  or  the  blood  glucose  approaches  200. 
Hypoglycemia  occurred  six  times  in  our  series. 
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In  all  cases,  it  was  during  the  second  twelve 
hours  when  a transition  was  being  made  from 
the  acute  treatment  period  to  that  of  daily  man- 
agement. In  all  cases  of  hypoglycemia,  the 
patients  were  unable  to  void  at  the  specified  time 
and  catheters  were  not  inserted.  Although  cath- 
eterization would  have  permitted  better  obser- 
vation. All  responded  to  intravenous  glucose. 

CASE  REPORTS 

Case  1.  This  82-year-old  known  diabetic  was 
found  unresponsive  in  her  apartment.  On  admission 
to  the  hospital,  she  was  found  to  have  marked 
saline  deficiency  with  blood  pressure  of  90/60 
and  pulse  rate  of  120.  She  was  areflexic  on  the 
right  and  responded  to  deep  pain  only. 

Laboratory  data  included  serum  acetone  of  4 + 
in  1:8  dilution,  pH  (venous)  of  7.2,  blood  sugar 
of  1,192,  and  BUN  of  45.  Her  serum  bicarbonate 
was  8.5  mEq  per  liter  and  serum  sodium  129  mEq. 
Seram  potassium  was  7.1  mEq  per  liter  and  there 
was  leukocytosis. 

Initial  treatment  included  300  units  of  insulin 
of  which  150  units  were  given  subcutaneously. 
She  was  given  1,000  cc  of  isotonic  sodium  bicarbon- 
ate followed  by  1,000  cc  of  0.45  per  cent  saline 
solution,  with  40  mEq  of  potassium  chloride,  over 
the  first  four  hours. 

At  the  end  of  four  hours,  she  was  clinically  un- 
changed and  her  blood  sugar  remained  elevated  at 
1,120.  Her  serum  potassium  level  had  fallen  to 
3.3  mEq  per  liter.  An  electrocardiogram  revealed 
changes  of  acute,  anterior  wall,  myocardial  infarc- 
tion. 

She  was  given  an  additional  300  units  of  regular 
insulin  and,  over  the  next  four  hours,  2,000  cc  of 
0.45  per  cent  saline  solution,  80  mEq  of  sodium 
bicarbonate  and  50  mEq  of  potassium  chloride. 
Eight  hours  after  admission,  the  blood  sugar  had 
fallen  to  760,  the  C02  combining  power  had  risen 
to  20  mEq  per  liter  and  the  serum  sodium  to  134 
mEq.  The  potassium  had  fallen  to  3.2  mEq  per 
liter.  She  was  given  an  additional  100  units  of 
insulin  and  1,000  cc  of  0.45  per  cent  saline  solution. 
Twelve  hours  after  admission,  the  blood  sugar  had 
fallen  to  492  and  serum  sodium  and  potassium  re- 
mained essentially  the  same  as  at  8 hours.  She  was 
given  25  units  of  insulin  and  1,000  cc  of  0.45  per 
cent  saline  with  40  mEq  of  postassium  phosphate. 
Twenty-four  hours  after  admission,  her  blood  sugar 
was  366,  serum  pH  7 .38,  serum  sodium  137  mEq 
per  liter,  serum  C02  combining  power  22  mEq  per 
liter  and  serum  potassium  5.3  mEq  per  liter.  Serum 
lactate  was  51  mg  per  100  ml.  Lumbar  puncture 
revealed  clear  fluid.  She  remained  comatose  and 
expired  two  days  after  admission.  Postmortem  exam- 
ination revealed  bilateral  adrenal  hemorrhages, 
acute  and  old  myocardial  infarctions  and  severe 
nephrosclerosis. 

SUMMARY:  This  critically  ill,  elderly  patient 
was  treated  less  vigorously  than  usual  because 
of  her  advanced  age.  She  thus  responded  chem- 
ically more  slowly  than  usual  and  while  the 


acidosis  was  corrected,  it  had  no  effect  on  her 
state  of  consciousness.  She  also  demonstrated 
well  the  presence  of  initial  elevated  serum  potas- 
sium in  the  face  of  potassium  depletion. 


Case  2.  This  78-year-old,  mildly  diabetic  woman, 
previously  unknown  to  our  Clinic  staff,  was  con- 
trolled on  oral  agents  and  had  had  a recent  cerebral 
thrombosis  that  had  been  treated  with  dicumarol. 
One  day  prior  to  admission  she  became  aphasic. 

On  admission,  the  patient  responded  only  to  deep 
pain.  There  was  moderate  saline  depletion,  right 
hemiplegia  and  gross  blood  was  noted  on  rectal 
examination. 

Laboratory  examination  revealed  blood  sugar  of 
1,064  mg  per  100  ml,  serum  C02  combining  power 
of  2.5  mEq  per  liter,  sodium  of  129  mEq  per  liter, 
and  potassium  of  5.4  mEq  per  liter.  BUN  was 
68  mg  per  100  ml  and  the  prothrombin-time  was 
5 minutes  and  16  seconds. 

She  was  given  300  units  of  regular  insulin  sub- 
cutaneously and  100  units  intravenously.  Fluids  in- 
cluded 1,000  cc  of  1.3  per  cent  sodium  bicarbonate 
solution  and  3,000  cc  of  0.45  per  cent  saline  solu- 
tion. Other  measures  included  vitamine  Kt  oxide, 
hydrocortisone  in  therapeutic  amounts  and  Aramine 
( metaraminol ) . 

The  patient  did  not  regain  consciousness  and  died 
six  hours  after  arrival  at  the  hospital.  Post  mortem 
findings  included  multiple  hemorrhages  into  and 
around  the  stomach,  adrenals,  kidneys  and  cecum. 
There  was  bleeding  retroperitoneally  around  the 
bladder. 


Case  3.  This  40-year-old  white  male  with  known 
diabetes  of  11  years’  duration  was  admitted  follow- 
ing massive  hematemesis.  He  had  a long  history  of 
alcoholism  and  for  several  days  prior  to  his  admission 
his  intake  of  alcohol  had  been  unusually  large.  He 
had  not  taken  insulin  for  three  days. 

Initial  examination  revealed  the  typical  signs  of 
saline  depletion  including  hypotension,  poor  skin 
turgor  and  shrunken  tongue.  Initial  laboratory  results 
included  blood  sugar  of  720  mg  per  100  ml,  serum 
sodium  of  124  mEq  per  liter,  C02  combining  power 
of  7 mEq  per  liter,  serum  potassium  of  3.5  mEq 
per  liter  and  serum  ketones  4+  in  1:8  dilution. 

Treatment  in  the  first  four  hours  included  300 
units  of  crystalline  insulin,  1,000  cc  isotonic  sodium 
bicarbonate  and  1,000  cc  0.45  per  cent  saline  so- 
lution. 

After  four  hours  his  clinical  condition  was  essen- 
tially unchanged.  Laboratory  results  were:  blood 
sugar  504  mg  per  100  ml,  serum  sodium  129  mEq 
per  liter,  serum  potassium  2.3  mEq  per  liter,  C02 
combining  power  15  mEq  per  liter.  The  serum 
ketone  levels  were  unchanged  and  serum  pH  at  this 
time  was  7.14. 

During  the  next  twelve  hours  he  received  1,000 
cc  5 per  cent  dextrose  in  hypotonic  saline  and  500 
cc  of  5 per  cent  dextrose  in  saline,  a total  of  125 
mEq  potassium  phosphate,  and  1,000  cc  whole  blood 
in  addition  to  200  units  of  crystalline  insulin.  Clin- 
ically, he  deteriorated  somewhat  and  it  was  noted 
that  there  had  been  no  urinary  output  in  eight  hours. 
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Laboratory  results  sixteen  hours  after  admission 
were  as  follows:  blood  sugar  440  mg  per  100  ml, 
sodium  139  mEq  per  liter,  potassium  13.5  mEq  per 
liter,  C02  combining  power  29  mEq  per  liter.  On 
the  basis  of  this  finding,  10  per  cent  dextrose  in 
saline  was  started  and  100  units  of  crystalline  insulin 
were  administered.  About  one  hour  later  the  patient 
suddenly  convulsed  and  died. 

Comment:  The  fault  here  arose  in  acceptance 
of  a spurious  serum  potassium  report.  In  retro- 
spect, it  was  discovered  the  blood  sample  was 
drawn  from  the  same  arm  the  potassium  was 
being  administered  into.  The  serum  level  should 
have  been  doubted  at  this  time,  since  such  a 
level  was  patently  impossible.  It  is  probable  that 
hypokalemia,  and  perhaps  hypoglycemia  as  well, 
contributed  to  the  demise. 

summary 

The  syndrome  of  diabetic  coma  is  composed  of 


five  basic  abnormalities:  (1)  insulin  lack,  (2) 
metabolic  acidosis,  (3)  saline  depletion,  (4) 
water  depletion,  (5)  potassium  depletion.  When 
a vigorous  treatment  program  is  applied  to  all 
five  simultaneously,  death  will  rarely  result  from 
diabetic  coma  per  se.  Immediate  treatment 
should  include  adequate  insulin,  administration 
of  sodium  bicarbonate  for  symptomatic  and 
physiologic  relief  of  acidosis,  replacement  of  both 
water  and  electrolytes  including  potassium  and 
treatment  of  the  disorder  which  precipitated  the 
acidosis.  Our  experience  over  a ten-year  period 
included  117  cases  approached  in  this  manner. 
There  were  three  deaths.  Two  occurred  after  the 
acidosis  had  cleared  and  were  primarily  the 
result  of  other  complicating  illnesses.  ■ 

(Reprint  requests  to  Dr.  Steenrod) 
1118  Ninth  Avenue  (98101) 
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insulina,  administracion  de  bicarbonato  de  sodio 
para  el  mejoramiento  simtomatico  y fisiologico 
de  la  acidosis,  reemplazo  de  agua  y electrolitos, 
incluyendo  potasio  y tratamiento  del  desorden 
el  cual  precipito  la  acidosis.  Nuestra  experiencia 
sobre  tin  periodo  de  10  ahos  incluyo  117  cases 
tratados  de  esta  manera.  Hubieron  tees  muertes. 
Dos  ocurrieron  despues  que  la  acidosis  bubo 
desaparicido  y ftteron  principal mente  el  resultado 
de  otras  enfermedades  complicates. 
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The  Hesseltine  Cord  Clamp 

IMRE  G.  HIDVEGI,  M.D.  / H.  CIOSE  HESSELTINE,  M.D.  Chicago,  Illinois 


I n May,  1937,  a report  was  given  of  a simple 
and  safe  umbilical  cord  clamp.  Directions  were 
advanced  for  its  use  and  documentations  of  its 
reliability  and  safety  were  stated.1 

The  present  report  reveals  that,  after  28  years 
of  experience  with  this  instrument  in  this  insti- 
tution, the  original  evaluations  were  correct.  It 
has  been  used  routinely  at  this  institution  on 
some  90,000  newborns  since  Jidy  1,  1937. 

history 

In  the  early  1930’s,  when  the  umbilical  cord 
was  ligated  with  heavy  tie,  about  70  per  cent 
of  the  newborn  babies  were  discharged  from  this 
hospital  with  the  cord  still  attached  (even  on  a 
12  to  14  day  stay).  The  Hesseltine  cord  clamp 
provided  the  necessary  features  of  dependable 
hemostasis  and  asepsis.  Moreover,  it  was  re- 
usable and  economical.  It  was  small  enough  to 
avoid  inadvertent  traction.  Unhampered  inspec- 
tions were  permitted  by  it  and  identity  tags 
could  be  attached  to  it. 

the  instrument 

The  diameter  of  the  wire  is  0.052  inches.  It 
is  type  302  stainless  steel  with  spring  temper 
qualities.  The  length  over-all  is  2 3/8  inches.  The 
diameter  of  the  coil  of  the  spring  is  7/16  inch. 
The  length  of  the  arms  between  the  coil  and  the 
lock  is  1 3/4  inches.  These  measurements  are 
approximate. 

This  one  piece  instrument  has  a groove  for- 
mation on  the  one  end  of  the  long  arm  which, 
when  bent  medially,  becomes  a locking  mechan- 
ism ( figure  1 ) . A double  loop  of  wire  provides 
adequate  flexibility  and  tensile  strength.  The 
loops  are  realigned  by  compression  so  that  the 
two  arms  are  in  alignment  and  are  constructed 
with  a slight  convexity  of  the  meeting  surfaces. 

improvement 

Improvement  has  been  made  recently  by  the 
placement  of  serrations  on  the  proximating  sur- 

From  the  Department  of  Obstetrics  and  Gynecology.  The 
University  of  Chicago  School  of  Medicine  and  The  Chicago 
Lying-in  Hospital. 


faces  of  both  arms.  The  serrated  area  is  an  inch 
in  length  and  centered.  The  serrations  are  0.0025 
inches  deep.  These  imprints  provide  added 
resistance  to  slippage  if  the  cord  is  unintention- 
ally severed  adjacent  to  the  clamp. 

application 

The  clamp  should  be  placed  near  (within  3 to 
4 mm  or  3/8  inch  to  1/4  inch)  the  normal  skin 
juncture  and  the  cord  should  be  cut  at  least  1/2 
inch  distal.  The  severance  should  not  be  adjacent 
to  the  clamp  (figures  2 and  3).  The  skin  should 
not  be  distorted  or  compressed  by  the  clamp. 
The  cord  is  grasped  in  the  center  of  the  arms 
of  the  clamp.  The  device  as  designed  will  with- 
stand pressure  up  to  200  mm  mercury.  The 
instrument  may  be  easily  removed  after  24  to 
48  hours,  if  one  desires,  as  the  physiologic  desic- 
cation is  about  complete,  (figures  4 and  5).  It 


Fig.  1. — The  convex  surfaces  of  the  arms  face  each  other. 
This  affords  positive  pressure  upon  the  cord  when  the 
instrument  is  clamped. 
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Fig.  2. — Enlarged  picture  showing  the  proper  placement 
of  the  cord  clamp  near  but  not  upon  or  distorting  normal 
skin. 

Fig.  4.— The  desiccated  cord  will  have  this  appearance  in 
24  to  48  hours.  The  clamp  may  be  removed  by  this  time. 


Fig.  3 — Shows  the  comfortable  way  in  which  the  clamp 
rests  and  that  a moderate  amount  of  cord  is  left  above 
the  clamp.  The  cord  should  be  cut  at  least  >/2  inch  distal 
to  the  clamp. 

Fig.  5. — The  dried  stump  of  cord  will  come  off  within 
a few  days.  The  area  heals  rapidly. 


may  be  placed  at  a distance  from  the  abdominal 
wall  when  one  anticipates  probable  need  for 
using  the  vessels  for  exchange  transfusion  or 
other  therapy. 

When  the  clamp  is  used  as  prescribed,  the  cord 
normally  dries  rapidly  and  comes  off  in  a few 
days.  This  hastens  healing  of  the  umbilical  area. 
If  the  desiccated  tissue  has  not  fallen  off  by  the 
discharge  date  (5th  to  7th  day  postpartum)  it 
may  be  removed  or  left  alone  at  the  judgment 
of  the  physician. 

number 

The  manufacturer  (the  American  Coil  Spring 
Company)  reports  that  the  six  millionth  (6,000,- 
000)  clamp  was  produced  on  July  15,  1965,  and 
distributed  a few  months  afterward.  Obviously, 
then,  a minimum  of  six  million  babies  have  been 
treated  by  the  clamp.  The  reports  reveal  that 
these  clamps  have  been  used  repeatedly  (as 
was  the  intention). 

It  is  not  possible  to  determine  accurately  the 
number  of  babies  upon  whom  this  cord  clamp 
has  been  used,  but  it  seems  reasonable  to  assume 
that  each  clamp  has  been  used  an  average  of 
five  times  at  a minimum.  On  this  assumption, 
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six  million  clamps  represent  a usage  upon,  at 
least,  30  million  newborn  infants. 

ethics 

A note  of  ethical  propriety  may  be  added. 
Neither  The  University'  of  Chicago,  The  Chicago 
Lying-in  Hospital  nor  the  inventor  has  profited 
financially. 

illustration  and  summary 

The  illustrations  demonstrate  proper  place- 
ment of  the  device  in  relation  to  the  normal 
skin  and  the  length  of  the  cord  distal  to  the 
clamp.  This  one  unit  instrument  is  uncomplicated 
in  application,  reusable  innumerable  times  and 
economical  in  service.  It  affords  full  inspection 
of  the  base  of  the  cord  and  does  not  require  an 
additional  tool  for  placement.  It  is  easily  steril- 
ized. Another  advantage  is  that  if  the  instrument 
is  unsatisfactorily  located,  it  can  be  easily  re- 
moved and  confidently  re-applied. 

Undoubtedly,  several  times  over  6,000,000  in- 
fants ( probably  well  over  30,000,000 ) have  bene- 
fited by  this  clamp.  ■ 

5841  S.  Maryland  Avenue  (60637) 

Credits  and  appreciation  are  offered  to  the  American 
Coil  Spring  Company  of  Muskegon  which  has  produced  a 
quality  instrument  throughout  28  years  and  to  Mr.  James 
Church  of  the  American  Coil  Spring  Company  who  has 
cooperated  in  improvement  of  the  device. 
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Traumatic  Fistula  of  the  Head  of  the  Pancreas 

ROBERT  S.  SMITH,  M.D.  Boise,  Idaho 

Prolonged  morbidity  is  characteristic  of  injuries  to  the  head  of  the 
pancreas  and  has  its  basis  in  disruption  of  the  glandular  ductal  system.  While 
the  present  operative  approach  to  pancreatic  trauma  tends  to  be  aggressive,  the 
surgeon  may  have  to  content  himself  in  a precarious  case  with  a simple  drainage 
procedure.  A fistula  of  the  head  of  the  pancreas,  persisting  after  a severe  injury, 
may  be  treated  by  elective  pancreatojejunostomy , an  operation  that  best  conserves 
pancreatic  function. 


F istula  of  the  head  of  the  pancreas,  developing 
after  severe  abdominal  trauma,  may  constitute 
a difficult  problem  in  surgical  management. 
While  many  fistulas  of  the  pancreas  close  spon- 
taneously, and  others  subside  with  therapy  sup- 
pressive of  the  gland's  secretory  function,  some 
are  persistent  and  must  be  treated  surgically. 
When  a chronic  external  fistula  involves  the  pan- 
creatic head,  its  elimination  may  involve  an 
operative  procedure  of  considerable  magnitude. 

The  management  of  a case  having  initially  a 


Fig.  1.  Dotted  lines  indicate  extent  of  original  hematoma; 
stomach  is  displaced  and  compressed. 

Read  before  Northwestern  Medical  Association  19th 
Annual  Meeting,  Sun  Valley,  Idaho,  February  16,  1966. 


severe,  non-penetrating  injury  to  the  head  of  the 
pancreas,  and  subsequently  multiple  complica- 
tions related  to  disruption  of  the  ductal  system 
of  the  gland,  is  presented.  The  final  manifesta- 
tion of  the  traumatic  ductal  defect  in  this  case,  a 
recurring  fistula  of  the  pancreatic  head,  was 
corrected  by  an  operative  procedure  which 
included  resection  of  the  fistulous  tract,  com- 
plete transection  of  the  pancreas,  sphincter- 
otomy, and  the  implantation  of  the  distal  portion 
of  the  gland  into  a defunctionalized  loop  of 
jejunum. 

CASE  REPORT 

On  August  13',  1961,  ten  days  after  a car  accident, 
the  patient,  a 53  year  old  male,  was  admitted  to 
St.  Alphonsus  Hospital,  Boise,  because  of  epigastric 
pain  and  vomiting.  Roentgenograms  demonstrated 
a mass  in  the  right  upper  abdomen  displacing  and 
compressing  the  stomach  (Fig.  1).  At  emergency 
celiotomy,  a large  retroperitoneal  accumulation  of 
blood,  liquid  and  clotted,  was  evacuated.  The  root 
of  the  mesentery  and  adjacent  duodenum  were 
found  to  be  extensively  infiltrated  with  blood,  and 
the  head  of  the  pancreas  was  swollen  and  ecchymotic. 
Direct  exploration  revealed  no  duodenal  perforation. 
Following  abdominal  drainage,  the  patient  appar- 
ently made  a complete  recovery.  He  returned  to  the 
hospital,  however,  on  November  16,  1962,  with  an 
obvious  gastric  obstruction  (Fig.  2). 


Fig.  2.  Gastric  obstruction  by  recurrent  hematoma. 
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When  the  abdomen  was  explored  again,  another 
retroperitoneal  hematoma  with  more  severe,  hemor- 
rhagic involvement  of  the  duodenum  and  distal 
stomach  was  found.  Drainage  of  the  hematoma,  with 
anterior  isoperistaltic  gastrojejunostomy  and  gastro- 
stomy, was  carried  out.  Making  an  uncomplicated 
recovery  from  this  operation,  the  patient  returned 
to  his  usual  job  as  a construction  worker.  On  De- 
cember 10,  1964,  he  was  readmitted  to  the  hospital 
following  a massive  upper  gastrointestinal  hemor- 
rhage. 

Roentgenograms  (Fig.  3),  showed  a functioning 
gastrojejunostomy,  with  no  definite  evidence  of 
marginal  ulceration,  but  the  duodenum  appeared  to 
be  obstructed  by  an  extrinsic  mass.  At  operation 
on  December  11,  1964,  a cyst  of  the  head  of  the 
pancreas  was  found  (Fig.  4);  and  an  equivocal 
shallow  gastrojejunal  ulcer  was  exposed  by  gastro- 
tomy.  After  sutures  had  been  taken  in  the  area 
of  apparent  gastrojejunal  ulceration,  a subdia- 
phragmatic  vagotomy  was  performed.  The  cyst  was 
then  opened  and  explored.  Although  the  fluid  from 
the  cyst  showed  an  amylase  titer  of  36,000  Somogyi 
units,  no  connection  between  the  cyst  and  any  large 
pancreatic  duct  could  be  demonstrated.  The  cyst 
was  readily  exteriorized,  its  anterior  wall  being  su- 
tured to  the  peritoneum  in  the  line  of  the  abdom- 
inal incision. 

Several  days  after  the  cyst  had  been  drained, 
gauze  strips  initially  packed  into  it  were  replaced  by 
a short  rubber  tube,  which  then  provided  an  outlet 
for  a small  but  continuous  discharge  of  pancreatic 
secretions.  Rapid  resolution  of  the  fistula  was  antici- 
pated. The  pancreatic  drainage  persisted,  however, 
despite  local  applications  of  escharotics,  and  the  sys- 
temic administration  of  anticholinergic  drugs.  Over 
a period  of  three  months,  the  drainage  was  controlled 
temporarily  on  several  occasions,  with  apparent  solid 
wound  healing.  Each  occlusion  of  the  fistula  re- 
sulted in  distress  to  the  patient,  who  invariably  had 
severe  diffuse  upper  abdominal  pain  until  drainage 
was  re-established. 
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Fig.  3.  Compression  of  duodenum  by  extrinsic  mass,  func- 
tioning gastrojejunostomy. 


Fig.  4.  Operative  findings  on  December  11,  1964:  cyst  of 
head  of  pancreas;  gastrojejunal  ulcer. 


On  March  15,  1965  injection  of  the  fistula  with 
Hypaque  (Fig.  5),  demonstrated  its  connection  with 
small  ducts  in  the  head  of  the  pancreas.  A free  flow 
of  the  radio-opaque  medium  into  the  duct  of  Wir- 
sung  was  not  apparent,  however.  When  the  pancreas 
was  explored  surgically  on  March  18,  1965,  a 
transduodenal  pancreatogram  (Fig.  6),  confirmed 
the  absence  of  any  direct  connection  between  the 
main  pancreatic  duct  and  the  fistula.  Transplanation 
of  the  fistula  into  a jejunal  loop  or  resection  of  the 
fistula  with  blind  suturing  of  its  take-off  from  the 
head  of  the  pancreas  were  considered  as  possible 
solutions  to  the  patient’s  problem;  but  pancreato- 
jejunostomy  seemed  to  be  a more  definitive  surgical 
approach.  This  operation  was  carried  out,  following 
complete  transection  of  the  pancreatic  head  in  the 
plane  of  the  origin  of  the  fistula.  The  distal  pan- 
creas was  implanted  into  a defunctionalized  loop 
of  jejunum  (Fig.  7),  and  sphincterotomy  was  per- 
formed to  facilitate  postoperative  drainage  from  the 
proximal  segment  of  the  duct  of  Wirsung. 

In  this  case,  after  revision  of  the  glandular  drain- 
age system,  the  adequacy  of  pancreatic  function 
was  never  in  doubt.  There  was  no  elevation  of 
the  blood  amylase  at  any  time  following  pancreato- 
jejunostomy,  and  no  disturbance  of  carbohydrate 
metabolism.  The  patient’s  immediate  postoperative 
course  was  complicated  by  a subhepatic  abscess 
requiring  surgical  drainage,  and  a partial  wound 
dehiscence.  Strong  healing  of  the  abdominal  wall 
followed  hernioplasty  on  August  23,  1965.  The 
patient  has  now  regained  his  normal  weight  and 
strength,  and  there  are  no  digestive  complaints. 
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Fig.  5.  Roentgenograms  made  following  hypaque  injection 
of  abdominal  fistula  on  March  15,  1965:  connection  with 
small  ducts  in  pancreatic  head  demonstrated. 


discussion 

The  chronicity  of  the  disease  process  in  the 
present  case  is  typical  of  certain  severe  pan- 
creatic injuries.  The  first  massive  retroperitoneal 
bleeding  was  due  both  to  vascular  lacerations 
in  the  root  of  the  mesentery,  and  to  the  effects 
of  an  acute  spillage  of  pancreatic  secretions. 
The  hemorrhagic  episode  a year  later  is  probably 
best  explained  on  the  basis  of  blood  vessel  ero- 
sion by  an  accumulation  of  secretions,  under 


Fig.  6.  Operative  pancreatogram,  March  18,  1965:  duct  of 
Wirsung  and  fistula  not  directly  connected.  Radio-opaque 
packing  in  pancreatic  head  (indicated  by  arrow)  marks  site 
of  fistula  takeoff. 


pressure,  outside  the  pancreatic  ductal  system. 

Of  considerable  interest  is  the  severe  upper 
gastrointestinal  hemorrhage  which  lead  in  this 
case  to  the  third  operation,  and  the  first  demon- 
stration of  a frank  pseudocyst.  Massive  bleeding 
from  the  gastric  mucosa  has  been  reported  as  a 
not  infrequent  complication  in  cases  of  trau- 
matic pancreatitis.1  The  pathophysiologic  mech- 
anism involved  in  these  hemorrhages  has  not 
been  explained,  however. 

Recent  reports2  6 are  helping  to  clarify  the 
indications  for  pancreatojejunostomy  in  the  man- 
agement of  pancreatic  injuries.  This  operation 
has  now  been  performed  successfully  in  a num- 
ber of  acute  cases,  usually  by  Roux  en  Y tech- 
nique. It  is  recognized,  however,  that  primary 
pancreatojejunostomy  may  be  hazardous  in  pa- 
tients having  severe,  associated  injuries  to  neigh- 
boring viscera  and  great  vessels.  When  the 
condition  of  the  patient  having  a pancreatic- 
injury  is  precarious,  the  surgeon  should  content 
himself  with  suture  hemostasis,  and  the  place- 
ment of  a sump  drain.  If,  later,  despite  a con- 
sidered supportive  surgical  program,  a fistula 
becomes  established,  elective  partial  pancreat- 
ectomy or  pancreatojejunostomy  may  be  carried 
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Fig.  7.  Definitive  operation  for  fistula.  March  18,  1965: 
transection  of  pancreas;  implantation  of  distal  pancreas  into 
defunctionalized  loop  of  jejunum,  distal  of  Wirsung 
being  splinted  by  polyethylene  tube;  ligation  of  proximal 
duct  of  Wirsung;  operative  division  of  sphincter  of  Oddi, 
choledochostomy.  Gastrojejunostomy  and  vagotomy  had 
been  performed  previously. 
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abstract  o 

Prolongada  morbilidad  es  caracteristica  de  las 
injuries  de  la  cabeza  del  pancreas  y tiene  sus 
bases  en  la  disrupcion  de  los  duct  os  del  sistema 
glandular.  Al  moment  o el  presente  mane  jo  quir- 
urgico  del  trauma  del  pancreas  tiende  a ser 


out  under  more  favorable  operative  conditions. 

Because  of  its  technical  simplicity,  jejunal  im- 
plantation of  a pancreatic  fistula  may  represent 
an  attractive  solution  to  the  problem  of  persistent 
external  discharge  of  glandular  secretions.  Suc- 
cessful application  of  this  operative  procedure 
has  been  reported;7  but  the  inflammatory  nature 
of  the  tissues  involved  in  the  fistulous  tract  oper- 
ates against  its  maintenance  of  an  internal  drain- 
age function  on  a long-term  basis.8-" 

When  a fistula  involves  the  pancreatic  tail, 
block  resection  of  the  fistula,  the  distal  pancreas, 
and  the  spleen  would  appear  to  be  a reasonable 
operative  approach.  A persistent  external  shunt- 
ing of  secretions  from  the  ductal  system  of  the 
pancreatic  head  presents  a greater  surgical  prob- 
lem. Following  resection  of  a fistula  of  the  pan- 
creatic head,  jejunal  implantation  of  the  distal 
pancreas,  or  its  isolated  main  duct,  is  consider- 
ably more  conservative  of  glandular  function 
than  pancreatoduodenectomy,  or  the  radical 
near-total  pancreatectomy  of  Fry  and  Child.10  As 
indicated  by  the  postoperative  course  of  the 
case  presented,  complications  related  to  infec- 
tion, pancreatic  necrosis,  or  delayed  wound  heal- 
ing may  follow  pancreatojejunostomy,  but  the 
ultimate  surgical  result  should  be  satisfactory.  ■ 
312  West  Idaho  Street  (83702) 


XCES 

6 Thompson,  R.  J.,  and  Hinshaw,  D.  B.,  Pancreatic 
trauma,  review  of  87  cases,  Ann  Surg  163:153-160  (January) 
1966. 

7 Lahey,  F.  H.,  and  Lium,  R„  Cure  of  pancreatic 
fistula  by  pancreatojejunostomy,  Surg  Gynec  Obstet  64: 
78-88  (January)  1937. 

8 Cattell,  R.  B.,  and  Warren,  K.  W.,  Surgery  of  the 
pancreas,  W.  B.  Saunders  Co.,  Philadelphia  and  London, 
1953. 

9  Waddell,  W.  R.,  Personal  communication. 

10  Fry,  W.  J.  and  Child,  C.  G.,  3rd,  Ninety-five  per 
cent  distal  pancreatectomy  for  chronic  pancreatitis,  Ann 
Surg  162:543-549  (October)  1965. 


agresivo,  el  cirujano  puede  cantentarse  a si 
mismo  con  tin  procedimiento  simple  de  drenaje. 
Una  fistula  de  la  cabeza  del  pancreas  que  per- 
siste  despues  de  una  severa  injuria,  puede  ser 
tratado  por  medio  de  una  electiva  pancreato- 
yeyunostomia,  una  operacion  que  es  la  major 
para  conservar  la  funcion  pancreatica. 
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SPEC1A  L AR  TICLE 


What's  Ahead  for  U.  S.  Medicine? 

HORACE  COTTON,  Southern  Pines,  North  Carolina 


I came  to  the  United  States  from  England  fifteen 
years  ago.  Observing  the  American  medical  scene 
over  that  period  of  time,  I have  often  felt  as  though 
1 were  watching  a movie  that  I had  seen  before. 
And  sometimes  I have  a horrible  feeling  that  I 
know  how  it  comes  out.  I hope  it  doesn’t  come  out 
the  way  it  did  in  Britain,  but  at  times  I wonder. 

Almost  all  the  countries  represented  in  the  United 
Nations  have  some  form  of  compulsory,  national 
health-insurance.  The  truth  is  that  this  is  the  only 
Western  nation  of  any  consequence  that  does  not 
have  any.  That’s  one  of  the  reasons  why  I feel  at 
times  that  I have  seen  the  movie. 

The  outstanding  example  in  the  Western  world 
of  compulsory  national  health-insurance  is  the  fam- 
ous, infamous,  if  you  like,  British  National  Health 
Service.  The  most  recent  example  of  course  is  just 
north  of  us,  in  Canada. 

After  seven  years  of  “free”  hospital  care,  Canada 
is  on  the  brink  of  introducing  compulsory  “free” 
physicians’  care.  Personally,  I think  Canada  will  get 
it.  So  you  see,  it’s  coming  very  close  to  our  border. 

I spend  a lot  of  time  wondering  about  this  movie. 
I wonder  whether  there  is  any  way  at  all  to  change 
the  script.  That’s  what  I should  like  to  use  as  the 
subject  of  this  paper. 

Having  seen  what  has  happened  during  the  past 
fifteen  years,  I should  like  to  predict  what  is  going 
to  happen  in  the  next  fifteen  years.  Some  things,  if 
one  looks  in  the  crystal  ball,  are  easy  to  predict. 
I’ll  make  eight  predictions  right  now: 

I 

Fust  of  all,  in  the  next  fifteen  years  there  will 
be  more  specialists.  There  are  twice  as  many  speci- 
lists  in  this  country  today  as  there  were  when  I 
came  here  in  1950.  The  general  practitioner  is  on 
the  way  to  becoming  extinct.  Last  year  less  than 
18  per  cent  of  graduating  physicians  said  they  in- 
tended to  go  into  general  practice.  By  the  way,  in 
Britain  only  one  general  practitioner  in  seven  is 
under  35  years  of  age,  so  you  can  tell  what  is  hap- 
pening there. 

The  replacement  for  the  general  practitioner  in 
this  country  will  be  a four-man  team:  an  internist, 
an  obstetrician-gynecologist,  a pediatrician,  and  a 

Presented  before  the  Spokane  County  Medical  Society, 
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general  surgeon.  Seven  out  of  eight  specialists  in 
this  country  today  belong  to  those  four  specialties. 

II 

Of  course,  in  fifteen  years  the  doctor  shortage  will 
increase.  It  is  estimated  that  by  1970,  the  number 
of  physicians  graduating  annually  will  be  at  least 

2.000  below  the  number  required.  Perhaps  there  will 
be,  in  1980,  a shortage  in  each  graduating  class  of 

4.000  or  5,000  doctors. 

But  I wouldn’t  say  that  this  necessarily  means 
a shortage  of  doctors  in  private  practice.  Private 
practice  today  is,  in  many  respects,  pretty  competi- 
tive. I have  yet  to  be  convinced  that  there  is  an 
acute  shortage  of  doctors  in  private  medical  prac- 
tice. A great  deal  of  the  present  doctor  shortage 
actually  is  occasioned  by  the  fact  that  so  many  new 
physicians  are  going  into  academic  medicine,  re- 
search, government  employment,  industrial  medi- 
cine, and  all  kinds  of  salaried  employment.  It  just 
seems  that  these  fields  have  an  insatiable  appetite 
for  new  doctors.  I’m  not  at  all  sure  there’s  a shortage 
of  what  I might  call  real  doctors , that  is,  physicians 
who  treat  patients. 

III 

I think  that  in  fifteen  years  doctors  in  private 
practice  will  be  working  even  harder.  You’ll  see 
more  patients. 

The  doctor  who  fifteen  years  ago  saw  25  patients 
a day,  sees  40  or  more  today.  This  is  possible  be- 
cause you  have  more  help.  When  I came  to  this 
country,  it  was  quite  usual  for  a solo  doctor  to  have 
one  aide.  Now  most  of  them  have  two.  Some  have 
more.  This  trend  will  continue. 

Then,  of  course,  there  have  been  advances  in 
medical  science,  particularly  in  the  drug  industry. 
Four  out  of  five  of  the  drugs  you  use  today  were 
not  known  fifteen  years  ago.  It  is  perfectly  possible 
the  drugs  that  will  be  in  common  use  fifteen  years 
hence  have  not  been  discovered.  These  drugs  will 
contribute  to  your  ability  to  practice  more  efficiently 
and  to  see  more  patients  than  ever. 

IV 

I am  sure  that  the  cost  of  being  a private  physician 
will  rise.  In  1950  the  average  cost  of  maintaining 
a medical  practice  was  on  the  order  of  $6,000  a year. 
In  1964  it  was  $12,000.  This  year,  1965,  it  will  prob- 
ably be  nearer  $14,000.  I don’t  see  any  end  to  that 
particular  inflation  and,  appalling  as  it  may  sound 
to  you,  probably  fifteen  years  from  now  you  will 
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have  to  take  in  $25,000  before  you  begin  to  feed 
your  family  or  pay  your  taxes. 

Of  course,  fifteen  years  from  now  fees  will  be 
higher,  just  as  they  are  higher  today  than  they  were 
fifteen  years  ago.  However,  medical  fees,  when  they 
go  up,  do  so  considerably  later  than  the  cost  of 
living.  There  is  always  a time  lag  between  advancing 
living  costs  and  advancing  medical  costs.  I’d  say 
it  takes  just  about  a generation— 25  years— for  medic- 
al fees  to  double.  About  25  years  ago  the  $3.00 
office  visit  was  routine.  I am  sure  that  by  1980,  it 
will  be  $10.00.  I can’t  imagine  it  being  very  much 
less. 

But  I don’t  think  you  will  necessarily  be  any  bet- 
ter off  in  1980,  relatively  speaking.  With  advancing 
living  costs,  your  purchasing  power  will  probably 
remain  about  the  same. 

In  the  days  when  your  incomes  were  one-half 
of  what  they  are  now,  today’s  $3,000  automobile  cost 
$1,500.  The  girl  you  now  pay  $80.00  a week  got 
$25.00  a week.  So  relative  buying  power  doesn’t 
change  much,  even  in  years  of  inflation.  Fortun- 
ately, even  though,  as  doctors,  you  will  never  be 
rich,  you’ll  probably  go  on  making  a decent  living. 

V 

One  big  change  I foresee  is  a tremendous  move 
toward  combined  practice  in  contrast  to  solo  prac- 
tice. I foresee  the  day  when  the  solo  doctor  will  be 
considered  somewhat  of  an  eccentric— a loner.  In 
1950  approximately  one-fourth  of  U.  S.  physicians 
practiced  in  combination  by  sharing  expenses  or 
income,  or  both.  In  1965,  just  over  one-half  of  all 
U.  S.  physicians  are  in  combined  practice  of  one 
form  or  another.  So  the  growth  of  partnership  and 
group  practice  and  expense-sharing  is  very  real. 
Partnership  and  group  practice  is  very  much  liked 
by  patients,  and  will  surely  grow. 

VI 

1 foresee  in  the  coming  years  a great  strengthening 
of  the  grip  of  the  hospital  on  the  doctor.  This  is 
already  an  observable  trend.  Hospitals  are  in  every 
possible  way  attempting,  and  to  a large  extent  suc- 
ceeding, in  exercising  increasing  control  over  medic- 
al staffs.  This  I think  is  a great  tragedy,  because  the 
hospitals  are  actually  attempting  to  assume  power 
without  responsibility.  You  are  responsible  for  the 
patients,  but  the  hospitals  want  the  power. 

You  should  make  absolutely  certain  that  you  are 
consulted  on  every  major  change  affecting  the 
medical  staff.  I give  you  that  as  a very  serious 
warning.  The  focal  point  of  power  in  every  country 
having  a national  health  service  has  been  the  hos- 
pital. I don’t  want  to  be  a Jeremiah,  but:  Don’t  take 
things  for  granted  as  far  as  your  relations  with  hos- 
pitals are  concerned.  Make  sure  that  you  are  fully 
consulted  on  every  move. 


VII 

Another  thing  I foresee  is  a decline  in  voluntary 
insurance.  Until  now,  it  has  gone  up  year  after  year. 
The  latest  figure  is  that  151,000,000  Americans  have 
hospital  expense  insurance,  and  that  is  80  per  cent 
of  the  population.  140,000,000  have  some  surgical 
expense  insurance,  108,000,000  have  some  non- 
surgical  expense  insurance,  and  47,000,000  have 
major  medical  insurance. 

There’s  one  great  trouble  about  our  voluntary 
health  insurance.  While  about  four-fifths  of  all 
Americans  have  some  form  of  health  insurance,  the 
unfortunate  truth  is  that  voluntary  health  insurance 
pays  only  one-third  of  the  national  medical  bill. 
That’s  because  while  the  800-odd  purveyors  of  vol- 
untary health  insurance  concentrate  on  selling  poli- 
cies, they  do  not  provide  benefits  that  meet  the  full 
cost  of  hospital  and  doctor  care.  Unless  policyhold- 
ers get  a better  deal  from  voluntary  insurance,  a 
great  many  people  are  going  to  become  disenchanted 
with  their  coverage. 

In  particular,  the  allowances  that  insurers  pay 
for  doctors’  services  are  just  nonsensically  unrealistic. 
They  tend  to  depress  medical  fees  and  medical  in- 
comes. I would  say  if  I were  speaking  to  the  health 
insurance  industry;  “Please  stop  shooting  for  more 
policyholders  and  instead  shoot  for  more  benefits  at 
a fair  price.” 

VIII 

Recent  developments  threaten  the  very  survival  of 
voluntary  health  insurance. 

Beginning  in  July,  1966,  those  over  65  in  the 
U.  S.  are  going  to  get  their  hospital  care  tax-paid. 
They  are  going  to  get  physicians’  services  for  an  ini- 
tial contribution  of  $3.00  per  person  per  month. 

What’s  the  next  move?  Is  it  going  to  end  the  way 
it  has  ended  in  Scandinavia,  Germany,  Britain, 
Australia,  New  Zealand  and  now  Canada? 

Believe  me,  the  idea  of  so-called  free  medical 
care  is  mighty  attractive  to  the  people.  I have  two 
daughters  in  Britain.  They  are  both  married.  One 
has  two  children,  the  other  has  three.  Neither  of 
my  daughters  knows  what  it  is  to  pay  a doctor,  a 
hospital,  a druggist  or  a dentist.  And  when  I go  to 
Britain  I have  to  explain  to  them  a system  where 
you  do  pay  the  doctor,  the  dentist,  and  hospital. 
My  elder  daughter  said  to  me  one  day:  “Dad,  it 
sounds  rather  like  having  to  pay  a policeman  for 
catching  the  burglar.”  This  is  the  impression  that 
people  get  when  they  have  been  brought  up  on  a 
tax-paid  system. 

Do  you  realize  that  after  next  July,  when  Medi- 
care comes  in,  50,000,000  Americans  will  be  look- 
ing to  Uncle  Sam  to  foot  the  bills  for  medical  care? 
That  number  will  include  the  18,000,000  over  age 
65,  all  those  in  military  service,  all  the  dependents 
of  the  military  forces,  and  all  the  Federal  employees 
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whose  insurance  is  paid  by  the  employer,  all  the 
veterans,  all  the  people  hospitalized  by  the  U.  S. 
Public  Health  Service,  all  the  Indians,  and  all  the 
prisoners  in  jails.  That’s  25  per  cent  of  the  popu- 
lation right  there. 

If  you  want  to  know  what  I think  will  be  the  next 
development,  it  is  that  tax  dollars  will  pay  for  the 
age-group  under  18.  Left  will  be  the  18-to-64-year 
old  population,  who  will  pick  up  the  tab  for  the 
young,  the  old,  the  jobless,  and  all  the  rest.  Finally, 
they  are  going  to  ask  somebody  to  pick  up  the  tab 
for  them. 

the  medical  Maginot  Line 

You  wonder,  as  I do:  What  can  we  do  to  stop 
this?  Well,  the  first  thing  you  can  do  is  to  start 
doing  something  to  help  yourselves.  Just  don’t  leave 
everything  to  the  American  Medical  Association. 

The  American  Medical  Association  operates  on 
the  principle  of  the  Maginot  Line.  You  remember 
that  in  1939,  France  dug  in  behind  the  Maginot 
Line.  It  was  “impregnable”.  All  they  had  to  do  was 
resist,  and  no  one  would  pass.  Of  course,  nobody 
tried  to  pass.  The  Germans  went  around  the  comer. 
That’s  what  will  happen  to  you  if  you  depend  upon 
your  Maginot  Line  by  just  saying  No.  You’ll  be  by- 
passed. 

You  will  have  to  influence  your  own  American 
Medical  Association  to  sit  down  at  the  table  and 
talk  about  some  kind  of  middle  ground  that  you 
can  live  with,  and  that  the  poliucians  will  agree  to 
live  with.  As  long  as  you  just  stagnate,  you  are 
going  to  be  outflanked.  You  were  outflanked  this 
summer.  Congress  passed  around  your  Maginot  Line. 

the  backlog 

I also  think  doctors  should  stop  saying  that  no- 
body in  this  country  goes  without  medical  care  for 
lack  of  means.  It  isn’t  true.  People  in  this  country 
do  go  without  medical  care  for  lack  of  means.  What 
is  true— and  what  you  mean— is  that  you  don’t  turn 
anyone  away  for  lack  of  means.  But  a great  many 
people  who  lack  means  don’t  come  to  you.  You  are 
going  to  find  this  out  next  July  when  people  over 
65,  with  their  hernias,  hemorrhoids,  and  all  kinds 
of  other  things,  come  out  of  the  woodwork.  Every 
household  with  an  ancient  person  will  have  a truss- 
burning in  1966.  Now,  in  one  way,  that  won’t  harm 
you  because  you’re  going  to  get  paid  for  this  work. 
Before,  you  did  it  for  nothing. 

The  experience  in  all  of  the  countries  that  have 
introduced  national  health  insurance  has  been  that 
there  was  an  unexpected,  huge  backlog  of  health 
care.  The  health  care  was  not  vital,  not  emergent, 
but  just  desirable.  Now  that  such  care  can  be  ob- 
tained here  without  paying  for  it  directly,  it  is  going 
to  be  obtained. 


Please  don’t  say  that  under  Medicare  the  standard 
of  medical  care  in  this  country  will  drop.  I don’t 
believe  it.  Under  any  system,  you  will  still  be  physi- 
cians. The  only  way  the  standard  of  medical  care 
can  drop  is  that  you,  as  physicians,  do  less  than 
your  best.  I know  that  you  aren’t  going  to  do  that. 
So  it’s  really  rather  foolish  to  tell  the  public  that 
under  Medicare  they’ll  get  poorer  care.  You  are 
simply  denying  yourselves. 

Also,  don’t  say  that  introduction  of  Medicare  will 
destroy  the  doctor-patient  relationship.  The  signature 
on  a check  doesn’t  change  the  relationship  between 
doctor  and  patient.  Incidentally,  it  won’t  be  a gov- 
ernment signature  on  the  check.  Medicare  will  be 
administered  through  fiscal  agents,  chiefly  Blue 
Shield  and  Blue  Cross. 

nonparticipation  is  foolish 

All  over  the  country  there  are  physicians  in 
pockets  of  resistance  in  the  medical  profession  who 
say:  “Let  us  not  participate  in  Medicare.”  I think 
that’s  foolish.  Who  will  be  hurt  by  non-participa- 
tion? Only  the  patients.  When  they  wish  to  see  you 
and  can’t  because  you  won’t  participate  in  Medicare, 
they  will  have  to  go  to  some  other  doctor  as  a sub- 
stitute. They  won’t  feel  happy.  Don’t  think  for  a 
moment  you’ll  be  hurting  Uncle  Sam.  Uncle  Sam 
won’t  care. 

what  can  be  done? 

The  big  thing  you  can  do  is  to  help  improve  the 
voluntary  system  of  health  insurance,  so  that  ex- 
tension of  the  compulsory  method  is  unnecessary. 
“It  is  a proper  function  of  government  to  do  for 
the  people  what  the  people  cannot  or  will  not  do 
for  themselves.”  That’s  not  original  with  me,  I am 
quoting  President  Lincoln.  It’s  a very  sound  thing 
to  say.  It’s  the  reason  the  government  defends  the 
people  through  the  military  forces.  It’s  the  reason 
local  government  protects  the  people  with  police 
forces.  It’s  the  reason  State  governments  educate 
children  through  the  schol  systems. 

But  the  government  doesn’t  feed  the  people. 
The  government  doesn’t  clothe  the  people.  The  gov- 
ernment doesn’t  house  the  people.  All  of  these  things 
are  basic  necessities  of  life,  much  more  basic  than 
medical  care.  That’s  why  I don’t  think  government 
should  provide  medical  care.  But  if  the  people  can- 
not and  do  not  provide  it  for  themselves,  then  the 
government  will.  This  is  historical  truth. 

The  task  that  lies  before  us  is  to  show  that  com- 
pulsory national  health  service  is  not  just  politically 
wrong  in  this  country,  but  economically  unnecessary. 
If  voluntary  effort  can  do  the  job,  then  compulsory 
government  effort  is  not  needed.  This  is  the  task 
before  the  profession  and  the  insurance  industry: 
To  make  the  voluntary  system  so  good  that  the  com- 
pulsory method  will  never  be  extended.  ■ 
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X-Ray  of  the  Month 


Pulse  may  be  diminished  or  absent  in  these  cases.  Why?  What  had  the 
coach  observed?  Is  the  shape  of  the  shadow  in  the  chest  significant?  Is  treatment 
medical  or  surgical? 


The  patient  was  a white  male  of  13  years 
whose  chief  complaint  was:  “The  basketball 
coach  said  my  stomach  was  too  big  and  that  I 
should  see  a doctor.”  Physical  examination  of  the 


abdomen  revealed  some  hepatomegaly  and 
ascites.  No  other  physical  findings  could  be 
found.  Past  history  was  totally  non-contributory. 

SEE  PAGE  593 


. 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1: 14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  S mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 


2-mg,  5-mg,  10-mg  tablets 


• “*mgj  o-mg,  iu-1 

Valium 

(diazepam) 


Oregon  Medical  Association -2164  s.  w.  park  place,  Portiond,  Oregon  97205 


OREGON 

\ 


president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 

1:05  “Welcome” 

Ralph  D.  Odell,  M.D.,  President,  Jackson 
County  Unit,  Oregon  Div.,  American  Cancer 
Society 

1 : 10  Basic  Radiation  Physics 
J.  Robert  Lee,  M.D. 

1:20  Radiotherapy  of  Head  and  Neck 
Orliss  Wildermuth,  M.D. 

2:30  Therapy  of  Breast  Cancer 

Robert  S.  Sherman,  Jr.,  M.D. 

3:15  Coffee  Break 

3:30  Gynecological  Cancer— Treatment  by  Super- 
voltage  and  Radium 
John  M.  W.  Gibson,  M.B.,  CH.B. 

4:15  Question  and  Answer  Period 

J.  Robert  Lee,  M.D.,  moderator 
5:00  Adjournment 
6:00  Social  Hour 

7:00  Banquet— Wives  and  families  are  welcome 
8:00  Adjournment  to  Shakespearean  Festival 
(Two  Gentlemen  of  Verona) 

Saturday  Morning,  August  27,  1966 

Alan  S.  Markee,  M.D.,  Presiding 
8:00  Breakfast  at  Country  Club 

Informal  discussion  with  speakers 
William  R.  Stewart,  M.D.,  Moderator 
9:15  Lung  Cancer 

J.  Robert  Lee,  M.D. 

10:00  Panel  Discussion  of  Representative  Cases 
Orliss  Wildermuth,  M.D.,  Moderator 
John  M.  W.  Gibson,  M.B.,  CH.B. 

J.  Robert  Lee,  M.D. 

Robert  S.  Sherman,  Jr.,  M.D. 

Audience  participation  is  invited  and  en- 
couraged 

12:00  Adjournment 

Informal  no-host  luncheon  with  guest  speakers 


Cancer  Symposium 


ORLISS  WILDERMUTH,  M.D. 


August  25-26,  1966,  are  the  dates  set  for  the 
John  Tomlin  Memorial  cancer  lectures  in  Medford, 
Oregon.  This  symposium  will  feature  four  guest  lec- 
turers. They  are  John  M.  W.  Gibson,  M.B.,  CH.B., 
from  the  British  Columbia  Cancer  Institute  in  Van- 
couver, B.C.,  J.  Robert  Lee,  M.D.,  Director  of 
Radiotherapy  at  Emanuel  Hospital  in  Portland,  Rob- 
ert S.  Sherman,  Jr.,  M.D.,  Therapeutic  Radiology  in 
the  Children’s  Hospital,  San  Francisco,  and  Orliss 
Wildermuth,  M.D.,  director  of  the  Tumor  Institute, 
of  the  Swedish  Hospital  in  Seattle. 

Those  attending  are  also  invited  to  attend  events 
of  the  Oregon  Shakespearean  Festival  in  Ashland, 
Oregon  and  the  Britt  Music  Festival  in  Jacksonville, 
Oregon. 

Friday  Afternoon,  August  26,  1966 

Richard  H.  Saul,  M.D.,  Presiding 

11:00-1:00  p.m.  Registration 
1 : 00  Introductions 

Earl  L.  Lawson,  M.D.,  Chairman,  1966 
Tomlin  Memorial  Cancer  Lectures 
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Combined  Meetings 

92nd  Annual  Session  of  Oregon  Medical  Association 
42nd  Series  of  Sommer  Memorial  Lectures 
26th  Annual  Congress  on  Occupational  Health 
13th  Annual  Pacific  Northwest  Occupational  Health  Conference 


When  the  AMA  Council  on  Occupational  Health 
scheduled  its  Annual  Congress  for  Portland,  Sep- 
tember 27-28,  1966,  the  way  was  opened  for  a 
combined  program  of  unusually  high  interest.  The 
Pacific  Northwest  Occupational  Health  Conference 
wras  promptly  arranged  for  the  same  week,  and  the 
Sommer  Lectures  and  Oregon  Medical  Association 
were  planned  to  combine  with  the  other  two. 

The  week  will  start  with  meetings  of  the  Pacific 

PACIFIC  NORTHWEST  OCCUPATIONAL  HEALTH 
CONFERENCE 

Monday,  September  26 

11:00  Registration,  Sheraton  Motor  Hotel 
12:00  Luncheon,  Sheraton  Motor  Hotel 

Search  for  the  Tools  of  Cancer  Prevention 

I.  S.  Ravdin,  M.D..  Philadelphia 


I.  S.  RAVDIN',  M.D. 


2:00  Meeting,  Memorial  Coliseum 

Panel  discussion— An  Ounce  of  Prevention 
Moderator,  Martin  A.  Howard,  M.D., 
Portland 

Panelists,  Katherine  R.  Boucot,  M.D., 
Philadelphia;  Ellen  Brown,  R.N.,  Port- 
land; William  W.  Krippaehne,  M.D., 
Portland;  James  W.  WTiitely,  M.D.,  Port- 


Northwest  Conference  on  Monday.  On  the  following 
day  the  AMA  Congress  will  open  and  combine  with 
the  final  day  of  the  Northwest  Conference.  Con- 
cluding day  of  the  Congress  will  coincide  with  the 
first  day  of  the  Oregon  Medical  Association’s  meet- 
ing. First  of  the  Sommer  Memorial  Lectures  will  be 
given  on  Tuesday  and  the  last  on  Friday. 

The  preliminary  program  follows: 


land;  Mr.  William  D.  Gargan,  Hollywood; 

I.  S.  Ravdin,  M.D.,  Philadelphia 
3:30  Essential  to  Industry— A Healthy  Hospital 
Corps 

Mr.  Mark  Berke,  San  Francisco 
Helen  Salmon,  R.N.,  Los  Angeles 
6:00  Reception  and  Dinner 

The  Environment  of  American  Industry 

Charles  L.  Hudson,  M.D., 
President  AMA,  Cleveland 

CONGRESS  ON  OCCUPATIONAL  HEALTH 
Tuesday,  September  27 

8:30  Registration 

9:30  Individual  Identity  in  a Continuing 
Industrial  Revolution 

Jean  Spencer  Felton,  M.D.,  Los  Angeles 
10:00  The  Costly  Absent  Employee 

Leonard  E.  Himler,  M.D.,  Ann  Arbor,  Michigan 
10:30  Early  Detection  of  Disease 

Lemuel  C.  McGee,  M.D.,  Wilmington  Delaware 
11:00  Sommer  Lecture— The  Practice  of 
Occupational  Medicine 
R.  S.  F.  Schilling,  M.D.,  London,  England 
12:00  Luncheon 

Cardiac  Disability  and  the  Workmen’s 
Compensation  Law 

Harold  F.  McNeice,  L.L.D.,  New  York 
John  Thornton,  L.L.D.,  New  York 
2:00  SKF  TV— Return  to  Work  Following  Illness 
or  Injury 

Moderator,  Forrest  E.  Rieke,  M.D.,  Portland 
3:30  Impairment  and  Disability 

Raymond  R.  Suskind,  M.D.,  Portland 
6:30  Opening  session,  OMA  House  of  Delegates 
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Wednesday,  September  28 

9:00  Sommer  Lecture— What  is  the  Patient’s 
Occupation? 

R.  S.  F.  Schilling,  M.D.,  London 
10:00  Aerospace  Medical  Problems 

Lawrence  E.  Lamb,  M.D.,  San  Antonio 
11:00  Sommer  Lecture— Heat  Stress  and  the  Heart 
George  E.  Burch,  M.D.,  New  Orleans 
12:00  Luncheon 

The  Handicapped  and  You 

Mr.  Harold  Russell,  Washington,  D.C. 
2:00  SKF  TV— Pulmonary  Function  and  Work 
Capacity 

Moderator,  Donald  M.  Pitcairn,  M.D.,  Portland 
4:00  Sommer  Lecture— Sprains  and  Fractures  of 
the  Ankle 

Oscar  P.  Hampton,  M.D.,  St.  Louis 

OREGON  MEDICAL  ASSOCIATION 
Thursday,  September  29 

8:30  Registration 

9:00  Sommer  Lecture— The  Cardiomyopathies, 
Especially  Coxackie  Viral  Myocarditis  and 
Valvulitis 

George  E.  Burch,  M.D.,  New  Orleans 
10:20  Sommer  Lecture— Indication  and  Advantages 
of  Operative  Treatment  of  Fractures 

Oscar  P.  Hampton,  M.D.,  St.  Louis 
11:00  Sommer  Lecture— Use  of  Epidemiological 
Investigation  in  Occupational  Medicine 

R.  S.  F.  Schilling,  M.D.,  London 
2:00  SKF  TV— Common  Skin  Diseases— Case 
Presentations 

Moderator,  F.  A.  J.  Kingery,  M.D.,  Portland 

Friday,  September  30 

9:00  Sommer  Lecture— Basic  Management  of 
Open  Fractures  and  Lacertations 

Oscar  P.  Hampton,  M.D.,  St.  Louis 
10:20  Sommer  Lecture— Papillary  Muscle 
Dysfunction 

George  E.  Burch,  M.D.,  New  Orleans 
2:00  SKF  TV— What  is  the  Diagnosis,  Doctor? 
Moderator,  S.  Spence  Meighan,  M.D.,  Portland 


OBITUARIES 

dr.  mary  ethel  fellows,  88,  retired  Portland 
radiologist,  died  on  April  16,  1966  from  a arterio- 
sclerotic heart  disease.  Dr.  Fellows  was  born  in 
Churchville,  Ontario,  Canada.  She  attended  the  Uni- 
versity of  Michigan  Homeopathic  School  of  Medicine 
in  Ann  Arbor,  Michigan.  In  1927,  she  received  her 
Oregon  license.  Dr.  Fellows  teas  married  to  the 
late  Mr.  Floyd  F.  Fellows. 


dr.  merle  Harris  swanson  died  on  April  15, 
1966.  Dr.  Swanson  was  an  internist  in  Klamath 
Falls.  In  1935,  he  received  his  medical  degree  from 
the  University  of  Southern  California  School  of 
Medicine  at  Los  Angeles  and  in  1936,  he  received 
his  Oregon  license.  Dr.  Swanson  belonged  to  the 
American  College  of  Cardiology,  the  American 
College  of  Physicians  and  the  Society  of  Internal 
Medicine.  He  was  58  when  he  died  from  coronary 
occlusion. 

DR.  LEE  WASHINGTON  DICKINSON  died  Oil  April 

23,  1966  in  Portland  from  an  acute  myocardial  in- 
farction. He  was  69.  Dr.  Dickinson  was  educated  at 
the  University  of  Oregon  Medical  School  in  Port- 
land. He  received  both  his  degree  and  his  license 
in  1926.  He  belonged  to  the  American  Academy  of 
General  Practice. 

DR.  WILLIAM  FLETCHER  HOLLENBECK,  68,  died 

April  15,  1966.  A lifelong  resident  of  Oregon,  Dr. 
Hollenbeck  was  a past  president  and  vice-president 
of  the  Multnomah  County  Medical  Association.  He 
attended  the  University  of  Oregon  Medical  School 
in  Portland  and  received  both  his  degree  and  his 
license  in  1924. 

Dr.  Hollenbeck  was  a veteran  of  both  World 
War  I and  World  War  II.  An  Internist,  he  belonged 
to  the  American  Gastro-Enterological  Association, 
the  American  College  of  Physicians,  and  the  Ameri- 
can Society  of  Internal  Medicine. 

The  cause  of  death  was  myocardial  infarction 
due  to  arteriosclerotic  heart  disease. 

Northwest  Proctologic  Society 

The  Northwest  Proctologic  Society  will  meet  at 
the  Salishan  Lodge  on  August  28,  29,  30,  and  31. 
Salishan  Lodge  is  located  at  Gleneden  Beach,  Ore- 
gon, 269  miles  from  Seattle  and  90  miles  south  of 
Portland. 

Schedule  of  lectures: 

Monday,  August  29,  1966 

“X-ray  Diagnosis  of  Large  Bowel  Lesions” 

John  Loomis,  M.D.,  Portland 
“Colo-Rectal  Problems  in  the  Retarded  Patient” 
Ralph  K.  Zech,  M.D.,  Seattle 
“Anesthesia  in  Anorectal  and  Colon  Disease” 

Anton  C.  Kirchhof,  M.D.,  Portland 
Symposium  on  benign  disease 

E.  L.  Clanton,  M.D.,  Spokane 

William  Sutherland,  M.D.,  Vancouver,  B.C. 

E.  E.  Wadsworth,  M.D.,  Vancouver,  B.C. 

Tuesday,  August  30,  1966 
“What’s  New  in  Polyps” 

Clyde  E.  Culp,  M.D.,  Rochester,  Minnesota 

Continued  on  page  583 
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Belap  relaxes  visceral  spasm . 
Belap  decreases  hyperacidity. 
Belap  reduces  nervous  tension . 
Belap  soothes  the  spastic  gut. 
What  more  could  you  ash  of 
one  little  tablet? 


Hypersecretion  and  smooth 
muscle  spasm  are  the  two  components 
of  visceral  spasm.  Belap  treats  both 
simultaneously  with  its  combination  of 
natural  belladonna  alkaloids  for 
prompt  anticholinergic  action. 
Phenobarbital  provides  smooth  central 
sedation.  Belap  safely  and  reliably 
relieves  the  pain  and  distress  of  visceral 
spasm  in  peptic  ulcer,  abdominal  pain 
and  cramps,  pylorospasm,  nausea  of 
pregnancy,  nervous  indigestion  and 
motion  sickness. 


Each  Belap  Tablet  contains: 

No.  0 No.  1 No,  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 
(Warning,  may  be  habit  forming) 
Belladonna 

Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 
Available  in  bottles  of  100  and  1000. 

Use  Belap  Ty-Med  tablets 
whenever  timed-release  medication  for 
smooth,  prolonged  anticholinergic 
and  sedative  action  is  desired. 


Belap  Ty-Med*  (Modified  formula). 
Each  tablet  contains : 

Amobarbital  (Warning, may  be  habit 
forming)  50  mg.  Homatropine 
methylbromide  7.5  mg. 

*Lemmon  brand  of  timed-release 
medication. 

One  Ty-Med  tablet  morning  and 
night.  Available  in  bottles  of  30  and  100 
tablets.  Observe  the  usual  precautions 
for  barbiturates  and  parasympatholytic 
compounds. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

HAACK  LABORATORIES, INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPAN 
PORTLAND, OREGON  97208 
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“Squamous  Cell  Carcinoma  of  Anus” 

Winston  E.  Austin,  M.D.,  Vancouver,  B.C. 
“Diverticular  Disease” 

E.  D.  Parkinson,  M.D.,  Boise 
Symposium  on  surgical  problems 

Lawrence  D.  Leslie,  M.D.,  Eugene 
John  L.  McKay,  M.D.,  Seattle 
Frank  C.  Swartzlander,  M.D.,  Calgary 

Wednesday,  August  31,  1966 
“Multiple  Malgnancies  of  the  Colon” 

Kenneth  G.  Atkinson,  M.D.,  Vancouver,  B.C. 
“The  Irritable  Colon  Syndrome” 

Norbert  E.  Medved,  M.D.,  Portland 
“Complications  of  Abdominoperineal  Resection 
John  D.  Hough,  M.D.,  Victoria 
"Doctor’s  Ladies” 

Leslie  W.  Tasche,  M.D.,  Sheboygan,  Wisconsin 


National  Council  Appointment 


KENNETH  C.  SWAN,  M.D. 


University  of  Oregon  Medical  School  Ophthal- 
mology Department  Chairman  Kenneth  C.  Swan 
has  been  appointed  to  the  U.S.  Public  Health  Ser- 
vice’s National  Advisory  Council  for  Neurological 
Diseases  and  Blindness,  according  to  Acting  Surgeon 
General  Dr.  Leo  J.  Gehrig. 

Council  members  serve  as  consultants  to  the  Sur- 
geon General  and  make  recommendations  concerning 
pertinent  programs  of  the  Public  Health  Service. 
A major  responsibility  of  the  members  is  the  review 
and  recommendation  of  grants  to  support  nongovern- 
mental research.  The  council  also  surveys  research 
being  conducted  on  neurological  diseases  and  blind- 
ness and  suggests  action  to  stimulate  additional  work 
in  areas  where  more  investigation  is  needed. 

Prior  to  his  council  appointment  Dr.  Swan  was  on 
the  Public  Health  Service’s  Vision  Training  Com- 
mittee. During  the  past  15  years  he  has  served  on 
various  study  sections  and  committees  of  the  Service’s 
National  Institutes  of  Health. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 


Trocinate 


THIPHENAMIL  HC1 

BETA -DIETHYL  A MiNOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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WASHINGTON 


Washington  State  Medical  Association  — 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


Preliminary  Scientific  Program 

WSMA  ANNUAL  MEETING 

September  18-21,  1966,  Spokane 

Washington  State  Medical  Association  Scientific  Program  Committee  members 
have  developed  the  preliminary  program  for  several  Specialty  Sessions.  While  some 
changes  in  speakers  and  scheduling  may  be  necessary  later,  the  program  is  tentatively 
scheduled  as  follows: 

ANESTHESIOLOGY  SCIENTIFIC  SESSION 
Session  Chairman:  Carrol  Nellermoe,  M.D.,  Spokane 
Monday  Afternoon,  September  19 
Changing  Concepts  in  Shock— E.  Trier  Morch,  M.D.,  Chicago,  Illinois 
Complications  and  Deaths  Associated  with  Anesthesia— 

John  W.  Pender,  M.D.,  Palo  Alto,  California 
Modes  of  Therapy  in  the  Treatment  of  Shock— a Panel  Composed  of  Drs.  E.  Trier 
Morch,  Chicago;  John  W.  Pender,  Palo  Alto;  J.  Paul  Shields,  Spokane;  and 
Richard  N.  Kleaveland,  Spokane 

ENT  AND  GENERAL  PRACTICE 
JOINT  SCIENTIFIC  SESSION 
Session  Chairman:  John  T.  Rulon,  M.D.,  Spokane 
Tuesday  Morning,  September  20 

Modern  Indications  for  T and  A— John  S.  Hansel,  Jr.,  M.D.,  Seattle 
Evaluation  of  the  Patients  with  “Sinus  Trouble”:  What  the  Family  Physician 
Can  Do— Malcolm  Graham,  M.D.,  Victoria,  B.C. 

Wednesday  Morning,  September  21 
Serous  Otitis  Medias  What  is  if?— James  Donaldson,  M.D.,  Seattle 
The  Chronic  Draining  Ear:  Current  Concepts  in  Treatment- 
fames  McNeill,  M.D.,  Spokane 
BelTs  Palsy:  What  Is  the  Proper  Management?  — 

Malcolm  Graham,  M.D.,  Victoria,  B.C. 

Questions  and  Answers  with  Guest  Speakers-A  Panel  Composed  of  Drs.  James 
Donaldson,  Seattle;  James  McNeill,  Spokane;  and  Malcolm  Graham,  Vic- 
toria, B.C. 
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INTERNAL  MEDICINE  SCIENTIFIC  SESSION 
Session  Chairman:  Arthur  B.  Craig,  M.D.,  Spokane 


Monday  Morning,  September  19 


Diffuse  Pulmonary  Disease  with  Special  Reference  to  Muscular  Cirrhosis  of 
Lung—  Drs.  Edward  H.  Morgan,  Seattle;  Anthony  M.  Putra,  Pasco;  and 
John  D.  Allen,  Seattle 

Chemoprophylaxis  in  Certain  Positive  Tuberculin  Reactors  with  Special  Refer- 
ence to  Reversion  to  Negative— George  W.  Rodkey,  M.D.,  Spokane 
Polytome  Multi-Directional  Body  Section  Roentgenography— 

David  P.  Christie,  M.D.,  Seattle 
Penicillin  Allergy— Edward  C.  Smith,  M.D.,  Spokane 

Patterns  of  Pulmonary  Vascular  Disease— John  Rutler,  M.D.,  Professor  of  Medi- 
cine; Head,  Division  of  Pulmonary  Diseases,  University  of  Washington 
School  of  Medicine,  Seattle 

Newer  Concepts  of  Angiography— Owen  Martin, M.D.,  Seattle 
Questions  and  Answers  with  Guest  Speakers— A Panel  Composed  of  Drs.  Edward 
H.  Morgan,  Seattle;  George  W.  Rodkey,  Spokane;  David  P.  Christie,  Seattle; 
Edward  C.  Smith,  Spokane;  John  Rutler,  Seattle;  and  Owen  Martin,  Seattle 


INTERNAL  MEDICINE  AND  SURGERY-JOINT  SCIENTIFIC  SECTION 


How  Practical  Is  Hemodialysis—  Richard  E.  Steury,  M.D.,  Spokane;  Loren  A. 

Gothberg,  M.D.,  Spokane;  and  Thomas  A.  Marr,  M.D.,  Spokane 
Bone  Marrow  Transplantation— A Clinic’s  Experience— John  H.  Phillips,  M.D., 
Spokane  and  Samuel  K.  Mellvanie,  M.D.,  Spokane 
Surgical  Aspects  of  Human  Organ  Transplants— Thomas  Marchioro,  M.D.,  Associ- 
ate Professor  of  Surgery,  University  of  Colorado  School  of  Medicine; 
Assistant  Chief  of  Surgery,  Denver  Veterans  Administration  Hospital 
Immunological  Aspects  of  Human  Organ  Transplants—  E.  Donnall  Thomas,  M.D., 
Professor  om  Medicine,  University  of  Washington  School  of  Medicine,  Seattle 
Questions  and  Answers  with  Guest  Speakers— A Panel  Composed  of  Drs.  Thomas 
Marchioro,  Denver;  E.  Donall  Thomas,  Seattle;  and  James  M.  Burnell,  Seattle 


Aldostrene—A  Review— Robert  P.  Parker,  M.D.,  Spokane 

Use  of  Cardiac  Pacemakers  in  Private  Practice— J.  Paul  Shields,  M.D.,  Spokane; 
Waverlv  J.  Ellsworth,  Jr.,  M.D.,  Spokane;  and  Richard  B.  Ahlquist,  Jr.,  M.D., 
Spokane 

The  Spectrum  of  Cranial  Arteritis— Rex  T.  Hoffmeister,  M.D.,  Spokane 
Thermography— A New  Diagnostic  Technique— Travis  Winsor,  M.D.,  Associate 
Clinical  Professor  of  Medicine,  University  of  Southern  California  School  of 
Medicine 

The  Use  of  Hyperbaric  Oxygen  in  Problems  of  Infection  and  Ischemia— Orliss 
Wildermuth,  M.D.,  Seattle 

Beside  Diagnosis  of  Constrictive  Pericarditis— Kenneth  M.  Eyer,  M.D.,  Seattle 
Questions  and  Answers  with  Guest  Speakers— A Panel  Composed  of  Drs.  Robert 
P.  Parker,  Spokane;  J.  Paul  Shields,  Spokane;  Rex  T.  Hoffmeister,  Spokane; 
Travis  Winsor,  California,  Orliss  Wildermuth,  Seattle  and  Kenneth  M.  Eyer, 
Seattle 


Tuesday  Morning,  September  20 


Wednesday  Morning,  September  21 
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OB-GYN  SCIENTIFIC  SESSION 
Session  Chairman:  Thomas  Gilpatrick,  M.D.,  Spokane 
Tuesday  Morning,  September  20 

Treatment  of  Cervical  Carcinoma— Willard  M.  Allen,  M.D.,  Professor  and  Head 
of  OB-GYN  Department,  Washington  University  School  of  Medicine,  St.  Louis 
Chemotherapy  of  Gyn  Malignancies— David  C.  Figge,  M.D.,  Associate  Professor 
of  OB-GYN,  University  of  Washington  School  of  Medicine;  Obstetrician- 
Gvnecologist-in-Chief,  King  County  Hospital 
“ The  Sweet  Potato  Vine”— A Play  to  Evoke  Discussion— Sponsored  by  the  Family 
Counseling  Service,  Spokane 

Wednesday  Morning,  September  21 

Intra-Uterine  Contraceptives—  George  C.  Denniston,  Jr.,  M.D.,  Seattle 
Doctor,  Am  1 Likely  to  Have  Another  Child  with  Mongolism?— H.  C.  Thuline, 
M.D.,  Research  Director,  Rainier  School,  Buckley 
Cervical  Cancer  in  Seattle— David  C.  Figge,  M.D.,  Seattle 
Spinal  Headache  as  Related  to  Needle  Size— Robert  L.  Smith,  M.D.,  Seattle 
Para-Cervical  Block— John  J.  Drynan,  M.D.,  Spokane 
Adult  Female  Urethral  Mental  Stenosis— John  A.  Wolf,  Jr.,  M.D.,  Seattle 
Steroids  and  Incompetent  Cervix— Willard  M.  Allen,  M.D.,  Professor  and  Head  of 
OB-GYN  Department,  Washington  University  School  of  Medicine,  St.  Louis 

PSYCHIATRIC  SCIENTIFIC  SESSION 

Session  Chairman:  Verne  E.  Cressey,  M.D.,  Spokane 
Postpartum  Differences  Between  Mothers— Normals  vs  Psychiatric  Admissions— 
Virginia  L.  Larsen,  M.D.,  Chief,  Medical  Department,  Mental  Health  Re- 
search Institute,  Fort  Steilacoom 

Croup  Therapy  at  the  Rainier  State  School— Jack  Bucher,  M.D.,  and  John  N. 
Lavalle,  M.D.,  Seattle 

Medical-Legal  Responsibilities  in  Discharging  Hospitalized  Psychiatric  Patients— 
Charles  H.  Jones,  M.D.,  Bow 

Depression:  A Research  Behavioral  Analysis  with  Certain  Treatment  Implications 
—John  I.  Nurnberger,  M.D.,  Professor  and  Chairman,  Department  of  Psychi- 
atry, Indiana  University  Medical  Center,  Indianapolis 

SURGICAL  SCIENTIFIC  SESSION 

Session  Chairman:  George  Girvin,  M.D.,  Spokane 
Monday  Morning,  September  19 

Carcinoma  of  Pelvic  Organs  Treated  by  Exeneration— Robert  W.  Osborne,  M.D., 
Tacoma  and  Ralph  V.  Stagner,  M.D.,  Tacoma 
Transvesical  Approach  to  the  Urethral  Diverticulum  (Movie)  — 

J.  L.  McCormack,  M.D.,  Seattle 

Congenital  Proximal  Urethral  Stricuture  in  Male— Julian  S.  Ansell,  M.D.,  Seattle, 
Ben  Cobb,  M.D.,  Seattle  and  John  A.  Wolf,  Jr.,  M.D.,  Seattle 
Ligamental  Knee  Injuries— Jack  B.  Watkins,  M.D.,  Spokane 
Bone  Tumors— George  T.  Wallace,  M.D.,  Spokane 
Simple  Compression  Bone  Plate— George  W.  Bagbv,  M.D.,  Spokane 
Roll-Y  Pharyngoplasty  and  Palate  Lengthening  (Movie)  — 

Edward  N.  Hamacher,  M.D.,  Spokane 

Observations  in  the  Surgical  Treatment  of  Protruded  Intervertebral  Disc  Disease 
—Hobart  H.  Dumke,  M.D.,  Spokane 
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The  Treatment  of  Pancreatitis  by  Left  Splanchnicectomy  and  Celiac  Ganglion- 
ectomty— Thomas  T.  White,  M.D.,  Seattle,  M.  Lawinski,  M.D.,  G.  Stacher, 
M.D.;  Pang  Tay  Tea,  M.D.;  J.  Michoulier,  M.D.;  J.  Murat,  M.D.  and  P. 
Mallet-Guy,  M.D. 

Ulcerative  Colitis  as  a Systemic  Disease—].  Thomas  Payne,  M.D.,  Seattle 
Hyperparathyroidism— Peter  Kretschmer,  M.D.,  Seattle,  G.  Hugh  Lawrence, 
M.D.,  F.A.C.S.,  Seattle,  Robert  L.  Nielson,  M.D.,  Seattle 

Tuesday  Morning,  September  20 

How  Practical  is  Hemodialysis— Richard  E.  Steury,  M.D.,  Spokane;  Loren  A. 

Gothberg,  M.D.,  Spokane;  and  Thomas  A.  Marr,  M.D.,  Spokane 
Bone  Marrow  Transplantation— A Clinic’s  Experience— John  H.  Phillips,  M.D., 
Spokane 

Surgical  Aspects  of  Human  Organ  Transplants— Thomas  Marchioro,  M.D.,  Associ- 
ate Professor  of  Surgery,  University  of  Colorado  School  of  Medicine; 
Assistant  Chief  of  Surgery,  Denver  Veterans  Administration  Hospital 
Immunological  Aspects  of  Human  Organ  Transplants— E.  Donnall  Thomas,  M.D., 
Professor  of  Medicine,  University  of  Washington  School  of  Medicine,  Seattle 
Questions  and  Answers  with  Guest  Speakers— A Panel  Composed  of  Drs.  Thomas 
Marchioro,  Denver;  E.  Donnall  Thomas,  Seattle  and  James  M.  Burnell,  Seattle 

Wednesday  Morning,  September  21 
Severe  Cardiovascular  Trauma— W.  J.  Ellsworth,  Jr.,  M.D.,  Spokane 
Blunt  Abdominal  Trauma— Roy  W.  Zimmer,  M.D.,  Spokane 
Aortic  and  Mitral  Valve  Replacements  with  Starr-Edwards  Prosthesis—  George  I. 
Thomas,  M.D.,  Seattle;  K.  William  Edmark,  M.D.,  Seattle;  and  Thomas  W. 
Jones,  M.D.,  Seattle 

Coronary  Artery  Disease,  Surgical  Treatment— Ralph  Berg,  Jr.,  M.D.,  Spokane 
Traumatic  Rupture  of  Diaphragm— Charles  R.  Cavanagh,  Jr.,  M.D.,  Spokane 
Aortic  Valve  Replacements,  Clinical  Use  of  Homografts— K.  Alvin  Merendino, 
M.D.,  Seattle;  D.  H.  Dillard,  M.D.,  Seattle;  L.  C.  Winterscheid,  M.D.,  Seattle 
and  Ronald  Nelson,  M.D.,  Seattle 

Surgical  Treatment  of  Pulmonary  Embolism  and  Thrombophlebitis—  Richard  N. 
Kleaveland,  M.D.,  Spokane 

Place  of  Hypothermia  and  Hyperbaroxia  in  Surgery— Victor  Richards,  M.D., 
San  Francisco 

The  General  Practice  Scientific  Session,  the  Ophthalmology  Scientific  Session, 
and  the  Live  Color  Television  Scientific  Session  will  be  established  shortly.  W.S.M.A. 
members  will  receive  an  advance  copy  of  the  Color  Television  schedule  in  July,  and 
a “desk  copy”  of  the  complete  Scientific  Program  will  be  mailed  in  August. 

Note  the  dates  of  the  W.S.M.A.  Annual  Meeting  on  your  calendar.  September 
18-21,  1966,  Davenport  Hotel,  Spokane. 


Spectrophotometry  in  Clinical  Laboratory  Procedures 

Washington  State  Society  of  Medical  Tech- 
nologists, and  the  Department  of  Continuing  Medical 
Education  of  the  University  of  Washington  School 
of  Medicine  will  sponsor  a postgraduate  course  on 
spectrophotometry  in  clinical  laboratory  procedures. 

The  course  will  be  held  September  9 and  10  in 
the  Health  Sciences  Auditorium  and  laboratories 
C-506,  508,  and  510  at  the  University  of  Washing- 
ton. 

Guest  faculty  will  include  Jack  T.  Lasersohn, 
M.D,,  Clinical  Pathologist,  The  Mason  Clinic,  Seat- 


4 


tie,  and  James  C.  Mathies,  Ph.D.,  Swedish  Hospital 
Medical  Center  and  Pacific  Northwest  Research 
Foundation,  Seattle. 

A review  of  the  basic  principles  of  Spectro- 
photometry and  a practical  review  of  the  construc- 
tion, maintenance,  and  operation  of  modern  spectro- 
phometers  will  be  offered  by  this  course. 

Tuition  is  $25.00  and  it  should  accompany  the 
registration  application.  Medical  technologists,  tech- 
nicians, and  other  interested  personnel  may  enroll 
in  the  course.  Laboratory  sessions  are  limited  to  the 
first  75  registrants. 
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f all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 

can't  cure  a cold.  We  can't  cure  a cold.  You  can’t  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
: ng  the  patient  comfortable  and  the  cold  bearable. 

• patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
: thistine  LP. 

: histine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
: c mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
ljoy  normal  and  free  breathing. 

: cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
>nts  who  operate  machinery  or  motor  vehicles 
.drowsiness  may  result. 

it  Novahistine  LP  tablet  contains:  phenyle- 
ie  hydrochloride,  25  mg.,  and  chlorpheniramine 
:ate,  4 mg. 


1AN-MOORE 

not  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


For  relief  of  nasal  congestion. 
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PRESIDENTS  page 


CARL  P.  SCHLICKE,  M.D. 


17  June  1966  TWBM 
(Two  Weeks  Before  Medicare) 
The  President’s  Page  written  today  will  of  neces- 
sity be  obsolete  and  anticlimaetic  by  the  time  it 
appears  in  print.  Yet  by  mid-July  it  may  be  of  his- 
toric interest  to  look  back  on  some  of  the  previous 
month’s  frenzied  activity:  the  Health  Department 
winding  up  the  certification  of  hospitals;  the  hospi- 
tals becoming  increasingly  aware  that  this  certifica- 
tion alone  is  not  adequate  for  eligibility  to  partici- 
pate in  Medicare,  but  that  compliance  of  Title  VI  of 
the  Civil  Rights  Act  of  1964  is  essential  and  learn- 
ing that  the  Public  Health  Service  currently  has  437 
individuals  looking  into  this  problem;  the  carriers 
finalizing  their  contracts  with  the  Social  Security 
Administration  and  many  still  struggling  to  determine 
just  what  usual  and  customary  fees  may  be;  the 
hospitals  working  out  arrangements  with  their  in- 
stitution-based specialists,  reorganizing  their  book- 
keeping methods  since  the  Social  Security  Adminis- 
tration has  no  intention  of  reimbursing  them  on 
the  basis  of  an  average  patient  per  diem  rate, 
but  only  on  actual  costs  for  service  to  individual 
Medicare  patients.  Gone  are  the  days  when  the 
pharmacy,  the  laboratory  and  the  X-ray  department 
could  subsidize  other  hospital  operations;  skyward 
will  move  the  room  charges.  President  Johnson  has 
referred  to  this  period  of  last  minute  preparation 
and  adjustment  as  “the  countdown”. 

That  the  President  is  not  without  some  anxiety 
regarding  the  program  for  whose  enactment  he 
pressed  so  hard,  is  illustrated  by  the  invitation  which 
on  June  3rd  was  extended  to  approximately  150 
physicians  and  50  hospital  association  leaders  to 
meet  with  him  at  the  White  House  12  days  later 
“to  review  plans  for  the  beginning  of  Medicare.”  The 
sense  of  urgency  which  existed  is  probably  best  in- 
dicated by  the  fact  that  “Uncle”  picked  up  the  tab 
for  all  who  were  willing  and  able  to  attend  and  by 


the  absence  of  the  ballyhoo  and  extensive  press 
coverage  which  has  marked  some  of  the  previous 
White  House  Conferences. 

The  day  began  with  an  AMA-sponsored  breakfast 
for  physician  participants.  There  was  curiosity  re- 
garding the  President’s  invitation  list  since  the  AMA 
had  not  supplied  it.  Waslungton  State  was  represent- 
ed by  Bernard  Bucove  who  serves  on  HIBAC, 
Quentin  Kintner,  who  serves  on  AMA’s  Technical 
Advisory  Committee  #4,  Bernice  Sachs,  Former 
President  of  the  American  Medical  Women’s  Associ- 
ation, and  by  your  correspondent.  There  was  cons- 
erable  speculation  as  to  why  we  had  been  sum- 
moned. Was  it  for  window  dressing?  For  brain 
washing?  For  service  as  scapegoats?  Or  could  it  truly 
be  as  the  invitation  stated,  “To  examine  problems 
that  might  arise  and  to  discuss  cooperative  arrange- 
ments so  that  the  program  will  get  off  to  a good  start 
on  July  1”? 

As  it  turned  out,  the  chief  administration  worries 
seemed  to  be:  (1)  The  possibility  of  a critical  bed 
shortage.  Even  if  there  should  be  a 20  per  cent 
increase  in  hospital  utilization  by  the  aged,  this 
would  result  in  only  a 5 per  cent  overall  increase. 
However,  even  an  increase  of  this  modest  proportion 
would  represent  a serious  problem  in  some  portions 
of  the  country  where  hospital  occupancy  currently 
ranges  between  90  and  100  per  cent.  (2)  As  of 
June  13,  21  per  cent  of  the  hospitals  in  the  United 
States  were  not  yet  certified  as  being  in  compliance 
with  Title  VI,  indicating  that  racial  discrimination 
would  make  Medicare  unavailable  to  citizens  in  many 
communities.  (3)  The  concern  that  many  of  the  19 
million  elderly  citizens  eligible  for  hospital  benefits 
expect  more  than  the  law  actually  provides.  There 
have  been  over  100  million  bookets,  30  million  mail 
contacts,  and  500,000  TV  and  radio  spot  announce- 
ments, but  angry  reactions  are  feared  from  indi- 
viduals who  remain  ill-informed  despite  this  deluge 
of  information.  Other  apprehensions  concern  rising 
hospital  costs,  higher  rates  for  medical  service,  and 
citizens  who  may  abuse  their  new  privileges  under 
Medicare  by  unwarranted  demands  for  service  and 
hospitalization. 

At  the  White  House,  President  Johnson  addressed 
the  group  for  half  an  hour.  He  suggested  that  as 
much  effort  should  be  exerted  for  the  nation’s 
health  as  for  the  conquest  of  space,  and  stated  that 
more  work  had  already  gone  into  the  health  program 
than  any  other  non-military  effort.  He  stressed  local 
control  to  prevent  abuses  under  Medicare.  He  urged 
hospitals  to  comply  with  Civil  Rights  requirements. 
He  predicted  that  Medicare  would  gradually  receive 
the  general  acceptance  now  enjoyed  by  Social  Se- 
curity. More  funds  will  be  made  available  for 
clinical  research,  specific  programs  will  be  under- 
taken to  reduce  death  and  disability  from  various 
diseases,  and  “other  developments  will  come  down 
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the  road”  after  Medicare.  The  President  looked  fit. 
He  turned  on  the  charm.  He  offered  fare  for  every 
palate:  Quotations  from  George  Bernard  Shaw  and 
Sam  Rayburn,  humor,  bathos,  and  pure  corn.  He 
was  followed  by  Mr.  Robert  M.  Ball,  Commissioner 
of  Social  Security,  and  William  H.  Stewart,  Surgeon 
General,  Public  Health  Service,  both  of  whom  dis- 
cussed the  present  status  of  Medicare.  The  Secretary 
of  Health,  Education  and  Welfare,  John  W.  Gardner, 
Ph.D.,  acted  as  chairman  of  what  he  referred  to  as 
“a  last  minute  review  and  search  for  problem  areas”. 

The  participants  then  adjourned  to  the  Wash- 
ington Hilton  Hotel  where  they  divided  into  12 
discussion  groups.  These  were  small,  informal,  spon- 
taneous, stimulating  and  informative.  I regarded  my- 
self as  most  fortunate  in  being  assigned  to  a group 
which  included  Mr.  Arthur  E.  Hess,  Director  of  the 
Bureau  of  Health  Insurance,  Social  Security  Admin- 
istration, as  Vice-Chairman,  and  such  knowledge- 
able people  as  Russell  Roth,  Chairman  of  the  AM  A 
Council  on  Medical  Service,  John  Knowles,  Ad- 
ministrator of  the  Massachusetts  General  Hospital, 
and  John  L.  S.  Holloman,  Jr.,  of  the  National  Medi- 
cal Association. 

The  meeting  was  concluded  by  a general  assembly 


to  which  Secretary  Gardner  presented  an  overall 
summary.  He  stressed  the  need  for  a sustained  effort 
of  communication  between  HEW,  carriers,  and  phy- 
sicians. Physician’s  office  help  and  hospital  admitting 
office  personnel  should  be  trained  to  inform  pa- 
tients accurately  of  the  benefits  to  which  they  are 
entitled.  General  hospital  beds  should  be  spared 
when  possible  by  use  of  extended  care  facilities 
and  home  health  services.  Hospitals  will  receive 
reasonable  cost  reimbursements  but  should  not  ex- 
pect Medicare  to  solve  all  their  financial  problems. 
Medicare  and  particularly  Title  XIX,  hopefully  will 
establish  a pattern  of  partnership  and  cooperation 
between  the  states  and  the  federal  government.  The 
administration  is  determined  to  eliminate  racial  dis- 
crimination. 

Universal  appreciation  was  expressed  by  those 
who  put  on  the  program  for  the  physicians'  presence 
at  the  meeting,  but  as  Secretary  Gardner  said, 
“Gratitude  has  been  defined  as  the  expectation  of 
favors  to  come”. 

if,  t'vp 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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MEDICAL  POLITICAL  ACTION 


THOMAS  H.  SKRINER,  M.D. 

Tacoma,  Chairman 
AMPAC,  Washington 


November,  1966  will  bring  to  a close  another 
National  election.  It  is  felt  by  many  people  that 
this  will  constitute  a very  important  election  which 
will  be  a test  for  the  survival  of  the  two-party 
system.  Others  are  concerned  about  the  preservation 
of  a constitutional  government.  Some  of  us  are 
particularly  concerned  about  the  survival  of  the 
free  enterprise  system  of  medicine. 

With  the  last  thought  in  mind,  your  American 
Medical  Association  had  the  foresight  and  wisdom 
to  inaugurate  a program  called  AMPAC.  The  AMA 
Council  on  Legislative  Activities  recommended  to 
the  Board  of  Trustees  of  the  AMA  in  January,  1961, 
that  it  was  imperative  that  an  American  Medical 
Political  Action  Committee  be  organized  so  that 
an  unincorporated  medical  group  could  give  money 
directly  to  a candidate  who  would  give  intelligent 
attention  to  medical  matters.  This  group  was  to  be 
voluntary',  non-profit  and  non-partisan  whose  goals 
were  to  encourage  physicians  and  their  wives  to 
participate  in  the  political  party  of  their  choice,  to 
provide  information  and  materials  so  doctors  and 
their  wives  can  be  effective  in  their  political  activi- 
ties and  to  collect  and  distribute  funds  to  state  and 
national  legislative  candidates  who  support  sound 
health  care  legislation  and  programs. 

National  AMPAC  held  its  first  meeting  on  August 
10,  1961.  The  Board  of  National  AMPAC  is  com- 
posed of  nine  doctors  and  one  woman.  They  have 
a central  office  located  in  Chicago  with  a perman- 
ent staff  and  eight  field  representatives.  This  group 
is  highly  organized  and  informed,  particularly  on  a 
national  level  and  gives  invaluable  help  and  aid 
to  the  state  PAC  groups. 

AMPAC,  State  of  Washington,  was  set  up  through 
your  WSMA  Board  of  Trustees  and  held  its  first 
meeting  on  November  5,  1961.  Our  State  Board 
of  Directors  is  composed  of  a doctor  representing 
each  of  the  seven  Congressional  Districts  and  one 


woman.  The  president-elect  of  the  Washington 
State  Medical  Association  and  the  State  Auxiliary 
sit  in  on  all  of  our  board  meetings. 

Our  Board  of  Directors  makes  every  effort  to  be 
informed  politically  and  found  that  being  “informed 
politically”  means  many  things.  We  have  to  under- 
stand our  Congressional  Districts  in  regard  to  the 
subdivisions  of  government,  how  the  vote  runs, 
who  lives  where,  who  runs  the  government,  and 
vv'hat  the  election  and  local  issues  are.  Webster’s 
Dictionary'  defines  a political  party  as  “an  organized 
group  of  the  electorate  that  attempts  to  control 
government  through  the  election  of  its  candidate 
to  office.”  Thus,  many  of  our  efforts  must  be  done 
by  working  with  members  of  either  party  in  order 
to  support  the  particular  candidate  we  are  interested 
in.  This  means  we  must  know  political  structure 
right  down  to  the  most  important  precinct  level. 
We  even  have  to  know  how  to  pick  a candidate, 
how  to  run  a campaign  with  all  its  ramifications  and 
how  to  organize  local  support.  We  must  be  informed 
on  a national  level  as  well  as  a local  level. 

Your  Board  of  Directors  of  AMPAC,  State  of 
Washington,  are  not  super  human  nor  are  they 
extraordinary  men,  but  rather  men  dedicated  to  the 
goals  of  AMPAC.  We  are  given  plenty  of  help  by 
National  AMPAC  in  the  way  of  excellent  literature 
and  an  annual  National  Workshop.  This  Workshop 
has  proved  invaluable  for  all  of  us.  It  is  here  we 
get  some  of  our  most  detailed  and  specific  instruc- 
tions in  the  “Art  of  Politics”.  We  hear  talks  by 
Senators  and  Congressmen  plus  leading  men  in  in- 
dustry, advertising,  reporting  and  service  organiza- 
tions. Some  of  our  speakers  are  campaign  managers, 
others  do  data  processing  for  candidates  and  some 
are  Democratic  and  Pepublican  Party  organizational 
people. 

The  reason  your  Board  of  Directors  tries  to  keep 
so  well  informed  and  maintain  its  dedication  is 
because  we  felt  we  just  simply  can’t  give  up  without 
an  honest-to-goodness  fight.  Socialized  medicine  is 
inevitable  only  if  we  are  too  fat  and  lazy  to  cope 
with  the  so-called  wonderful  wizards  of  Washington. 
It  is  not  just  a question  of  what  will  happen  to  the 
medicare  program,  but  all  the  other  legislation  that 
is  rapidly  taking  shape  and  is  being  voted  upon. 
Every  facet  of  our  practice  of  medicine  is  being 
invaded  by  the  Federal  government;  from  what  drug 
to  prescribe,  how  to  bill  our  patient,  even  to  whom 
we  can  hire  and  fire  in  our  own  offices.  We  are 
vitally  concerned  with  Title  19  of  the  Medicare 
Bill  (extension  of  care  to  all  ages),  laboratory 
animal  legislation  and  the  impact  of  regional  medical 
centers  on  our  individual  communities. 

AMPAC  feels  that  these  issues  are  of  concern 
to  all  physicians,  and  since  we  are  all  interested  in 
seeing  that  good  legislation  is  passed,  we  must 
therefore  have  deep  concern  in  electing  the  candi- 
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CONSTITUTIONAL  AMENDMENT 


PROPOSED  AMENDMENT  TO  ARTICLE  IV  SEC- 
TION 4 (c)-(l)  AND  (c)-(2)  OF  THE  CONSTITUTION 
OF  THE  WASHINGTON  STATE  MEDICAL  ASSO- 
CIATION 

ARTICLE  IV— COMPONENT  SOCIETIES 
Section  4.  Limitations. 

(c)  A component  society  may  admit  to  active 
membership  or  continue  in  such  membership  only 
such  American  citizens  as 

(1)  hold  the  degree  of  doctor  of  medicine  or 
bachelor  of  medicine,  which,  if  issued  subse- 
quent to  1913,  was  issued  by  an  institution 
approved  at  the  time  of  the  issuance  of  the 
degree  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
or  the  Board  of  Trustees  of  the  Washington  State 
Medical  Association, and  continue. 


(2)  are  licensed  to  practice  medicine  and 
surgery  in  the  State  of  Washington,  or  those 
licensed  to  practice  osteopathy  and  surgery  in 
the  State  of  Washington,  who  agree  to  abide  by 
the  tenets  and  ethics  of  the  Washington  State 
Medical  Association,  whose  training  and  stand- 
ards are  acceptable  to  the  Board  of  Trustees  of 
the  Washington  State  Medical  Association. 

Those  portions  of  the  sections  presented  for 
amendment  enclosed  within  ((  ))  are  parts  to 

be  deleted  from  the  Constitution  or  By-Laws;  and, 
those  parts  in  bold  face  are  the  portions  to  be 
added  by  the  proposed  amendment. 

Vernon  W.  Spickard,  M.D.,  Chairman 
Committee  on  Revision  of  Constitution 
and  By-Laws 


dates  who  will  vote  upon  this  legislation.  In  1964, 
those  aided  by  AMPAC,  Washington  were  40  per 
cent  Democrat  and  60  per  cent  Republican. 
Because  of  our  limited  funds,  we  must  pick  and 
choose  carefully,  as  support  is  given  to  only  a 
limited  number  of  men.  We  concentrate  on  the 
state  and  national  House  races.  As  a team  venture, 
we  need  your  support  and  membership.  We  feel 
our  dues  of  $20  a year  is  a small  price  to  pay  for 
what  the  potential  is.  The  price  of  preserving  the 
free  enterprise  system  of  medicine  may  be  great, 
but  the  price  of  losing  it  will  be  enormous.  Thus 
we  urge  every  doctor  and  his  wife  to  become  mem- 
bers of  AMPAC,  State  of  Washington. 

The  time  is  1966,  the  price  is  $20  for  member- 
ship, the  reason  is  preservation  of  quality  care  for 
your  patients  and  the  organization  is  AMPAC,  State 
of  Washington. 

AMPAC,  STATE  OF  WASHINGTON-DIRECTORS 

The  following  are  members  of  the  Board  of 
Directors,  each  representing  a Congressional  Dis- 
trict: John  L.  McKay,  Seattle,  1st  District;  Richard 
M.  Hoag,  Mount  Vernon,  2nd  District;  John  A. 
Nelson,  3rd  District;  Orva!  W.  Patchett,  Kennewick, 
4th  District;  William  A.  Dittman,  Spokane,  5th  Dis- 
trict; Thomas  H.  Skrinar,  Tacoma,  6th  District; 
Waldo  O.  Mills,  Seattle,  7th  District;  Mrs.  L.  E. 
Foster,  Bremerton,  Woman’s  Auxiliary  to  WSMA. 

Dr.  Skrinar  is  Chairman  of  the  Board,  Dr.  McKay 
is  Vice-Chairman  and  Dr.  Nelson  is  Secretary- 
Treasurer. 

AMPAC,  State  of  Washington,  1245  24th  Avenue, 
Longview,  Washington  98632. 

.. 


X-Ray  of  Month  on  Page  576 

The  oblique  film  of  the  chest  shows  a globular 
heart  of  normal  size,  surrounded  by  a calcific 
rim.  On  the  PA  view  of  the  chest,  calcification 
could  be  seen  only  along  the  left  cardiac  border. 
Fluoroscopy  revealed  definite  diminution  of  car- 
diac pulsation  and  a positive  diagnosis  of  cal- 
cific, constrictive  pericarditis  was  made. 

Chronic  constrictive  pericarditis  is  a condition 
in  which  there  is  obliteration  of  the  pericardial 
cavity  by  dense  scar  tissue  and  adhesions  which 
significantly  interfere  with  cardiac  function. 
Diastolic  filling  of  the  ventricles  is  incomplete 
since  the  thick  pericardium  does  not  allow  them 
to  dilate.  This  decreases  the  stroke  volume  and 
elevates  the  peripheral  venous  pressure. 

The  most  common  signs  and  symptoms  are 
hepatomegaly,  pulsus  paradoxus,  venous  disten- 
sion and  ascites.  The  etiology  is  usually  tuber- 
culosis, trauma,  pyogenic  infections  as  well  as  a 
miscellaneous  group  of  infectious  processes.  No 
specific  previous  illness  could  be  documented 
in  our  case. 

The  radiographic  findings  include  irregularity 
of  the  cardiac  shadow,  diminished  or  absent  pul- 
sation and  limited  diaphramatic  excursion.  Cal- 
cification of  the  pericardium  occurs  in  approxi- 
mately 25  per  cent  of  the  cases.  The  right  border 
of  the  heart  is  sometimes  straightened  and  oc- 
casionally one  will  see  a concavity  of  the  right 
atrium  instead  of  the  usual  convex  border.  The 

continued  on  page  599 
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Metabolic  Error  Study  Project 


ROBERT  F.  L.  POLLEY,  M.D. 


As  follow  up  to  the  1964  survey  on  adequate 
phenylketonuria  (PKU)  screening  programs  in 
hospitals,  the  Washington  State  Medical  Association, 
State  Department  of  Health  and  the  University  of 
Washington  School  of  Medicine  will  join  with  the 
Washington  Association  for  Retarded  Children  and 
the  State  Association  of  Medical  Record  Librarians 
to  determine  the  clinical  application  in  this  state 


of  the  rapidly  expanding  knowledge  of  inborn  errors 
in  metabolism. 

A University  of  Washington  medical  student  will 
coordinate  the  “Washington  State  Metabolic  Error 
Study  Project”  under  the  direction  of  Vanja  Holm, 
Instructor  in  Pediatrics,  Clinic  for  Child  Study  at 
the  University.  Written  surveys  on  adequate  PKU 
screening  programs  will  be  mailed  to  all  hospitals 
in  July,  and  visits  to  selected  hospitals  have  been 
planned. 

Phenylketonuria  (PKU)  is  one  model  of  a metab- 
olic error  for  which  early  detection  and  treatment 
already  are  available  and  financially  feasible.  Al- 
though several  aspects  of  these  conditions  are  worthy 
of  consideration,  the  most  urgent  project  at  present 
is  a study  of  the  state’s  facilities  for  PKU  detection 
and  how  they  are  being  utilized.  This  survey  will 
be  used  as  a basis  for  future  planning  to  reach  the 
presently  attainable  goal  of  one  hundred  percent 
early  detection  and  treatment  of  this  one  condition. 

Members  of  the  WSMA  Subcommittee  on  PKU 
who  will  serve  as  advisors  to  the  project  are  Robert 
F.  L.  Polley,  Seattle,  chairman;  Walter  J.  Kennedy, 
Yakima;  Leslie  Mackoff,  Seattle;  Philip  R.  Vande- 
man,  Olympia;  Frank  J.  Skerbeck,  Port  Angeles;  Jess 
R.  Speilholz,  Olympia;  F.  Warren  Lovell,  Seattle, 
and  Philip  J.  Suver,  Seattle. 


Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland,  Oregon  97216 
Inquiries  invited  Phone:  252-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 
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Doctor, 


lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abbe 

Anorect 

Progra 


DESOXYN*  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can't  take  plain  amphetamine 
put  her  on  DESBUTAL  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tabl 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  tl 
appetite  and  lift  the  mood;  the  other  contai 
Nembutal®  (pentobarbital)tocalmthe  patient  at 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosa 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
oatient  from  day  to  day. 


That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  « 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

€ (I 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

(9 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  »n  snoftctic  m tfMtmunt  of 
obesity  si»  to  counter*!  anittty  end  miM  depression 
Desbutal  a contraindicated  in  pa- 
tients taking  a monoamine  outlast  inhibitor  Nervousness 
oi  excessive  sedation  have  occasionally  beer  observed 
often  these  ettects  will  drsappear  alter  a tew  days  Use 
with  caution  in  patients  with  hypertension.  cardnvascuUr 
disease  hyperthyroidism  or  who  are  sensitive  to  sympj 
thorn imetK  drugs  Careful  supervisor  a advisable  with 
maladiusted  individuals. 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  GO  mg  at  pentobarbital 
sodium  Oesbutal  IScontams  15 mg  ol  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbilal  sodium  In 
bottles  ol  100  and  500 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa* 
tient  to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl- Abbott  brand 

of  low  and  non  caloric  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


ooo 

000 

For: 

Direction*: 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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cardiac  configuration  is  often  globular  or  triang- 
ular in  the  PA  projection.  Cardiac  size  is  either 
normal  or  enlarged. 

Diminished  pulsation  can  be  seen  fluorescopic- 
ally  and  documented  by  kymography.  Medias- 
tinal adhesions  will  often  not  allow  a cardiac- 
shift  with  the  patient  in  the  lateral  decubitus 
position. 

Calcification  is  found  most  often  along  the 
coronary  sulcus,  the  diaphramatic  sulcus  and 
along  the  sternal  aspect  of  the  right  ventricle. 
It  must  be  distinguished  from  calcified  valves, 
mitral  annulus,  infarcts  and  coronary  artery  cal- 
cification. Angiocardiography  is  often  of  help  in 
arriving  at  a diagnosis. 

The  treatment  is  surgical  decortication  or  peri- 
cardial resection. 

REFERENCES 

1.  A Textbook  of  Medicine,  Cecil  and  Loeb 

W.  B.  Saunders  Co.  Philadelphia,  Pa.  (May)  1960 
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Pericarditis,  Figley,  Melvin  M.  and  Gagshaw, 

Malcolm  A.  Radiology  69:  49-53,  (July)  1957 

3.  Surgical  Therapy  of  Chronic  Constrictive  Peri- 
carditis: 26  Cases,  Whitacre,  W.  E.  et  al,  Surgery 

56:  874-880  (Oct.)  1964 

OBITUARIES 

dr.  fay  m.  nace,  aged  54,  of  Tacoma,  died  in 
Los  Angeles,  February  14,  of  coronary  thrombosis. 
He  had  gone  to  Los  Angeles  to  attend  a meeting 
of  the  Obstetrical  and  Gynecological  Assembly  of 
Southern  California.  Dr.  Nace  graduated  from  the 
University  of  Oregon  Medical  School  in  1936  and 
was  licensed  in  Washington  in  1937.  He  was  a 
member  of  the  American  College  of  Surgeons  and 
the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

dr.  eugene  f.  darling,  of  Colville,  died  of  con- 
gestive  heart  failure  and  pulmonary  emobli, 
March  7.  He  had  had  heart  surgery  in  Cleve- 
land, Ohio  in  mid-January.  He  was  52.  He  was 
a graduate  of  the  University  of  Tennessee  College 
of  Medicine,  Memphis,  in  the  class  of  1944  and 
practiced  in  Chewelah  and  Colville. 

dr.  sheelagh  o’connor,  of  Seattle,  died  March  12, 
of  cardiac  arrest  developing  after  bronchospasm  due 
to  acute  bronchitis.  She  was  39.  Dr.  O’Connor,  a 
psychiatrist,  was  daughter  of  Mr.  Basil  O’Connor  of 
the  National  Foundation.  She  graduated  from  the 
Yale  University  School  of  Medicine  in  1954  and  had 
been  in  private  practice  of  psychiatry  in  Seattle 
since  1958.  She  was  interested  in  obedience  train - 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


EDITOR,  NORTHWEST  MEDICINE: 

It  is  well  known  that  absence  of  one  of  the 
essential  amino  acids  in  the  diet  inhibits  growth  of 
the  young.  Restriction  of  a single,  essential,  amino 
acid  restricts  growth  as  amino  acid  is  restricted. 

This  fact  has  now  been  applied  in  the  treat- 
ment of  cancer.  Lorincz,  et  al  report,  in  the  May  2, 
1966  Journal  of  the  American  Medical  Association, 
page  36  (Medical  News  section),  that  restricting 
the  phenylalanine  in  the  diet  to  400  mg  daily,  or 
less,  was  followed  in  three  to  four  weeks  by  a drop 
in  the  serum  phenylalanine,  and  later  by  objective 
signs  of  improvement  in  four  patients  with  cancer. 

They  think  that  restricting  any  amino  acid 
would  be  followed  by  the  same  results.  The  chose 
phenylalanine  because  it  is  also  restricted  in 
phenylketonuria.  Diets  are  available. 

DAVID  METHENY,  M.D. 

Seattle,  Washington 
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IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  idoho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 


Board  of  Medicine 

The  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  was  held  in  Boise,  July  11,  12,  13, 
1966  for  the  purpose  of  handling  disciplinary  mat- 
ters, conducting  business  and  granting  of  licensure. 
Members  of  the  Board  are  John  E.  Comstock,  Poca- 
tello, Chairman;  Charles  A.  Terhune,  Burley,  Vice- 
Chairman;  Charles  E.  Kerrick,  Caldwell;  James  S. 
Newton,  Lewiston;  Orland  B.  Scott,  Kellogg;  Robert 
E.  Lloyd,  Boise,  and  Commissioner  of  Law  En- 
forcement Mr.  E.  R.  Hopper,  Boise. 

Approximately  30  physicians  applied  for  licensure 
at  the  session. 

Viet  Nam  volunteers 

Appeals  for  volunteer  medical  service  in  Viet  Nam 
continues  to  fall  on  receptive  ears  in  Idaho.  Two 
Idaho  physicians  are  currently  serving  under  the 
auspices  of  Project  Viet  Nam:  George  B.  Saviers,  Sun 
Valley,  began  a sixty-day  preiod  of  service  April  15 
and  Lauren  M.  Neher,  Jerome,  will  leave  the  United 
States  June  7 for  a two-month  tour.  W.  B.  Ross, 
Nampa,  earlier  completed  volunteer  service  of  60 
days  in  Viet  Nam. 

AMPAC  workshop 

Idaho  was  represented  at  the  American  Medical 
Political  Action  Committee  National  Workshop  in 
Washington,  D.C.,  May  20-21,  by  Paul  B.  Hueston, 
Twin  Falls;  Loy  T.  Swinehart,  Boise,  and  Mrs. 
Glen  M.  Whitesel,  Coeur  d’Alene,  member  of  the 
Idaho  Medical  Political  Action  Committee. 

Idaho  health  conference 

Attending  the  Idaho  Health  Conference  at  Sun 
Valley  May  24-26,  at  which  James  Z.  Appel,  Lan- 
caster, Pa.,  President  of  the  American  Medical 
Association  was  featured  speaker,  were  Wallace  H. 
Pierce,  Lewiston,  President  of  the  Idaho  State  Medi- 


cal Association,  A.  Curtis  Jones,  Boise,  President- 
Elect,  and  Executive  Secretary  Bird.  Dr.  Pierce 
introduced  Dr.  Apple. 

OBITUARIES 

dr.  Arthur  r.  soderquist,  80,  Idaho  Falls,  died 
March  16,  1966. 

He  was  born  June  4, 1885  at  Lafayette,  Minnesota. 
He  received  his  M.D.  degree  from  the  Minneapolis 
College  of  Physicians  and  Surgeons  in  1908. 

He  received  License  No.  M-463  to  practice  medi- 
cine and  surgery  in  Idaho  on  October  6,  1908,  and 
began  his  practice  in  Eagle  Rock,  now  Idaho  Falls, 
where  he  helped  establish  one  of  the  first  hospitals. 

He  served  as  an  examining  physician  in  World 
War  I and  held  the  rank  of  Lieutenant  Colonel  in 
the  National  Guard  in  World  War  II.  He  retired 
from  practice  in  April,  1963. 

Dr.  Soderquist  was  a member  of  the  Idaho  Falls 
Medical  Society,  the  Idaho  State  Medical  Associ- 
ation and  the  American  Medical  Association. 

dr.  william  f.  tyler,  83,  died  at  his  Lakeside 
home  near  Sandpoint  May  14,  1966.  He  was  born 
November  12,  1883  at  Naples,  New  York. 

He  received  his  M.D.  degree  in  June,  1908  from 
the  State  University  of  New  York  Upstate  Medical 
Center,  Syracuse.  He  practiced  in  New  York  State 
before  coming  to  Idaho. 

Dr.  Tyler  was  granted  License  No.  M-1333  to 
practice  medicine  and  surgery  in  Idaho  on  April  4, 
1929.  He  served  as  Bonner  County  physician  for 
many  years. 

He  was  a member  of  the  Bonner-Boundary 
District  Medical  Society,  the  Idaho  State  Medical 
Association  and  the  American  Medical  Association. 

He  was  a Past  Master  of  Green  Point  Masonic 
Lodge,  Brooklyn,  and  was  a member  of  the  Sand- 
point  Elks  and  Eagles  Lodges. 
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starts  fast... 
keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  aspirin  or  phenacetin, 
and  in  those  with  blood  dyscrasias.  Literature  on  request. 

PERCODAN  . 

Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  U.  S.  Pats.  2,628,185  and  2,907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 


1 


one  mid-morning 


one  mid-evening 


New 300  mg  tablet 
It's  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  of  therapy...  with  a ! I the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 

BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


300mg  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 


allergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company, 


treatment.  Side  reactions  include  gloss 
stomatitis,  proctitis,  nausea,  diarrhea,  vagin 
and  dermatitis.  If  adverse  reaction  or  idios 
crasy  occurs,  discontinue  medication  and  in 
tute  appropriate  therapy.  Anaphylactoid  re 
tions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d 
300  mg  b.i.d.  Should  be  given  1 hour  before 
2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administratior 
high  calcium  content  drugs,  foods  and  sc 
dairy  products. 

Capsules : 150  mg  of  demethylchlortetracyc 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg.  : 
75  mg  of  demethylchlortetracycline  HCI. 

Pearl  River,  New  York 

674-6  — 3638 


Once  merely  a man 
with  HAY  FEVER- 

now  a victim  of  his 
own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  s Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 


• Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 


•Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


Prescribe 

nTz 


Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


lA//nf/7rop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST  WANTED— For  office  suite  of  a retiring  internist 
in  medical  specialty  group.  Prosperous  growing  city.  25 
minutes  from  Seattle,  on  Puget  Sound.  Wonderful  recre- 
ational area.  Write  Box  5-C,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash.  98121. 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE-With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C. 
Northwest  Medicine.  500  Wall  St.,  Seattle.  Wash.  98121. 


PHYSICIAN  WANTED To  become  associated  with  group 

doing  full  time  industrial  practice.  An  equal  opportunity 
employer.  Income  range  depending  on  qualifications, 
$15,000-$20,000  plus  liberal  fringe  benefits.  Regular  hours. 
Good  living  conditions  and  good  climate  in  a Washington 
State  growth  area.  Write  Box  7-C,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— Associate  in  general 
practice  with  well  established  GP  in  fast  growing  Auburn 
community.  Salary  plus  percentage  with  partnership  op- 
portunity. Contact  A.  H.  Bloom,  M.D.,  101  “A”  St.,  S.E., 
Auburn,  Wash.  98002,  TE  3-3650. 


GENERAL  PRACTITIONER  WANTED— Excellent  opportunity 
for  physician  in  Lind,  Wash.,  center  of  stable  dry  wheat 
area.  Modern  facility  available  for  lease.  Write  Secretary 
of  Board.  Lind  Health  Center,  Inc.,  Box  160,  Lind,  Wash. 
99341. 


POSITION  FOR  GENERAL  PRACTICE— In  small  group  practice, 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped, 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20-miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E.  Hiemstra,  M.D., 
Tri-County  Hospital  Association,  Box  547,  Deer  Park, 
Wash.  99006. 


HEALTH  OFFICER  VACANCY-Yamhill  County,  McMinnville, 
Oregon.  Must  be  eligible  for  licensure  in  Oregon.  M.D., 
preferable  M.P.H.,  plus  public  health  administrative  ex- 
perience. Salary  open  within  range  of  $15,420  to  $18,420 
depending  on  qualifications.  Merit  system,  social  security, 
state  retirement  coverage  and  other  fringe  benefits.  Apply 
to  Mr.  A.  T.  Johnson,  Merit  System  Supervisor,  P.  O.  Box 
231,  Portland,  Oregon  97207. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four -lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


ORTHOPEDIST— Tor  60-man  clinic.  Starting  income  to 
$24,000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217. 


GP  AND  PEDIATRICIAN— E°r  established  group  of  15  includ- 
ing 4 GP's,  one  pediatrician.  Two  year  old  building,  x-ray, 
laboratory  and  physical  therapy  departments.  Partnership 
reasonably  soon,  $16,000  starting  salary.  Equal  opportunity 
employer.  Call  Mr.  R.  E.  S.  Adams,  Bus.  Mgr.  or  T.  J. 
Smith,  M.D.,  Western  Clinic,  521  South  K Street,  Tacoma, 
Wash.  98405. 


PSYCHIATRIST— who  has  already  decided  to  open  a private 
practice  in  Portland,  Oregon  in  the  near  future  is  advised 
to  contact  Morningside  Hospital  for  a geographically  full 
time  post  at  the  hospital  which  combines  the  best  features 
of  private  and  hospital  practice.  Negotiable  salary  should 
be  substantially  exceeded  by  fee-for-service  income.  Write 
Charles  H.  Jones,  M.D.,  Psychiatrist-in-Chief,  10008  S.E. 
Stark  St.,  Portland,  Oregon  97216. 


WELL  ESTABLISHED  GP  RETIRING— Take  over  lease  and 
practice  in  modem,  air-conditioned  building  near  fine 
residential  area.  For  details  phone  244-3287,  Portland, 
Oregon. 


GENERAL  PRACTICE  OPPORTUNITY— Growing  6 year  prac- 
tice, in  Spokane,  grossing  $50,000.  Leaving  for  residency 
July  1967.  Will  introduce.  Flexible  terms.  Write  Box  11-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 

SEATTLE  INTERNIST— Excellent  opportunity  immediately  to 
step  into  drafted  internist's  4 year  old  practice.  Full  use 
of  records  and  equipment  in  association  with  another  in- 
ternist. Permanent  arrangement  anticipated.  No  capital 
expense  required.  Call  or  write  Wm.  E.  Jones,  M.D.  or 
Wm.  P.  Ford,  Jr.,  M.D.,  6040  California  Ave.,  S.W., 

Seattle,  Wash.  98116.  WE  5-3040. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Eully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


FOR  RENT— Front  office  medical  clinic;  8 rooms,  $175 
mo.  Ample  parking.  6517-35th  S.W.,  Seattle,  WE  2-2611. 
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AIR-CONDITIONED  SPACE-Ir>  single  story  building  3 years 
old.  Excellent  location.  Surgeon  moving  to  own  building 
desires  to  sublet  805  sq.  ft.  fully  carpeted.  Phone  585-1628, 
Salem,  Oregon. 


WEST  SEATTLE Alaska  & Calif,  junction,  920  sq.  ft.  street 

level.  Heated,  air-cond.,  4 patient  rms.  lab.  dark  rm,  2 
lavatories,  reception  rm.,  and  private  office.  Parking,  $225 
mo.  Cec.  Davis,  4713-42nd  S.W.,  WE  2-6100. 


PHYSICIAN'S  OFFICE— located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


MODERN  MEDICAL-DENTAL  CLINIC— 'n  finest  northeast 
neighborhood,  Portland.  Oregon.  (Won  architectural  award 
for  design)  1000  sq.  ft.  of  space  furnished  complete  with 
all  facilities,  including  consultation  room,  2 exam,  rooms, 
surgery,  EENT,  x-ray,  lab.  Share  expense  with  2 other 
M.D.’s.  To  assist  you  in  your  move,  1st  year's  rent  will  be 
waived,  or  arrangements  with  substantial  salary  to  right 
person.  Write  Box  8901,  Portland,  Oregon  97202. 


PHYSICIANS  OFFICE  SPACE— Adjacent  Westpark,  Yakima. 
Optional  4-way  call.  CH  8-3685  or  GL  2-1020,  Yakima. 


CLINIC  BUILDING— For  lease,  1,400  sq.  ft.,  8 blocks  from 
modern  south-end  hospital.  Partially  furnished  including 
complete  x-ray,  EKG,  etc.  Contact  John  Pearson,  M.D., 
WE  7-7050,  Seattle. 


NARROWSVIEW  PROFESSIONAL  BLDG.— TACOMA— University 
Place  district,  1,000  sq.  ft.  plus  waiting  room.  Air-condi- 
tioned. Utilities  furnished.  Will  finish  to  your  specifica- 
tions or  you  finish.  Write  Norman  R.  Hagen,  D.M.D.,  4304 
Bridgeport  Way,  Tacoma,  Wash.  98499. 


FIRST  HILL  MEDICAL  SUITE— SEATTLE— Physician  suite  of  800 
sq.  ft.  Adequate  facilities  and  plumbing.  If  desired  will 
remodel  to  needs.  Ample  parking.  Rent  to  be  negotiated. 
Contact  Wm.  Taraday,  D.D.S.,  EA  5-4343. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT-In  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3- 
0363,  Seattle. 


EQUIPMENT 


X-RAY  FOR  SALE— G E-  500  ma  and  85  KV.  Tilt  table,  spot 
film  fluoroscope,  and  other  miscellaneous  office  equip- 
ment. White  F.  Granat,  M.D.,  653  W.  Nickerson,  Seattle,  for 
inspection.  Owner  retired. 


PONIES 


REG.  WELCH  MOUNTAIN  PONIES— F°r  sale.  The  versatile 
aristocrats  of  the  pony  breeds.  Write  for  descriptive  bro- 
chure and  price  list.  Shown  by  appointment.  Camelot 
Welsh  Pony  Farm,  R.  W.  Powers,  M.D.,  1327  Josh  Wilson 
Rd.,  Burlington,  Wash.  98233. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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directory  of  Advei'tisei^s 


Abbott  Laboratories 

Deshut  al-Desoxyn 

insert  595-596-597-598 


Ames  Company 

Dextostix  547 

Bristol  Laboratories 

T etrex-F  607 

Burroughs  Wellcome  & Co.,  Inc., 

Polysporin  591 

Cutter  Laboratories 

Hyparotin  608 

Endo  Laboratories 

Percodan  601 

Haack  Laboratories,  Inc. 

Belap  582 

Hewlett,  Packard  Company 
Sanborn  Division 

Patient  Monitoring  System  541 


Hynson,  Westcott  & Dunning,  Inc. 

BSP  Disposable  Unit  539 


Lederle  Laboratories 

Declomycin 

602 

Stresscaps 

545 

Lilly,  Eli  and  Company 

Co-Pyronil 

554 

Morningside  Hospital 

Comprehensive  Treatment 
of  Psychiatric  Disorders 

594 

Parke,  Davis  and  Company 

Dilantin  inside  front 

cover 

Pitman-Moore 

Div.  of  The  Dow  Chemical  Co. 

Novahistine-LP  588-589 

Poythress,  William  P.  & Co. 

Trocinate 

583 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism 
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Roche  Laboratories 

Valium 

578 

Sanborn  Division 

Hewlett-Packard  Company 

Patient  Monitoring  System  541 

Searle,  G.  D.  and  Company 


Dramamine  550 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  548 

Sherman  Laboratories 

Protamide  577 

Smith,  Kline  & French  Laboratories 

Stelazine  549 

Squibb,  E.  R.  & Sons 

Naturetin  445 

Trick  & Murray 

Office  Supplies  599 

Winthrop  Laboratories 

NTZ  Nasal  Spray  603 

Win-Gel  546 

Wyeth  Laboratories 

Amphojel  542-543 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 

Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 
Guest  Speaker, 

Carleton  Mathewson,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — Chicago,  June  26-30, 
1966;  Atlantic  City,  1967;  San  Fran- 
cisco, 1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — July 
6-9,  1966,  June  28-July  1,  1967,  Sun 
Valley. 

Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Anz. 

North  Pacific  Pediatric  Society— 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians,  Oct.  28-29, 
1966,  Vancouver. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 
Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society— 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul.,  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 
UOMS  Alumni  Association 

Pres.,  I.  I.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen,  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres..  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


.Yhenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

abetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  No  cases  of  photosensitivity  have  been  reported 
with  Tetrex  (tetracycline  phosphate  complex).  With  renal 
impairment,  systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions : Bacterial  superinfec- 
tion may  occur.  Infants  may  develop  increased  intracranial 
pressure  with  bulging  fontanels.  In  gonorrheal  therapy, 
serologic  tests  for  syphilis  should  be  conducted  initially 
and  monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  days  in 
beta-hemolytic  streptococcal  infections.  Administer  one 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bot- 
tles of  16.  Each  capsule  contains  tetracycline  phosphate 
complex  equivalent  to  250  mg.  tetracycline  HC1  activity 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

- h capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Hyparotin* 

MUMPS  IMMUNE  GLOBULIN  — HUMAN 

800%  more  antibody  content  than  in 
the  usual  immune  serum  globulin. 

2000%  more  antibody  content  than  that 
of  human  mumps  immune  serum. 

Smaller  dosage  volume  minimizes  risk 
of  tissue  distention. 


For  your  information  . . . 


ORIGIN:  Hyparotin  is  a solution  of  gamma  globulin  prepared 
from  human  plasma  from  hyperimmunized  donors.  Mumps  anti- 
body content  is  165  mg.  gamma  globulin  per  cc.  +15  mg. 

DOSAGE:  Prophylaxis— In  the  event  that  there  is  reason  to 
prevent  the  development  of  an  infection  in  an  exposed  child,  the 
minimum  suggested  dose  is  1-1/2  cc.  The  minimum  dose  sug- 
gested for  adults  and  children  12  years  or  older  is  3 to  4-1/2  cc., 
according  to  weight  and  delay  since  exposure.  T reatment  After 
Onset  of  Symptoms— Such  treatment  can  be  expected  to  have 
little  or  no  therapeutic  effect.  Used  as  early  as  possible  before 


the  onset  of  other  symptoms  than  parotitis,  it  may,  if  used  in 
heroic  doses,  prevent  complications  such  as  orchitis.  The  dose 
should  be  not  less  than  5 times  the  minimum  prophylactic  dose 
and  preferably  more. 

ADMINISTRATION:  Precaution:  Do  not  give  intravenously. 
Hyparotin  should  be  given  by  intramuscular  injection.  The  usual 
sterility  precautions  should  be  observed.  A separate  heat  steri- 
lized needle  and  syringe  should  be  used  for  each  injection. 

REACTIONS:  No  serious  reactions  have  been  reported  from  the 
use  of  gamma  globulin  products  derived  from  human  plasma. 


Produced  by  the  leaders  in  human  blood  fractions  research 
CUTTER  Jlaba'uUo'u&l  • Berkeley,  California  94710 
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27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
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Complete  information  for  usage  available  tel 
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TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults.1’2,3,4 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


(LX  03) 


BALTIMORE.  MARYLAND  21201 


Pyrenees : (1)  Siver,  R.  H.:  CMD,  21:109,  September 
1|4.  (2)  Frykman,  H.  H.:  Minn.  Med.,  35:19-27, 
J uary  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
rida  Acad.  Gen.  Prac.,  75:15-16,  October  1965.  (5) 
' ekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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low,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 

'ien  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
; out  her  condition. 

: e will  breathe  easier  when  you  prescribe  Novahistine  LP. 

i vahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
I tic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
; 1 repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

le  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
(ution  patients  who  operate  machinery  or  motor  vehicles 
t t drowsiness  may  result. 

[:h  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
< oride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

- PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 

For  relief  of  nasal  congestion. 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candid; 


2.  nonpregnant  women  with  a history  of  recent 
1.  diabetic  patients  or  recurrent  mondial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complcl  ■ 
formation  consult  Official  Package  Circular.  Indicat i : 
Infections  of  respiratory,  gastrointestinal  and  genitouri  / 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-si  • 
tive  organisms,  in  patients  with  increased  susceptil  f 
to  monilial  infections.  Contraindications : The  drug  is  • • 
traindicated  in  patients  hypersensitive  to  its  compon* . 

U arnings:  Photodynamic  reactions  have  been  produce 
tetracyclines.  Natural  and  artificial  sunlight  should  * 
avoided  during  therapy.  Stop  treatment  if  skin  disconl 
occurs.  No  cases  of  photosensitivity  have  been  repol 
with  Tetrex  (tetracycline  phosphate  complex).  With  rl 
impairment,  systemic  accumulation  and  hepatotoxicity  I 
occur.  In  this  situation,  lower  doses  should  be  used.  T'l 
staining  and  enamel  hypoplasia  may  be  induced  dug 
tooth  development  (last  trimester  of  pregnancy,  neonl 
period  and  childhood)).  Precautions : Bacterial  superm* 
tion  may  occur.  Infants  may  develop  increased  intracrafl 
pressure  with  bulging  fontanels.  In  gonorrheal  ther.l 
serologic  tests  for  syphilis  should  be  conducted  initi'j 
and  monthly  for  3 months.  Adverse  Reactions:  Gloss  ,1 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vagin  LI 
dermatitis,  and  allergic  reactions  may  occur.  Usual  A :fl 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  day  M 
beta-hemolytic  streptococcal  infections.  Administer  M 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  'I 
ties  of  16.  Each  capsule  contains  tetracycline  phospi»l 
complex  equivalent  to  250  mg.  tetracycline  HC1  acti 
ami  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  uni' 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


J 


in  G.U.  infections 
broad-spectrum  performance 


f r i f i f r r t 

12  24  48  72  96  120  144  168  1&2  216 

high  activity 


BECLOMYCIN 

DEM  ETHYLCHLOKfETRACYCU  NE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 


srasASirr.sP’ 5 "s 


1-2  “extra ’days’ activity 

after  the  last  dose  to  protect  against  relapse 


Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning  — In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


r 


12  hours 
between 
doses 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


mg  Tablet 
lornina 


one  300  mg  Tablet 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


It’s  made  for  b.i.d. 


The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’ "Compound  with  Codeine  Phosphate  gr.1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2Vi, 
Aspirin  gr.  3V2,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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starts  fast... 
keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  aspirin  or  phenacetin, 


and  in  those  with  blood  dyscrasias.  Literature  on  request. 

PERCODAN 


Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  U.  S.  Pats.  2,628,185  and  2,907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 


Winthrop  announces 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


♦Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research. 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  - from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  '/j  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)winGei.  trademark  reg.  u.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \ld//VrfArop 


Finally  — a taste  your  patients  will  trujy  like 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 


Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


I ledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out’’2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  fro 
secretions  penetrating  the  bronchi  and  bronchio 
In  laryngospasm,  there  are  both  inspiratory  and  - 
piratory  stridor  and  difficulty  in  inflating  the  che! 
in  bxonchospasm  there  is  an  expiratory  wheeze,  t 
not  as  much  difficulty  in  inflation,  although  soi 
resistance  may  be  felt.  Stridor  is  due  to  partial 
complete  closure  of  the  vocal  cords  in  spasm  and  t • 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produc 
difficulty  in  ventilation  through  the  mouth  until  t 
patient  is  deep  enough  to  place  an  oral  airway.  /I 
intravenous  agent  can  be  given  to  facilitate  the  - 
duction  of  anesthesia. 


Difficulties  can  arise  if  intubation  is  performed 
ventilate  the  patient.  For  example,  teeth  can 
broken  by  too  vigorous  attempts  at  intubation, 
the  intubation  itself  may  be  technically  difficult  di 
to  secretions  obstructing  the  view  of  the  glottis.  T1 
postoperative  sequelae  of  intubation  ranges  fro 
mild  laryngitis  to  pneumonia  with  atelectasis,  ar 
are  seen  far  more  commonly  in  patients  sufferir 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  cl: 
acteristic  stridor  or  " crowing”  sound. 


i Progression  of 

bronchioles  into  bronchospasm. 


Jomplications  during  the  maintenance  of 


can  occur  in  an  un- 


anesthesia  Bronchospasm 

intubated  patient  due  to  secretions  entering  the  bron- 
Ichial  tree  from  above,  and  acting  as  an  irritant  to 
rhe  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
ipasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
oatient  continually  or  to  use  an  endotracheal  tube 
which  protects  the  cords  and  bronchi  but  introduces 
he  risk  of  attendant  complications. 


Postoperatively, 


lostoperative  complications 

omplications  can  be  more  serious  than  even  the  intra- 
nesthesia  complications,  and  occur  much  more  fre- 
(uently  in  a patient  who  has  been  intubated.4 


! ore  throat  and  pharyngitis  can  result  both  from  the 
>reoperative  upper  respiratory  infection  and  from 
be  drying  of  the  mucous  membranes  which  occurs 
uring  anesthesia. 


Yracheitis  and  bronchitis  often  result  from  secre- 
|ions  trickling  down  the  tracheobronchial  tree. 

| laryngitis  is  frequently  seen  in  patients  with  upper 
l Jespiratory  infections  who  have  been  intubated, 
'here  is  a significant  increase  in  the  incidence  of 
iryngids  compared  to  that  in  patients  without  up- 
er  respiratory  infections. 


ub glottic  edema  is  a condition  which  occurs  mainly 
i children  who  have  been  intubated.  This  pathol- 
gy  results  from  an  exudate  developing  in  the  areo- 
ir  tissue  just  below  the  cords.  Because  of  the  small 
ze  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenT'6’7,8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Open  noses  all  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed -release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


riTriaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


( Advertisement ) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 

Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe- 
sia to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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1963,  p.  353.  5.  Written,  F.  W.:  Postoperative  Laryngeal  Stridor,  British 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  neariy  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe. . . 

Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  . 6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp. 
Administer  every  four  hours.  Side  effects:  Occa 
sional  drowsiness,  blurred  vision,  cardiac  palpi 
tations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa 
tient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 

( Advertisement ) 


Soyalac 


Soyalac 

SOLVES  THE 
PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


tfaee  ^OtiMefcouniL  (SowjAi 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 

• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


EDITOR,  NORTHWEST  MEDICINE: 

As  current  Chairman  of  the  Joint  Committee  on 
Health  Problems  in  Education  of  the  National 
Education  Association  and  the  American  Medical 
Association,  I am  writing  to  you  about  the  editorial 
which  was  published  in  northwest  medicine,  June, 
1966,  page  483. 

We  regret  very  much  that  you  did  not  consult 
members  of  the  Joint  Committee  before  preparing 
this  article;  a physician-member  of  the  Committee, 
Orvis  A.  Harrelson,  M.D.,  resides  in  Tacoma,  Wash- 
ington. 

The  Committee  has  always  tried  to  operate  within 
the  general  framework  of  the  policies  of  both  parent 
organizations.  All  of  the  members  are  well  aware  of 
this  obligation.  The  resolutions  you  refer  to  were 
framed  and  adopted  to  comply  with  established 
policy  and  in  an  attempt  to  assure  opportunity  for 
practicing  physicians  and  educators  to  have  a voice 
in  regulations  arising  out  of  new  legislation. 

The  attached  resolution,  adopted  in  1965  by  the 
Joint  Committee,  should  help  to  clarify  the  intent 
of  the  two  1966  resolutions  concerned  with  legisla- 
tive guidelines  which  you  misinterpreted  in  your 
editorial.  Considerable  legislation  affecting  children 
of  school  age  and  school  health  services  has  already 
been  passed  and  certain  other  measures  are  cur- 
rently being  considered. 

Some  such  legislation  was  developed  without 
consultation  with  either  practicing  physicians  or 
practicing  educators.  Also,  some  of  the  regulations 
to  implement  legislation  are  and  have  been  formu- 
lated without  consultation  with  the  professional 
people  who  implement  the  provisions  of  the  legisla- 
tion. 

These  three  resolutions  passed  by  the  Joint  Com- 
mittee in  1965  and  1966  having  to  do  with  legisla- 
tion, were  intended  to  suggest  that  when  regulations 
are  developed  with  respect  to  legislation  already 
passed,  representatives  of  practicing  physicians  and 
educators  should  definitely  be  involved  and  their 
advice  sought.  Likewise,  the  Joint  Committee 
wished  to  recommend  that  when  legislation  is  being 
framed  it  is  imperative  that  people  in  the  field, 
both  physicians  and  educators,  be  consulted  about 
the  practicality  and  philosophy  of  the  provisions  of 
a proposed  act  or  bill. 

The  Joint  Committee  does  not  wish  to  interject 


itself  into  the  legislative  field,  except  in  terms  of 
general  guidelines.  The  Committee  does  want  to 
encourage  those  directly  concerned  with  legislation 
to  utilize  knowledgable  physicians  and  educators 
as  advisors  with  respect  to  legislation.  The  Joint 
Committee  does  not  intend  to  become  involved  with 
legislative  advisement  itself. 

The  Joint  Committee  is  the  oldest  liaison  group 
of  either  parent  organization  and  has  a proud 
history  dating  back  to  1911.  The  policies  which  the 
Committee  has  developed  over  the  years  have 
always  carefully  delineated  the  separate  functions 
of  medicine  and  education.  I refer  you  to  more 
detailed  statements  of  policy  found  in  our  pamphlet, 
“Suggested  School  Health  Policies”,  and  books  pub- 
lished by  our  committee  “School  Health  Services,” 
“School  Health  Education,”  and  “Healthful  School 
Living.” 

We  are  glad  that  our  resolutions  which  are  written 
after  long  and  intensive  deliberation  are  coming 
to  your  attention,  but  we  hope  that  you  will  view 
them  in  proper  context  in  the  future. 

We  hope  that  in  fairness  to  all  concerned  you 
will  publish  this  letter  in  northwest  medicine  in 
answer  to  the  editorial  carried  in  the  June  issue. 
We  would  appreciate  this  opportunity  to  interpret 
the  intent  of  the  Committee  with  respect  to  these 
particular  resolutions  to  any  of  your  readers  who 
may  have  gathered  the  wrong  impression  from  the 
editorial. 

Sincerely, 

RUTH  A.  FRARY,M.D. 

Chairman 
141  Monte  Vista  Avenue 
Watsonville,  California  95076 

The  only  policy  making  body  of  the  American 
Medical  Association  is  its  House  of  Delegates.  Ed. 

JOINT  COMMITTEE  ON  HEALTH 
PROBLEMS  IN  EDUCATION— NEA—AMA 

A resolution  adopted  by  the  Joint  Committee  on 
Health  Problems  in  Education,  National  Education 
Association-American  Medical  Association,  March, 
1965: 

LEGISLATION  AND  SCHOOL 
HEALTH  POLICIES 

Whereas  a variety  of  new  legislative  proposals  af- 
fecting the  health  of  children  and  youth  are  being 
enacted,  and 

Whereas  implementation  of  the  provisions  of  this 
legislation  involves  specific  policies  and  practices  re- 
lating to  health  services  and  health  education  of 
children  and  youth,  and 

Whereas  the  Joint  Committee  on  Health  Problems 
in  Education  in  conjunction  with  other  groups  has 
suggested  educationally  desirable  and  medically  ac- 
ceptable policies  and  practices  in  conducting  school 
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health  education  and  health  services,  and 

Whereas  these  policies  and  practices  have  empha- 
sized the  concept  of  the  individual’s  responsibility 
for  his  own  health  and  the  concept  of  a personal 
physician,  and 

Whereas  these  policies  and  practices  have  evolved 
through  years  of  experience  and  have  generally  been 
found  workable  and  effective  in  actual  practice, 
therefore,  be  it 

Resolved  that  these  policies  should  guide  the 
implementation  of  any  new  legislation  affecting 
health  services  for  children  and  youth. 

SCHOOL  HEALTH  LEGISLATION:  1966 

Whereas  a variety  of  new  federal  legislation  has 
been  enacted  affecting  the  health  and  education  of 
children,  and 

Whereas  some  federal  legislation  supports  many 
areas  of  the  curriculum,  school  health  services,  and 
health  education  have  often  been  omitted  or  ex- 
cluded, and 

Whereas  the  Joint  Committee  on  Health  Problems 
in  Education  has  expressed  its  concern  for  the  need 
for  effective  school  health  programs,  therefore  be  it 

Resolved  that  future  legislation  utilize  to  a greater 
degree  practicing  experienced,  professionally  trained 
medical  and  educational  leaders  and  organizations 
to  assist  in  the  drafting  of  legislation,  and  be  it 
further 

Resolved  that  schools  be  encourged  to  include 
health  servics  and  health  education  in  their  new 
experimental  and  innovative  educational  programs, 
and  be  it  further 

Resolved  that  future  legislation  should  empha- 
size health  in  the  schools  to  the  same  degree  that 
other  subjects  are  supported  and  emphasized. 

LEGISLATIVE  GUIDELINES  AND 
REGULATIONS— 1966 

Whereas  legislation  covering  a variety  of  health 
and  education  services  for  children  currently  is 
being  implemented,  and 

Whereas  such  implementation  involves  the  de- 
velopment of  regulation  and  guidelines  which  signifi- 
cantly affect  local  policies  and  practices,  and 

Whereas  in  a number  of  instances  governmental 
groups  developing  such  regulations  have  involved 
on-the-job  professional  personnel  in  an  advisory 
capacity  with  benefit  to  all  concerned,  therefore 
be  it 

Resolved  that  it  become  the  general  practice  of 
governmental  groups  developing  such  guidelines  to 
seek  the  counsel  of  the  professional  personnel  who 
are  to  carry  out  the  programs  involved,  and  be 
it  further 

Resolved  that  to  permit  optimum  local  adapta- 
tion and  innovation  that  those  guidelines  that  are 
developed  be  as  flexible  as  is  consistent  with  good 
administrative  practice. 


Invictus  '66 

Oh  the  welder  has  his  galvanism  you  all  know, 
And  the  painter  has  a gripe  from  lead  that  hurts 
him  so, 

Now  the  barber  has  an  itch  to  give  him  sad  lament, 
And  the  writer  gets  a cramp  that  makes  his  finger 
bent. 

So  it’s  hi  ho  ho  and  the  Welfare  State  for  me; 

I’m  going  to  find  a job  and  get  the  housemaid’s  knee! 

Oh  the  jockey  cannot  ride  if  he  has  put  on  weight. 
And  the  professor  who  is  absent  minded  gets  there 
late, 

Now  for  madness  of  the  hatters  they  will  compensate, 
And  the  sailor  who  has  mal  de  mere  is  left  home, 
mate. 

So  it’s  hi  ho  ho  and  it’s  come  to  be  this  way; 

If  you’re  a worker,  you’re  no  friend  of  LBJ! 

Oh  the  diver  gets  a bend  for  which  he  can  retire, 
And  the  farmer  in  his  silo  better  not  perspire, 

Now  the  chimney  sweep  has  cancer  in  his  privates 
low, 

And  the  policeman  has  to  quit  because  his  feet 
flat  so! 

So  it’s  hi  ho  ho  my  insurance  pays  the  dough; 

I’m  going  to  play  some  tennis  with  my  bum  elbow! 

Oh  the  miner  gets  a pension  for  his  psilicosis, 

And  the  dentist  has  no  practice  ’cause  of  halitosis, 
Now  the  business  man  has  ulcers  which  he  feeds 
with  glee, 

Can’t  you  find  yourself  an  illness  and  goof  off  with 
me? 

So  it’s  hi  ho  ho  and  together  we  will  go! 

Let  the  others  pay  the  tab,  but  we  will  work,  no  mo! 

Note:  if  set  to  music,  it  is  suggested  that  this  be 
sung  to  the  tune  of  “The  Star  Spangled  Banner.” 

GLEN  S.  PLAYER,  M.D. 

Delivery:  postcards  and  babies 

EDITOR,  NORTHWEST  MEDICINE: 

Congratulations  on  the  last  Northwest  Medi- 
cine. The  article  by  Cotton  on  the  future  of  Medi- 
care, etc.,  seemed  to  me  to  be  the  best  I have 
read  in  a medical  journal. 

There  was  one  statement  in  his  article  that 
needs  to  be  emphasized;  that  his  daughters  in 
England  thought  that  to  pay  the  doctor  would  be 
like  paying  the  postman.  Note  that  they  have 
equated  the  delivery  of  a postcard  with  the  delivery 
of  a baby. 

continued  on  page  689 
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“son 

l»ou  voir 
antiemeticpie 
est  elesve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
‘‘its  antiemetic  potency*  is  high”  (‘‘son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44: 648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


Dramamine 

■ ■ brand  of  ■ ■ ■ ■ 

dimenhydrinate 


classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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Case  Completed 


EDITORIAL 


According  to  established  and  fairly  rigid  pattern, 
denouement  of  the  usual  clinical-pathological 
conference  involves  only  the  final,  incontovert- 
ible  diagnosis  and,  perhaps,  a few  comments  on 
what  else  might  have  done.  This  one  wasn’t 
closed  quite  that  way. 

The  man  was  55  years  old  and  had  been  ad- 
mitted to  the  hospital  after  becoming  deeply 
jaundiced.  He  had  taken  no  hepatotoxic  drugs, 
had  been  given  no  injections  and  complained 
of  no  pain  other  than  mild  epigastric  discomfort. 
The  usual  battery  of  laboratory  tests  indicated 
obstructive  jaundice  and  there  had  been  an 
operation.  He  died  six  weeks  after  the  original 
hospital  admission. 

After  the  usual  case  presentation  and  diag- 
nostic guess  based  on  the  prepared  protocol,  no 
one  was  particularly  surprised  to  learn  that  the 
post  mortem  examination  had  revealed  a carci- 
noma at  the  junction  of  the  hepatic  and  common 
bile  ducts.  Surgical  correction  was  obviously  im- 
possible. The  case  would  be  closed  as  another 
example  of  a problem  not  yet  solved  by  scien- 
tific medicine.  But  more  than  scientific  medicine 
had  been  involved.  The  denouement  of  greatest 
significance  was  yet  to  come. 

The  patient’s  physician  rose,  saying  that  there 
were  a few  additional  factors  that  had  not  yet 
been  presented.  He  thought  they  might  be 
added  to  the  discussion.  His  remarks  went  some- 
what as  follows: 

“I’ve  known  this  man  for  something  more  than 
ten  years,  not  frequently  as  a patient,  but  often 
enough  to  know  something  about  his  life  and 
his  family.  They  were  a closely  knit  group,  not 
very  religious,  but  there  was  affection  between 
the  mother  and  father  and  for  the  four  children. 
Whenever  they  could,  they  took  family  outings 
together  and  the  father  taught  the  youngsters 
how  to  camp,  and  fish,  and  enjoy  the  outdoors. 
He  was  an  honest  and  sincere  man,  only  a truck 
driver,  but  I respected  him  for  what  he  was. 

“When  he  came  in,  jaundiced,  about  a week 
after  the  trouble  began,  I had  a feeling,  without 
exactly  knowing  why,  that  this  wasn’t  just  a case 
of  hepatitis.  I was  almost  sure,  from  the  first, 
that  there  was  a malignancy  in  the  picture  some- 
where. When  the  laboratory  tests  indicated  ob- 
structive jaundice,  I also  realized  that  the  surgery 
would  probably  be  more  than  a simple  chole- 


cystectomy, so  I asked  a surgical  consultant 
to  assume  responsibility  for  the  operation. 

“Surgery  was  scheduled  for  a Monday  morn- 
ing. But  on  Sunday  I learned  that  this  man  did 
not  have  a will.  With  foreboding  of  serious 
prognosis  after  surgery,  I realized  what  would 
happen  should  I wait  until  after  surgery  to  insist 
that  he  make  a will. 

“I  knew  that  my  own  lawyer  would  help  him 
even  on  Sunday.  But  he  was  in  the  mountains 
skiing.  Fortunately,  the  surgeon  planned  to  go 
to  the  same  area  that  day.  We  discussed  the 
situation  and  agreed  that  a will  should  be  drawn. 
He  had  the  name  of  the  lawyer,  found  him  on 
the  slopes  and  insisted  that  he  stop  by  the  hos- 
pital as  soon  as  he  returned  to  the  city.  The 
lawyer  drew  the  will,  and  obtained  witnesses 
late  that  evening.  After  the  operation,  you  may 
be  sure  that  I was  glad  that  it  had  been  done. 

“When  the  time  came  for  the  funeral,  I real- 
ized that  the  family  could  not  afford  an  elab- 
orate affair.  We  discussed  it  together  and  they 
decided  to  have  a rather  simple  service  to  be 
followed  by  cremation.  Instead  of  a thousand  or 
so,  the  funeral  cost  them  only  about  a hundred 
and  fifty  dollars. 

“Because  they  had  been  a self  sufficient  and 
closely  knit  family,  I realized  that  there  would 
not  be  many  at  the  service  so  my  wife  and  I 
attended.  I think  there  were  only  one  or  two 
others  there  in  addition  to  the  family. 

“The  minister  who  read  the  service  was  kind 
but  spoke  in  rather  general  terms  and  his  re- 
marks did  not  seem  to  me  related  very  much 
to  the  father  those  kids  had  lost.  I couldn’t  help 
speaking  for  a moment  about  what  a wonderful 
man  their  father  had  been,  how  I respected  him 
for  his  honesty,  his  sincerity,  for  the  way  he  had 
shown  them  to  enjoy  family  companionship  and 
the  things  he  had  taught  them  about  Nature 
and  the  great  outdoors.  I didn’t  think  my  job 
as  a doctor  had  really  been  completed  in  this 
case  until  I had  left  with  those  children  the 
foundation  for  a lifetime  of  gratitude  for  having 
had  a father  like  that. 

“It  seems  to  me  that  we  can’t  really  close  this 
case  without  understanding  these  other  things 
that  were  so  important  to  the  family  who  were 
all,  really,  in  my  care  and  for  whom  I care.  Now 
I think  the  record  is  complete.” 

H.L.H. 
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For  more  complete  relief  of  allergic  symptoms 


Consider  Co-Pyronil®  when  allergic  patients  need  more 
complete  relief  than  single  antihistamines  alone  can  give. 

Each  Pulvule®  provides: 

Two  antihistamines — to  give  both  rapid  relief  and  pro- 
longed activity  (up  to  twelve  hours). 

A vasoconstrictor — to  provide  the  synergistic  action  of 
a decongestant. 

These  ingredients  act  quickly  to  relieve  the  conges- 
tion and  discomfort  of  pollinosis,  the  burning  and 
weeping  of  ocular  allergies,  the  itch  and  swelling  of 
urticaria  and  minor  drug  reactions.  For  secondary 
symptoms  concurrent  with  these  allergies,  Co-Pyronil 
also  helps  to  give  more  complete  relief. 

Contraindications  and  Precautions:  Hypersensitivity  to  anti- 
histamines, though  rare,  is  a contraindication  to  their  use. 
Co-Pyronil  should  be  used  with  caution  in  the  presence  of 


hypertension,  cardiovascular-renal  disease,  and  hyperthy- 
roidism. As  with  any  preparation  containing  antihistamines 
and  sympathomimetics,  overdosage  may  produce  excessive 
central-nervous-system  depression  or  stimulation. 

Side-Effects:  Drowsiness  is  sometimes  reported  at  the  be- 
ginning of  treatment  but  is  usually  transient.  In  rare  in- 
stances, symptoms  of  sympathetic  overstimulation  may  be 
noted  from  the  vasoconstrictor  ingredient  in  Co-Pyronil. 

Dosage  Range:  One  Pulvule  every  four,  eight,  or  twelve 
hours,  depending  on  the  severity  of  the  symptoms. 


Co-Pyronil 

Each  Pulvule  contains  15  mg.  Pyronil-  (pyrrobutamine,  Lilly),  25 
mg.  Histadyl®  (methapyrilene  hydrochloride,  Lilly),  and  12.5  mg. 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly). 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana. 
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On  the  Treatment  and  Disposition  of  Sexual  Offenders 


GUILIO  di  F U R I A,  M.D.,  Fort  Steilacoom,  Washington 

Deviant  sexual  behavior  appears  to  be  a learned  response  to  emotional 
stress  and  deviants  have  common  characteristics  of  rigidity  in  adjustment  to 
environment,  a sense  of  deprivation  of  love  in  infancy,  and  inability  to  establish 
give-and-take  relationships.  Based  on  this  understanding,  it  has  been  possible 
to  establish  a plan  of  group  therapy  in  which  social  pressures  within  the  group 
can  replace  deviant  patterns  with  more  acceptable  ways  of  dealing  with  stress. 
Early  residts  are  encouraging.  Enlightened  legislation  is  needed  and  would 
facilitate  application  of  these  methods. 


1 1 is  common  knowledge  that  for  thousands  of 
years  man  has  satisfied  his  sexual  urges  in  a 
multitude  of  ways.  It  is  also  known  that  any  par- 
ticular’ sexual  activity  has  been  described  as 
normal,  deviant,  abnormal,  offensive  or  crim- 
inal, depending  upon  the  time,  culture  and  de- 
gree of  civilization.  Today  in  the  U.S.A.  a sexual 
offender  is  one  who  is  caught  practicing  sexual 
behavior  considered  abnormal  by  our  society. 

Washington  law 

For  several  decades  psychiatrists  have  be- 
lieved that  abnormal  sexual  behavior  is  closely 
related  to  mental  illness  and  that  the  sexual  of- 
fender can  be  treated  and  rehabilitated.  Since 
the  early  1930’s,  more  than  30  states  have  passed 
legislation  to  provide  treatment  for  these  indi- 
viduals. The  first  sexual  psychopath  laws  in  the 
State  of  Washington  were  passed  during  the 
Legislative  Session  of  1949.  Chapter  198,  an 
act  relating  to  the  care  and  treatment  of  men- 
tally ill,  including  Section  25  through  40,  pro- 
vided for  the  commitment,  custody,  detention, 
treatment,  parole  and  discharge  for  the  sexual 
psychopath.  By  this  legislative  act  the  state 
hospitals  were  given  the  dual  responsibility  of 
custody  and  treatment  of  the  offenders.  What 
actually  happened,  however,  was  that  the  of- 
fenders, instead  of  being  kept  in  jails  or  peni- 
tentiaries, were  housed  in  security  wards  or 
buildings  of  mental  hospitals,  but  received  very 
little  effective  treatment. 

In  1959,  while  the  Division  of  Mental  Health 
was  involved  in  transforming  the  custodial  prac- 
tices of  our  mental  hospitals  into  psychiatric 
treatment  programs,  we  at  Western  State  Hos- 


pital became  more  conscious  of  our  sexual  of- 
fender population  and  the  governing  laws.  It 
was  apparent  that  we  were  not  fulfilling  the 
intent  of  the  laws  as  no  effective  treatment  was 
available.  This  together  with  an  average  of  20 
“escapes”  per  year  forced  us  to  realize  that  we 
offered  no  treatment  and  very  little  of  the  secur- 
ity which  the  community  expected  and  the  law 
sought  to  provide.  With  limited  experience  and 
plenty  of  courage  we  proceeded  to  lay  the  foun- 
dation of  a sound  program  to  meet  the  obvious 
need.  This  became  the  grounds  for  the  present 
program.1 

habit  reaction  to  stress 

Etiology  of  aberrant  sexual  behavior  is  not 
known.  Treatment  approaches  have  been  based 
upon  varied  theories.  The  sexual  offender  has 
been  subjected  to  such  treatment  as  castration, 
hormone  therapy,  electric-shock  therapy,  group 
therapy,  individual  dynamically  oriented  psycho- 
therapy and  psychoanalysis.  Although  there  have 
been  sporadic  reports  of  success  in  individual 
cases,  it  is  generally  agreed  that  results  have 
been  unsatisfactory. 

Our  therapy  program  is  formed  on  the  assump- 
tion that  deviant  sexual  behavior  is  learned 
behavior  which  becomes  a habitual  reaction  to 
stress. 

During  early  development,  while  free  from 
external  or  social  control,  the  person  who  will 
become  a deviate  focuses  on  sex  as  a source  of 
immediate  gratification.  The  way  he  chooses 
to  gratify  his  sexual  urge  will  depend  on  conve- 
nience, availability  of  a sexual  object,  and  rela- 
tive freedom  from  immediate  unpleasant  con- 
sequences. While  deviant  patterns  of  sexual 
behavior  are  being  formed,  socially  acceptable 


Dr.  di  Furia  ia  the  Superintendent,  Western  State  Hos- 
pital. Fort  Steilacoom,  Washington. 
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patterns  of  heterosexual  activity  are  being  avoid- 
ed. The  individual  learns  solitary  and  socially 
aberrant  sexual  behavior  and  fails  to  learn  nor- 
mal social  skills  and  attitudes  and  heterosexual 
function.  This  deviant  behavior  practiced  more 
and  more  during  his  growing  years  not  only 
fosters  the  growth  of  a permanently  perverted 
behavior  pattern,  but  also  deprives  him  of  the 
healthy  experiences  which  provide  a sound  ba- 
sis for  normal  social  and  sexual  function  in  his 
adulthood. 

Thus,  treatment  is  based  on  the  learning  theo- 
ry and  our  attention  and  total  therapeutic  en- 
deavor is  directed  to  overt  behavior  rather  than 
to  unconscious  motives,  symbolism,  regression, 
fixation,  or  castration  anxiety.2  The  group 
members  live  and  work  in  fairly  close  proximity, 
and  can  readily  focus  their  attention  on  their 
ways  of  reacting  both  in  and  out  of  the  group 
and  exert  social  group  pressures  to  control  one 
another’s  behavior.  The  theory  postulates  that 
sexual  deviation  is  learned  and  used  by  the 
individual  to  exploit  people  for  personal 
gain,  yet  the  more  typical  non-sexual  patholog- 
ical patterns  used  by  the  patient  may  be  of  equal 
or  greater  importance.  The  sexual  deviation  may 
be  viewed  as  one  figure  in  a larger  pattern  of 
socially  deviant  behavior  which  the  patient  has 
learned  and  adopted  as  a life  time  habit  com- 
plex. Once  the  group  recognizes  the  specific 
pattern  of  interpersonal  expedience  used  by  an 
individual  member,  it  can  then  point  to  similar 
activity  in  his  history  and  relate  the  pattern  to 
his  deviant  sexual  behavior.  The  therapy  helps 
the  individual  to  identify  his  techniques  of  ex- 
ploitation and  to  substitute  for  them  socially 
acceptable  ways  of  dealing  with  stress  or  de- 
privation through  social  control.  The  group,  then, 
represents  the  values  of  society  to  the  patient. 

group  therapy 

Treatment  involves  intensive  group  psycho- 
therapy, industrial  assignment,  and  a total  life 
program  in  which  privileges  are  earned  and 
responsibilities  granted  only  when  the  individual 
demonstrates  by  his  application  to  all  elements 
of  the  program  that  he  is  willing  to  earn  privil- 
eges and  capable  of  accepting  gradually  increas- 
ing responsibility.  The  therapy  group  meets 
regularly  five  times  a week  for  one  and  one-half 
hours  per  meeting.  Treatment  goals  include 
complete  honesty  about  all  sexual  offenses  as 
well  as  his  other  patterns  of  deceit  and  dishon- 
esty. This  gives  the  patient  a human  environ- 


ment in  which  he  must  live  through  stressful  and 
frustrating  experiences  without  resorting  to  his 
habitual  deviant  ways  of  reacting.  He  is  under 
pressure  to  learn  new  ways  of  coping  with  stress 
and  as  he  does  he  is  offered  the  opportunity  to 
help  his  fellow  group  members  overcome  their 
similar  problems.  As  times  goes  on,  he  is  ex- 
pected to  see  the  help  he  gives  others  as  his 
responsibility. 

Married  patients  whose  wives  are  interested 
in  their  treatment  may  also  participate  in  a 
husband  and  wife  group,  which  meets  once  a 
month.  The  wives  come  to  the  hospital  to  par- 
ticipate with  their  husbands.  These  couples  have 
much  in  common.  Frequently  the  wife  has  tol- 
erated the  husband’s  unacceptable  behavior  be- 
cause she  dreaded  the  unpleasantness  which 
resulted  every  time  she  confronted  him  with  his 
manipulative  ways.  The  couples  discuss  the  ways 
in  which  they  have  dishonestly  controlled  each 
other,  deceived  each  other,  cheated  and  used 
unpleasantness  to  get  what  they  wanted.  The 
group  attempts  to  help  couples  find  direct  and 
mutually  satisfying  ways  of  relating  with  each 
other,  including  ways  of  arguing  or  airing  dif- 
ferences constructively,  discussing  feelings,  de- 
sires, and  fears,  and  in  general  developing  an 
honest,  intimate  relationship. 

social  pressure  within  the  group 

Within  these  groups  social  pressure  is  a con- 
stant force  requiring  members  to  conform  to 
standards— such  as  the  rules  of  the  hospital,  the 
requirements  of  society  and  the  regulations  of 
the  group. 

To  begin  with,  the  group  is  often  the  object 
of  criticism  from  those  who  react  to  sexual  of- 
fenses with  disgust,  resentment,  anger  or  fear. 
Occasionally  news  media  will  arouse  public 
apprehension  about  sexual  offenders,  especially 
when  a serious  sexual  crime  is  committed  some- 
where in  the  United  States.  It  receives  much 
publicity  and  stimulates  a demand  for  more 
protection.  Consequently,  these  groups  have 
considerable  leverage  that  can  be  used  in  subtle 
and  overt  ways  to  demand  responsible  behavior 
on  the  part  of  the  patients. 

As  a result,  they  can  be  given  considerable 
freedom  on  the  grounds.  They  have  responsible 
jobs,  and  are  usually  model  patients.  They  su- 
pervise each  other  either  in  pairs  or  small  groups 
and  usually  they  can  anticipate  and  forestall 
unacceptable  behavior,  thus  protecting  the 
group’s  good  reputation  within  the  hospital  corn- 
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munity.  As  a result  they  learn  to  be  responsible 
by  being  held  strictly  accountable  to  the  entire 
group  for  all  of  their  actions. 

common  characteristics 

Of  interest  are  some  observations  we  have 
made  during  our  work  with  these  individuals. 
In  evaluating  their  personal  history  and  observ- 
ing their  interaction  within  the  group,  we  find 
they  have  some  common  characteristics.  For 
instance,  regardless  of  their  age,  personality 
makeup,  or  type  of  offense,  they  all  have  severe 
problems  in  interpersonal  relationship. 

Generally  speaking,  they  have  never  been 
close  to  another  person  in  a healthy  give-and- 
take  relationship.  They  harbor  feelings  of  having 
been  deprived  of  love  in  infancy,  and  have 
marked  dependency  needs  which  they  are  un- 
able to  communicate  correctly.  Whether  their 
intelligence  is  superior,  average  or  low,  they 
always  seem  rigid  in  their  ways  of  adjusting  to 
environment.  The  majority  of  them  feel  that 
sex  is  dirty  and  disgusting.  Only  within  the 
group  are  they  able  to  admit  that  the  offenses 
they  have  committed  gave  them  a feeling  of  gra- 
tification, revenge,  excitement,  escape,  revulsion 
and  severe  guilt.  When  the  offender  enters  the 
hospital  on  court  order  for  90  days  of  observa- 
tion for  sexual  psychopathy,  he  is  interviewed 
and  tested  psychologically  for  preliminary  eval- 
uation. His  selection  for  treatment  is  based  on  a 
combination  of  arbitrary  criteria  and  clinical 
judgments.  If  not  mentally  defective,  overtly 
psychotic,  or  completely  resistive  to  treatment, 
he  is  assigned  to  the  program  on  a trial  basis. 
At  the  end  of  the  observation  period  the  senior 
administrative  psychiatric  staff  evaluates  his 
progress  and  reports  to  the  court  on  his  suit- 
ability for  treatment.  Clinical  judgment  is  made 
as  to  whether  further  treatment  will  help  hirn 
change  sufficiently  to  become  safe  to  be  at 
large.  The  wishes  of  the  patient  are  also  taken 
into  consideration.  Typically,  the  patients  feel 
they  are  benefiting  from  treatment  and  request 
return  to  the  hospital. 

encouraging  results 

During  the  past  six  years,  152  offenders  have 
participated  in  our  program— 129  have  been  re- 
leased, 23  are  presently  receiving  treatment. 

Since  we  have  arbitrarily  set  a five  year  period 
of  acceptable  social  adjustment  after  discharge 
for  a patient  to  be  classified  as  having  had  suc- 
cessful treatment,  not  enough  time  has  gone 


by  to  enable  us  to  accumulate  statistical  evidence 
to  show  the  effectiveness  of  our  program. 

We  are,  however,  encouraged  by  the  fact 
that  this  type  of  program  can  be  carried  out 
with  a minimal  amount  of  security  ( only  five  pa- 
tients left  the  hospital  without  permission  in  six 
years),  and  that  there  is  enough  evidence  that  the 
morale  and  motivation  of  the  patients  in  the 
program  is  quite  high. 

Our  present  approach  seems  more  effective 
than  any  other  procedure  we  have  previously 
used  or  read  about.  Our  program  is  quite  flex- 
ible. For  instance,  recently  we  succeeded  in 
changing  the  sado-masochistic  masturbatory 
fantasies  of  a patient  to  normal  heterosexual 
ones  by  using  unpleasant  stimulation  over  a 
period  of  13  weeks.3  Two  months  after  this  aver- 
sion treatment  was  discontinued  the  patient 
could  not  conjure  up  sadistic  fantasies  and  had 
no  desire  to  do  so.  We  are  constantly  seeking 
ways  of  making  patients  more  directly  respon- 
sible for  their  behavior  and  increasing  the 
amount  of  intensive  psychotherapeutic  interac- 
tion in  a given  period  of  time.  Many  complex 
problems  arise  during  the  treatment  and  rehabil- 
itation of  these  individuals.  Some  of  these  prob- 
lems are  caused  by  ignorance  of  the  specific 
causal  factors  in  the  development  of  deviant  be- 
havior; many  more  are  related  to  the  rigidity 
of  the  laws  which  restrict  our  freedom  to  inno- 
vate and  experiment  on  program  improvement. 

need  for  enlightened  legislation 

To  clarify  and  improve  the  existing  statutes 
in  the  fulfillment  of  both  aspects,  early  in  1963, 
Mees  and  I wrote  a critique  of  the  sexual  psycho- 
path law  of  the  State  of  Washington.4  We  sug- 
gested several  changes  to  differentiate  clearly 
between  the  need  for  treatment  and  the  need 
for  confinement.  Other  objectives  of  our  sugges- 
tions were,  (a)  to  avoid  the  present  confusion 
caused  by  intermingling  of  legal  and  psychiatric 
terms,  (b)  to  give  the  hospital  a voice  in  the 
disposition  of  the  offender  after  hospitalization, 
whether  he  proved  refractory  to  treatment  or 
safe  to  continue  treatment  as  an  outpatient,  (c) 
to  give  the  hospital  the  same  authority  and  re- 
sponsibility over  the  sexual  offender  as  it  has 
over  other  patients.  This  would  allow  greater 
flexibility  in  manipulating  his  environment  and 
effecting  his  gradual  rehabilitation.  For  exam- 
ple, if  the  offender  could  be  permitted  carefully 
planned  home  visits,  his  progress  in  treatment 
could  be  more  accurately  appraised.  His  need 
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for  further  treatment  might  thus  become  ap- 
parent while  he  is  still  a patient. 

The  constant  frustrations  experienced  in  try- 
ing to  establish  treatment  programs  for  sexual 
offenders  as  intended  by  the  sexual  psychopath 
law  and  impossibility  of  completing  treatment 
programs  because  of  the  limitations  and  contradic- 
tions in  the  laws  led  to  our  critique.  We  find  the 
roles  of  jailor  and  therapist  quite  incompatible. 

The  lack  of  avenues  for  the  disposition  of 
untreatable  offenders,  and  the  requirement  that 
we  pronounce  the  offender  “safe  to  be  at  large” 
before  treatment  is  completed,  makes  our  task 
a most  difficult  one. 

When  a released  patient  relapes  in  his  offen- 
sive behavior,  we  make  all  efforts  to  discover 
the  reason  for  the  failure— in  these  instances  the 
question  of  premature  release  is  ever  present. 
Assessment  of  such  a case  might  reveal  a number 
of  reasons  related  to  the  stresses  of  his  psycho- 
social situation,  rather  than  to  the  nature  or 
amount  of  treatment  received. 

When  an  offender  is  designated  as  “safe  to 
be  at  large”  the  judgment  is  made  by  a number 
of  people.  It  is  a group  decision  made  only 
after  months  or  years  of  observation  and  treat- 
ment. The  psychiatric  team  in  charge  of  the 
program  and  the  Senior  Committee  of  the  Hos- 
pital, composed  of  several  psychiatrists  and 
psychologists,  arrive  at  the  decision  after  care- 
fully reviewing  each  and  every  case.  Ultimately 
our  recommendations  are  brought  to  the  atten- 
tion of  the  Court,  or  the  Parole  Board,  for  their 
consideration  in  making  final  disposition. 

I am  fully  aware  of  the  difficulties  facing  the 
Legislature  in  regard  to  changes  in  the  sexual 
psychopath  law.  Their  concern  is  justified  in 
view  of  the  general  feeling  that  sexual  offenders 
should  be  considered  dangerous  criminals.  This 
feeling  may  be  reinforced  by  the  grim  fact  that 
treatment  programs  in  State  hospitals  in  the 
Lhiited  States  have  been  quite  ineffectual. 

rarity  of  successful  programs 

In  1963  we  conducted  a nation-wide  survey 
of  mental  hospitals  accepting  sexual  offenders.5 
Returns  from  122  hospitals  showed  that  only 
14  per  cent  of  the  administrators  felt  that  most 
of  the  offenders  in  their  treatment  programs 
were  helped  to  make  a better  social  adjustment 
and  to  control  their  behavior.  The  survey  also 
indicated  quite  clearly  that  successful  programs 
are  quite  rare.  Treatment  approaches  are  too 
numerous  and  are  based  on  a variety  of  theoret- 


ical assumptions  and  few  empirical  facts. 

The  painful  reality  is  that  the  problem  of  the 
sexual  offender  is  a most  difficult  one  and  at 
present  the  limited  scientific  data  concerning 
the  causes  of  the  problem  are  inconclusive. 

In  1961  the  joint  Commission  on  Mental  Ill- 
ness and  Health  Report  “Action  for  Mental 
Health"  stressed  the  immense  need  for  more 
knowledge  in  this  field  and  strongly  recommend- 
ed the  undertaking  of  broad  research  studies." 

The  State  of  Washington  is  now  accepting 
this  challenge.  On  October  14,  1965,  Governor 
Evans  expressed  the  need  for  study.7  He  out- 
lined major  points  for  investigation  such  as  the 
causes  of  sexual  misbehavior,  the  prevention  and 
the  treatment  of  sexual  offenders.  He  appointed 
an  Advisory  Commission  of  highly  competent 
people  charged  with  the  responsibility  of  ex- 
pressing to  him  their  recommendations  before 
March  1,  1966  on  the  proposed  research  study. 
This  is  indeed  a great  step  in  the  right  direction. 

Western  State  Hospital  98323 
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abstracto 

Comportamiento  sexual  desviado  parece  ser 
respuesta  aprendida  a tension  emotional  y los 
desviados  tienen  la  comun  caractenstica  de 
rigulez  en  adaptacion  al  medio,  un  sentido  de 
privacion  de  amor  en  la  infancia  e inhabilidad 
a dar  y tomar  relaciones.  Basado  en  este  enten- 
dimiento,  ha  sido  posible  establecer  un  plan  de 
terapia  en  grupo  en  la  cual  la  presion  social 
dentro  de  grupo  puedo  reemplazar  los  patrones 
dcsviantes  con  un  mas  aceptable  camino  de 
relacion  con  la  tension.  Tcmpranos  resultados 
son  animadores.  Luminada  legislacio  es  nece- 
saria,  la  cual  facilitaria  la  aplicacion  de  estos 
metodos. 
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Chronic  Hemodialysis:  Problems  Encountered 
in  a Community  Artificial  Kidney  Center 

JAMES  W.  HA  VI  LAN  D,  M.  D.,  Seattle,  Washington 


Renal  failure  occurs  in  25  persons  per  million  population  per  year.  Their 
lives  can  be  prolonged  and-  their  usefulness  to  society  preserved  by  hemodialysis. 
Selection  of  statable  patients  depends  on  psychologic  compatibility  with  the 
program,  productive  ability,  financial  resources,  and  geographic  proximity  to 
an  established  center.  The  center  much  have  the  best  of  equipment,  and  must 
be  staffed  by  highly  trained  personnel.  Satellite  centers  can  operate  successfully 
if  backed  by  larger,  self-sufficient  organizations.  Cost  of  treatment  is  being 
reduced  as  efficiency  of  center  operation  is  increased. 


There  is  some  familiarity  on  the  part  of  the 
medical  profession  with  the  general  consid- 
erations raised  by  chronic  hemodialysis  in  man- 
agement of  terminal  uremia.  However,  many 
fundamental  problems  have  been  unearthed 
since  Scribner  and  his  group  made  such  treat- 
ment possible  by  successful  introduction  of  the 
Teflon  (and  later  the  Silastic-Teflon)  cannula 
into  routine  use.12  The  purpose  of  this  paper  is 
to  discuss  some  of  these  problems  as  encountered 
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Fig.  1.  Silastic-teflon  cannulae 


From  the  Seattle  Artificial  Kidney  Center  and  The  Uni- 
versity of  Washington  School  of  Medicine,  Seattle,  Wash. 

Presented  in  part  at  the  Montana-Wyoming  regional  meet- 
ing of  the  American  College  of  Physicians  under  the  title, 
"Pro’s  and  Con’s  of  Chronic  Hemodialysis,”  Helena, 
Montana,  October  23,  1965. 


at  the  Seattle  Artificial  Kidney  Center  in  the 
hope  that  consideration  of  favorable  as  well  as 
unfavorable  factors  may  make  it  easier  for  the 
practicing  physician  to  decide  whether  or  not 
chronic  hemodialysis  is  a potentially  suitable 
method  of  management  for  his  patient.  It  may 
also  help  physicians  decide  what  facilities  and 
methods  are  appropriate  for  each  community. 

basic  considerations 

It  may  be  worthwhile  to  look  at  some  of  the 
basic  considerations  before  examining  the  opera- 
tion of  the  Seattle  center.  On  the  favorable  side 
is  the  fact  that  the  procedure  works.  The  can- 
nula is  implanted  into  the  vessels  of  an  extremity 
of  the  uremic  patient  (Figs.  1,  2 & 3).  The  “U” 
tube  connection  for  the  cannula  produces  an  arti- 
ficial A-V  shunt.  Twice  a week,  generally,  for 


Fig.  2.  Diagram  of  cannula-in-situ. 
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Fig.  3.  Photograph  of  cannula-in-situ. 


12  to  16  hours,  the  patient  is  connected  to  the 
artificial  kidney  (Fig.  4).  Blood  runs  into  the 
artificial  kidney  through  two  large,  thin,  cello- 
phane envelopes.  Around  the  outside  of  the 


Fig  4.  Diagram  of  hemodialysis  circuit. 


envelopes  a predetermined  electrolyte  solution 
(dialvsate)  circulates  and  dialysis  occurs  across 
this  cellophane  membrane  barrier  (Figs.  5,  6).  In 


CELLOPHANE- 


• PROTEIN 

• UREA 

• BICARBONATE 


Fig.  5.  Diagram  of  dialysis. 


Fig.  6.  Diagram  of  Kiil  Dialyser  assembled  and  in  section. 


the  Kiil  dialyzer,  this  cellophane  envelope  is  con- 
tained within  a preformed,  sculptured  plastic 
shell  and  the  entire  unit  is  of  a size  suitable  for 
use  at  the  bedside  (Fig.  7).  Experience  shows 
that  it  is  consistently  possible  to  lower  the  BUN, 
creatinine  and  blood  pressure  by  the  procedure 
(Table  1).  During  the  intervals  between  dialyses, 
the  patient  is  on  a fairly  rigidly  restricted  dietary 
program,  but  otherwise  carries  on  normal  activity 
and  feels  reasonably  well. 

Originally  this  therapy  was  considered  a stop- 
gap procedure  pending  successful  renal  trans- 
planation.  But  today  there  is  no  question  that 
it,  per  se,  offers  hope  for  continued  life  to  many 
renal  failure  cases,  especially  in  the  younger 


Fig.  7.  Photograph  of  a Kiil  Dialyser  and  equipment  at 
bedside. 


Table  1 

Pre  and  post-dialysis  bun,  creatinine  and  blood  pressure  levels 


BUN 

CREATININE 

BLOOD  PRESSURE 

PRE 

POST 

PRE 

POST 

PRE 

POST 

66.4 

30.1 

13.3 

8.3 

165/100 

143/90 

88.4 

34.7 

12.6 

6.5 

170/94 

159/90 

81.6 

32.9 

15.0 

7.7 

143/100 

132/91 

79.6 

28.3 

12.9 

6.2 

180/105 

127/85 

87.3 

24.4 

13.4 

5.9 

184/99 

161/85 
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adult  age  groups.  In  abnost  4 years  of  operation 
at  the  Seattle  Artificial  Kidney  Center,  we  have 
treated  23  patients  for  a total  of  some  500  treat- 
ment-months, with  the  loss  of  only  3 patients. 
This  experience  probably  is  as  extensively  suc- 
cessful as  any  in  the  world.3-8  Table  2 demon- 
strates the  remarkable  degree  of  restoration  to 
normal,  useful  life  which  may  be  achieved  by 
patients  undergoing  this  therapy. 

Table  2 

Patient  Rehabilitation 

hours 


Former  occupation 

present  occupation 

worked  weekly 

1 Graduate  student 

Assistant  professor 

45 

2 Registered  nurse 

Registered  nurse 

24 

3 Homemaker 

Homemaker 

24 

4 Business  execu- 

five 

Business  executive 

40 

5 Electrician 

Office  worker 

40 

6 Construction 

Homemaker 

24 

7 Ophthalmologist 

Ophthalmologist 

40 

8 Homemaker 

Homemaker 

36 

9 Manager,  Lum- 

ber  Co. 

Manager,  Lumber  Co. 

16 

10  Student 

High  school  teacher 

50 

11  Homemaker 

Homemaker 

24 

12  Manager,  Oil  Co. 

Manager,  Oil  Co. 

40 

13  Homemaker 

Hospitalized 

0 

14  Bookkeeper 

Bookkeeper 

40 

15  Mechanical 

Engineer 

Mechanical  Engineer 

50 

16  Homemaker 

Homemaker 

36 

17  Photographer 

Photographer 

54 

18  Milkman 

Unemployed 

0 

19  Construction 

executive 

Construction  executive 

40 

20  Orchardist 

Orchardist 

? 

21  Housewife 

Housewife 

24 

22  Housewife 

Housewife 

24 

There  are  many  less  favorable  and  unfamiliar 
factors  that  are  encountered.  Table  3 reviews 
the  major  problems  as  they  occur  from  a purely 
medical  point  of  view.  Each  one  of  these  must 
be  considered  and  managed  carefully.  There  is 
much  recent  literature  that  helps  with  the  care 
of  these  situations.478 

Table  4 is  concerned  with  situations  that  are 
less  well-known,  or  at  least  have  attracted  less 

Table  3 

Medical  Problems 

1 Cannula-related 

a.  Clotting 

b.  Infection 

c.  Septic  emboli 

2 Anemia 

a.  Blood  requirements 

b.  Iron  overload 

3 Peripheral  neuropathy 

4 Renal  osteodystrophy 

5 Arthropathy 

6 Hepatitis 

7 Gastro-intestinal  hemorrhage 


attention.  Some  of  these  are  fairly  obvious. 
Adequate  and  proper  facilities  and  equipment 
are  essential,  and  hardly  merit  emphasis.  The 

Table  4 

Operational  Problems 

1 Facilities 

2 Personnel  trained  in  dialysis 

3 Technique  of  dialysis 

4 Medical  problems 

5 Finances 

6 Duration  of  responsibility 

7 Patient  selection  (and  rejection) 

procedure  has  been  developed  to  the  point 
where  operating  on  a “baling  wire”  basis  is  in- 
excusable. The  equipment  is  expensive.  At 
present,  it  costs  about  $4,000  to  provide  the 
initial  equipment  for  each  patient  and  about 
$250  a year  is  the  cost  of  average  repairs  and 
replacements. 

personnel 

The  value  of  trained,  experienced  personnel 
cannot  be  overemphasized.  The  Medical  Direc- 
tor of  the  Seattle  Artificial  Kidney  Center  insists 
that  nurses  plan  to  spend  at  least  one  year  at  the 
center  before  they  can  join  the  staff.  The  other 
members  of  the  treatment  team  must  know  their 
jobs  and  perform  them  consistently  and  well. 
Physicians  involved  in  caring  for  hemodialysis 
patients  also  should  have  adequate  training  and 
be  thoroughly  familiar  with  the  procedure  and 
with  the  pitfalls  which  may  be  encountered. 
Continuity  of  staff  appears  to  be  a key  factor 
in  successful  patient  care. 

The  technique  of  dialysis  requires  meticulous 
attention  to  details,  and  close  supervision  of  every 
step.  Both  staff  and  patients  should  be  trained 
thoroughly.  However,  description  is  this  phase 
of  our  operation  is  beyond  the  scope  of  the 
present  paper. 

Much  publicity  has  been  given  to  the  financial 
implications  to  the  patients  being  considered  for 
chronic  hemodialysis.  The  facts  substantiate  the 
publicity.  This  is  expensive  therapy,  even  leav- 
ing out  the  cost  of  the  basic  initial  equipment 
(vide  supra).  Costs  at  the  Seattle  center  finally 
have  dropped  below  the  $10,000  per  patient  per 
year  figure.  This  represents  staffing  costs,  food, 
light,  heat,  utilities,  etc.,  and,  as  far  as  is  known, 
is  substantially  below  the  cost  figures  achieved 
in  any  other  community.  Table  5 shows  a break- 
down of  this  cost  per  treatment.  It  must  be  re- 
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Table  5 

Hemodialysis  cost  breakdown  (approximate) 


Disposable  items  (dialysis) 

Percentage 

25 

Hospital  support 

16 

Supplies  and  pharmacy 

5 

Chemistries 

4 

Kidney  lab  staff 

8 

Nursing  staff 

10 

Professional  staff 

12 

Facilities  and  equipment  (dialysis) 

20 

TOTAL 

100 

membered  this  is  not  a one  shot  deal,  for  our 
results  require  us  to  carry  some  patients  into 
their  5th  year  of  therapy,  and  the  end  is  not  in 
sight.  As  mentioned  previously,  all  but  3 of  the 
23  patients  who  started  on  this  program  when 
they  began  to  falter  in  their  regular  work  are 
still  under  treatment  and  are,  essentially,  fully 
rehabilitated  (Table  2). 

criteria  for  selection 

Patient  selection  is  a difficult  problem,  since 
selection  implies  possible  rejection.  We  have 
operated  on  the  premise  that  selection  is 
a stringent  process.  Since  chronic  hemodialysis 
is  very  costly  in  terms  of  equipment,  facilities, 
and  trained  personnel  time,  as  well  as  in  what 
is  required  of  patients,  a list  of  criteria  for 
candidates  to  meet  has  evolved  (Table  6). 

Of  these,  we  have  placed  primary  emphasis 


on;  (a)  potential  for  rehabilitation  and  value  to 
the  community,  (b)  psychological  and  psychiatric 
compatibility,  and  (c)  geographic  proximity  to 
the  center.  Perhaps  we  have  been  too  sancti- 
monious, but  it  seemed  to  us  that  if  a candidate 
is  to  receive  a great  deal  of  help  from  society, 
he  should  offer  in  return  a reasonable  likelihood 
of  making  a contribution  to  society;  henoe  our 
stress  on  rehabilitation  and  value  to  the  com- 
munity. Psychological  and  psychiatric  compati- 
bility are  essential,  for  the  demands  made  on  a 
patient  undergoing  this  treatment  are  tremen- 
dous. Should  the  stresses  and  strains  of  this 
repetitive  process  unsettle  the  patient’s  stability 
and  basic  personality,  treatment  failure  is  a very 
real  possibility.  Meticulous  attention  to  the  de- 
tails of  self-care  between  treatments  is  essential, 
and  failure  on  the  part  of  the  patient  to  exercise 
suitable  attention  to  these  details  can  negate  all 
efforts  for  successful  therapy.  Geographic  prox- 
imity seems  self-explanatory  in  view  of  the  other 
implications  and  demands  of  the  program.  Our 
group  has  been  openly  and  severely  criticized 
for  a stated  willingness  to  reject  some  who  may 
not  appear  to  be  suited  to  undergo  this  therapy. 
We  are  seriously  carrying  out  our  responsibilities 
in  this  respect  and  only  time  will  tell  whether 
our  procedure  is  justified. 

practical  application 


Table  6 

Admission  criteria 

1 Stable,  emotionally  mature,  responsible  citizen. 

2 Absence  of  long-standing  hypertension  and 
complications. 

3 Demonstrated  willingness  to  cooperate. 

4 Age  (17-50  years  physiologically). 

5 Slow  deterioration  of  renal  function  (creatinine 
per  100  ml). 

6 Six  months'  residence  in  area. 

7 Financial  support. 

8 Value  to  community. 

9 Potential  for  rehabilitation. 

10  Psychological  and  psychiatric  compatibility. 


permanent 


8-12  mg 


After  consideration  of  hemodialysis  from  a 
theoretical  and  objective  point  of  view,  it  may 
be  useful  to  describe  how  the  problem  has  been 
faced  on  a practical  basis.  In  Seattle,  we  have 
been  working  on  this  problem  on  a community- 
wide basis  for  well  over  5 years.  The  history  of 
our  center  is  well  known,0-11  so  I shall  merely 
state  that  it  is  a medical  school-conceived,  medi- 
cal society-sponsored,  community  effort.  Table  7 
shows  our  administrative  and  operational  organ- 
ization. 


Table  7 


Seattle  Artificial  Kidney  Center— organization 


Board  of  Trustees 


Executive  committee 


Medical  Director 

1 

Administrator 

1 1 

research  treatment 

1 1 

funding  medical  social  work 

finance  admissions  advisory  medical  advisory  long-range  planning  publicity 
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A candidate  is  referred  by  his  physi- 
cian. The  medical  aspects  of  the  case  (including 
the  reports  of  the  psychologist  and  the  psychia- 
trist) are  considered  by  the  Medical  Advisory 
Committee.  A thorough  investigation  of  the  pa- 
tient and  his  family  is  undertaken  by  the  medical 
social  worker  so  that,  when  the  Admissions 
Advisory  Committee  considers  him,  he  will  he 
thoroughly  known,  with  regard  to  his  person- 
ality, community  position,  stability,  motivation 
and  potential  for  rehabilitation.  Financial 
screening  is  carried  out  concomitantly,  by  the 
medical  social  worker.  Final  acceptance  or  re- 
jection is  determined  by  the  Medical  Director 
and  the  Executive  Committee.  By  this  somewhat 
cumbersome  method,  no  one  criterion  and  no 
one  person  need  be  singled  out  as  causing  rejec- 
tion, and  each  candidate  is  assured  careful  and 
objective,  yet  personal,  consideration. 

Financing  this  care  has  been  primarily  patient- 
centered  to  date.  We  attempt  to  make  each 
patient’s  care  as  nearly  self-sustaining  as  pos- 
sible. Since  our  patient  load  is  relatively  small, 
we  have  not  received  broad  support  from  citi- 
zens generally.  The  prospect  of  being  fi- 
nancially responsible  for  a patient’s  continued 
existence  for  an  unknown  number  of  future 
years  has  frightened  off  many  who  might  other- 
wise have  offered  help,  i.e..  United  Good  Neigh- 
bors, various  philanthropic  foundations  and 
organizations.  By  adding  to  our  staff  a person 
trained  in  ferreting  out  financial  resources,  we 
have  enhanced  our  effectiveness  in  this  area. 
Sources  include  personal  resources,  relatives, 
friends,  employers,  insurance  contracts,  church 
and  club  affiliations.  In  our  original,  unselected 
(financially)  group  of  patients,  about  30  per 
cent  of  the  cost  of  therapy  has  been  recoverable. 
With  the  refinements  in  staff  and  procedure,  this 
percentage  should  rise  significantly.  In  addition, 
the  center  is  being  run  more  efficiently  with 
the  result  that  costs  are  decreasing.  We  were 
fortunate  to  obtain  financial  help  from  the  state 
legislature  at  its  last  session.  We  have  tested 
community  support  for  this  program  by  conduct- 
ing a fund  drive*.  By  this  combination  of 

It  is  a real  pleasure  to  report  that  the  fund  drive  was  a 
remarkable  success.  The  drive  was  mounted  throughout 
the  entire  area  served  by  the  center.  Citizen,  group,  and 
corporate  generosity  has  made  it  possible  to  continue 
operation  of  the  center  and  to  expand  its  activities  to 
meet  the  growing  needs  for  this  type  of  medical  service 
at  the  crucial  time  when  the  center  faced  the  cessation 
of  the  initial  grant  support  from  the  Hartford  Foundation 
and  the  U.S.P.H.S. 


resources,  plus  initial  grant  support  from  the 
Hartford  Foundation,  and  later  grant  support 
from  the  United  States  Public  Health  Service, 
the  Seattle  Artificial  Kidney  Center  was  able  to 
inaugurate  its  program  successfully. 

Although  our  center  is  known  as  the  Seattle 
Artificial  Kidney  Center,  the  board,  thanks  to 
the  vision  and  help  of  Belding  Scribner,  has 
extended  services  of  the  center  to  the  five  state 
area  of  Washington,  Alaska,  Idaho,  Montana, 
and  Oregon.  As  new  centers  similar  to  the  en- 
tirely self-sufficient  one  in  Spokane  are  estab- 
lished in  this  area,  the  Seattle  center  will  be 
available  to  help  when  needed  and  will  not  com- 
pete with  them.  For  geographic  and  economic 
reasons,  satellite  centers  will  be  created  in  small- 
er communities  to  care  for  the  patient  who 
started  at  a large  center  but  who  can  be  man- 
aged, eventually,  more  economically  in  his  own 
community.  In  these  instances,  when  the  small 
number  of  patients  does  not  justify  establishing 
a completely  independent  unit,  the  center  will 
be  available  to  back-stop  the  local  community 
facility. 

physician  training 

Our  group  visualizes  two  types  of  physician- 
training at  the  center.  One  would  familiarize  the 
local  physician  with  the  general  aspects  of  hemo- 
dialysis and  its  problems.  The  other  would 
train  and  equip  a physician  to  meet  and  manage 
every  contingency  that  might  arise  with  dialysis. 
The  physician  with  the  former  type  of  training 
would  be  capable  of  being  in  charge  of  a home 
dialysis  patient  or  a satellite  center  in  a com- 
munity where  there  would  be  only  an  occasional 
uremic  patient  suitable  for  hemodialysis.  His 
training  might  consist  of  a week  or  two  of  obser- 
vation and  training  at  the  center,  and  he  would 
rely  on  the  center’s  experience  for  help  with 
his  patients.  The  latter  type  of  training  would 
fit  the  physician  to  run  an  independent  center, 
and  to  handle  everything  from  patient  selection, 
cannulation  and  indoctrination,  to  the  most  dif- 
ficult complications.  His  training  might  consist 
of  6-12  months  of  on-the-job  training  and  exper- 
ience at  a functioning  hemodialysis  center. 

Since  our  present  experience  indicates  we  may 
expect  approximately  25  suitable  patients  per 
year  per  million  population,  it  seems  reasonable 
to  assume  that  few  communities  outside  of  the 
metropolitan  areas  will  encounter  any  significant 
volume  of  suitable  terminal  uremics.  In  Mon- 
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tana,  for  instance,  with  a population  of  some 
700,000,  one  might  expect  16  or  17  patients  a 
year,  or  1 a year  in  a community  of  40,000.  In 
our  opinion,  a trickle  of  patients  of  this  magni- 
tude hardly  justifies  a fully  developed,  indepen- 
dent center.  Consequently,  a satellite  center 
program  undoubtedly  will  prove  very  useful. 

conclusion 

Chronic  hemodialysis  (periodic  or  intermit- 


tent) has  proven  to  be  a successful  method  of 
managing  terminal  uremia.  The  type  of  organi- 
zation developed  in  Seattle  lends  itself  function- 
ally to  the  establishment  of  home  dialysis  pro- 
grams or  of  satellite  centers  to  help  smaller 
communities  meet  their  responsibilities  to  this 
type  of  patient,  in  addition  to  serving  the  needs 
of  the  metropolitan  community  for  this  medical 
service.  H 

721  Minor  Avenue  (98104) 
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abstract  o 

Falla  renal  ocurre  en  25  personas  por  coda 
millon  de  la  poblacion  por  aho.  Sus  vidas  se 
pueden  prolongar  y su  utilidad  a la  sociedad  se 
puede  mantener  por  la  hemodialisis.  La  selec- 
cion  de  pacientes  apropiados  depende  en  la 
campatibilidad  psicologica  con  el  programa, 
abilidad  productive,  recursos  fnancieros  y la 


aproximidad  geografica  a un  centro  establecido. 
El  centro  debe  tener  el  mejor  equipo  y debe 
estar  manejado  por  personal  bien  entrenado. 
Otros  centros  satelites  pueden  operar  con  exito 
si  estdn  respaldados  por  organizaciones  mas 
grandes  que  se  bastan  asi  mismas.  El  costo  del 
tratamiento  se  esta  reduciendo  a medida  que 
la  eficiencia  de  la  operacion  del  centro  aumenta. 
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Patterns  oj  Prematurity  in  Oregon 

CLYDE  KERNEK.M.D. /HAROLD  OSTERU  D,M.D.  / B A R B A R A ANDERSON,  B.S., 

Portland,  Oregon 


Premature  births  and  infant  deaths  in  Oregon  increase  as  family  incomes 
decrease.  The  farmer  is  the  only  exception.  The  laborer,  farm  laborer,  and 
unwed  mothers  had  three  times  as  many  premature  births  and  infant  deaths 
compared  to  the  higher  socio-economic  groups.  The  infant  death  rate  was 
much  higher  in  the  premature  births;  therefore,  a decrease  in  premature 
births  would  result  in  a reduction  of  the  infant  death  rate. 


M igrant  farm  labor  families  have  been  the 
focus  of  numerous  studies  in  recent  years.  State 
legislatures  have  passed  laws  to  improve  the 
standard  of  living  of  the  migrant  through  better 
housing  and  environmental  sanitation.  Surveys 
of  medical  needs  have  been  made,  diagnostic 
and  treatment  facilities  established,  nursing 
services  have  been  expanded.  It  is  not  unusual 
to  observe  pregnant  migrant  women  working  in 
the  fields  up  to  time  of  delivery,  with  a back- 
ground of  inadequate  prenatal  care  and  poor 
nutrition. 

Concern  for  these  women  and  their  offspring 
prompted  this  study  to  determine  if  Oregon 
migrant  farm  laborers  and  other  low  income 
families  have  more  premature  births  and  infant 
deaths  than  the  rest  of  the  population.  Studies 
have  shown  that  infants  of  low  birth  weight 
(5  lbs.  8 oz.  or  less)  have  a greater  risk  of  early 
death,  mental  retardation,  cerebral  palsy,  con- 
genital malformations,  and  other  handicaps 
than  do  full  term  infants.  In  Oregon  the  death 
rate  of  low  birth  weight  infants  is  21  times  that 
for  full  term  infants,  comprising  three-fourths  of 
all  neonatal  deaths  and  one-half  of  all  infant 
deaths. 

methodology 

The  data  for  this  study  were  obtained  from 
the  35,073  live-birth  certificates  for  Oregon,  1963. 
This  year  was  selected  for  study  because  it  was 
the  most  recent  year  for  which  all  birth  certifi- 
cates were  arranged  on  microfilm  by  the  Vital 
Statistics  Section  of  the  Oregon  State  Board  of 
Health. 

Premature  births  were  classified  in  two  ways; 
as  low  birth  weight  infants  of  5 pounds  8 ounces 
or  less  and  by  five  groups  according  to  Yeru- 
shalmy  (Table  l).1  The  data  were  further  classi- 
fied as  to  father’s  occupation,  based  on  the  1960 
United  States  Census  of  Population  classification 


of  occupations.  The  migrant  laborer  was  in- 
cluded in  the  farm  laborer  group.  The  1963 
infant  deaths  in  Oregon  were  classified  by  the 
same  methods  as  were  births.2  All  rates  were 
calculated  on  the  basis  of  1,000  live  births  in 
1963. 

TABLE  1 

Birth  Weight  and  Gestation  As  Indices  of  Prematurity1 

birth  weight 
(to  the  last  oz.) 
lbs.  - oz. 

group  1 3-8 

group  2 3 - 9 to  5 - 8 

group  3 3 - 9 to  5 8 

group  4 5 - 9 or  more 

group  5 5 - 9 or  more 

general  patterns 

Premature  births  classified  by  low  birth  weight 
have  served  as  a useful  index  of  prematurity. 
This  definition  has  been  criticized  recently  as  it 
does  not  differentiate  between  the  infant  with 
low  birth  weight  and  short  gestation  period  and 
the  infant  with  low  birth  weight  and  normal 
gestation  period.  Yerushalmy  states  that  “.  . . no 
single  value  of  the  birth  weight  is  adequate  as 
a criterion  of  prematurity  . . . nor  is  the  length 
of  gestation  by  itself  a satisfactory  index.” 
Single  and  plural  births  recorded  on  birth 
certificates  were  classified  by  low  birth  weight 
and  by  birth  weight  and  gestation  period  as  in 
table  1.  Comparisons  revealed  that  the  highest 
prematurity  rate  was  in  group  3,  the  infant  of 
low  birth  weight  and  normal  gestation.  This 
observation  was  missed  when  the  data  were 
classified  by  low  birth  weight  alone.  The  dis- 
tribution of  single  and  plural  births  is  contrasted 
by  sex  for  the  five  groups  in  table  2 and  figure  I. 
As  expected,  the  incidence  of  plural  births  for 


gestation 

weeks 

All  gestations 
Less  than  37 
37  or  more 
Less  than  37 
37  or  more 
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TABLE  2 


Distribution  of  Single  and  Plural  Live  Births  by  Sex,  Birth  Weight  and  Gestation 
Per  1000  Live  Births,  Oregon  1963 


<"  3-8:  All  gestation 

male 

11.0 

single  births 
female 
8.5 

total 

9.8 

male 

74.9 

plural  births 
female 
129.8 

total 

103.7 

">  3-9  to  5-8:  < 37 

19.0 

18.6 

18.8 

182.4 

156.3 

168.7 

3-9  to  5-8:  > 37 

23.5 

32.6 

27.9 

205.2 

256.6 

232.2 

> 5-9:  < 37 

15.4 

14.3 

14.9 

39.1 

26.6 

32.5 

> 5-9: > 37 

931.1 

925.9 

928.6 

498.4 

430.7 

462.8 

1 live  births 

513.8 

486.2 

1000.0 

475.2 

524.8 

1000.0 

PLURAL  BIRTHS 


Role  per 
1000  Live  Birlhs 


SINGLE  BIRTHS 


III 


IY 


Group  I 


IV 


Fig.  1.  Single  and  plural  births  by  sex,  birth  weight  and 
gestation;  rate  per  1000  live  births,  Oregon,  1963. 


groups  1,  2,  and  3 was  much  higher  than  for 
single  births.  Only  50  percent  of  plural  births 
were  full  term  infants  compared  to  93  percent 
for  single  births  when  classified  by  birth  weight 
and  gestation  period.  In  only  two  instances  were 
significant  sex  differences  noted.  There  were 
more  females  than  expected  for  single  births  in 
group  3 and  for  plural  births  in  group  1. 


TABLE  3 

Infant  Deaths  As  Percent  of  Live  Births,  Oregon  1963 

Infant  deaths  as  percent 
of  live  births 


Birth-weight:  gestation  single  plural 

births  births 

1 ■ < 3 lbs. -8  oz.:  All  gestations  70.6  71.6 

2.  3 lbs. -9  oz.  to  5 lbs.-8  oz.:  < 37  wks.  12.5  7.3 

3.  3 lbs. -9  oz.  to  5 lbs. -8  oz.:  > 37  wks.  4.6  2.7 

4.  5 lbs. -9  oz.:  < 37  wks.  5.5  0.0 

5.  > 5 lbs. -9  oz.:  > 37  wks.  0.9  0.7 


PLURAL  BIRTHS  R°'e  Pef  SINGLE  BIRTHS 

1000  Live  Births 


<3-8 

>3-9 
fo  5-8 

>3-9 
fo  5-8 

>5-9 

>5-9 

Weight 

lbs. 

<3-8 

>3-9 
fo  5-8 

>3-9 
fo  5-8 

>5-9 

>5-9 

<37, 

>37 

<37 

>37 

< 37 

>37 

Gestation 

a - : 

<37. 

>37 

<37 

>37 

<37 

>37 

I 

II 

III 

IV 

Y 

Group 

I 

11 

III 

IV 

Y 

Fig.  2.  Infant  death  rates  contrasted  to  birth  rates  pei 
1000  live  births  by  birth  weight  and  gestation,  Oregon,  1963. 


Infant  birth  and  death  rates  are  contrasted  in 
table  3 and  figure  2 for  single  and  plural  births. 
Plural  births  when  compared  to  single  births 
have  a much  higher  rate  of  premature  births  and 
infant  deaths  for  groups  1,  2,  and  3.  However, 
when  plural  births  are  contrasted  to  single  births 
on  the  basis  of  the  percent  of  infant  deaths, 
plural  births  have  a lower  percentage  of  deaths 
in  groups  2,  3 and  4 than  do  single  births 
(Table  3).  This  suggests  that  premature  plural 
births  have  a better  chance  of  survival  than  do 
premature  single  births. 


prematurity  patterns  by  occupation 

Multiple  pregnancy,  toxemia,  chronic  hyper- 
tension, abruptio  placenta,  placenta  previa,  heart 
disease,  repeated  cesarian  section,  syphilis,  and 
incompetent  os  cervix,  constitute  some  of  the 
known  causes  of  prematurity.  The  cause  of  pre- 
maturity is  unknown  in  greater  than  50  percent 
of  the  cases,3  but  is  reportedly  influenced  by 
such  factors  as  cultural  background,  housing 
conditions,  health,  nutritional  state,  prenatal  care, 
employment  during  pregnancy  and  other  ma- 
ternal factors.  These  socio-economic  aspects  of 
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prematurity  are  difficult  to  measure,  but  an  esti- 
mate can  be  derived  from  a classification  of 
births  by  father’s  occupation  and  income. 

The  distribution  of  births  for  groups  1,  2 and  3 
were  remarkably  similar  to  the  distribution  of 
births  classified  by  low  birth  weight  alone  when 
both  were  classified  by  father’s  occupation  and 
income.  In  view  of  this  similarity,  and  for  pur- 
poses of  simplicity,  low  birth  weight  is  used  as 
the  index  for  the  comparison  of  premature  births 
and  infant  deaths  by  father’s  occupation  and 
income  (Table  4).'  Premature  births  were  sig- 
nificantly higher  among  laborers,  service  workers 
(i.e.  waiters,  cooks,  janitors,  etc.)  farm  laborers 
and  in  illegitimate  births.  There  were  two  to 
three  times  as  many  premature  births  in  these 
low  income  groups  as  in  the  farmer  group,  and 
one  and  one-half  times  more  than  in  the  pro- 
fessional group. 


ANNUAL  INCOME 
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PER  1000  LIVE  BiRTHS 
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Fig.  3.  Premature  births  per  1000  live  births,  classified  by 
father’s  occupation  and  annual  median  income,  Oregon, 
1963. 


TABLE  4 


Births  and  Infant  Deaths  As  Recorded  on  Birth  and  Death 
Certificates  classified  by  Occupation  of  Father,  and 
Ranked  by  Premature  Birth  Rate,  Oregon  1963 


All 

live 

Premature 

Infant 

births 

infants1 

death 

Occupation 

percent 

birth 

death 

rate  for 

number 

of  total 

rate2 

rate 

state 

Farmer 

946 

2.7 

33.8 

4.2 

8.5 

Professional 

4423 

12.6 

49.1 

9.5 

15.6 

Clerical 

1414 

4.0 

55.3 

9.2 

17.7 

Sales 

2208 

6.3 

60.2 

8.6 

14.0 

Managers 

2730 

7.8 

60.4 

11.4 

17.6 

Craftsmen 

4740 

13.5 

61.2 

12.9 

22.2 

State  total  8.  rates 

350531 

100.0 

64.8 

12.1 

21.1 

Operatives 

4972 

14.2 

66.6 

12.7 

22.1 

Other 

1509 

4.3 

67.6 

13.3 

21.2 

Laborers 

8647 

24.7 

71.8 

12.0 

23.1 

Service  Workers 

1154 

3.3 

78.3 

15.6 

27.7 

Farm  Laborers 

590 

1.7 

88.1 

25.4 

37.3 

Illegitimate  Births4 

1720 

4.9 

93.6 

19.2 

33.7 

i In  this  table  premature  infants  include  all  births  under 
5 lb.  8 oz 

a All  birth  and  death  rates  are  based  upon  1000  live 
births. 

3 Twenty  birth  certificates  were  deleted  because  of  in- 
adequate data. 

i Illegitimate  births  are  included  for  completeness. 


Premature  births  and  infant  deaths  tend  to 
increase  as  annual  income  decreases  (Figs.  3 and 
4),  with  one  exception— the  farmer.  However, 
the  mean  income  of  the  farmer  is  based  strictly 
on  monetary  income  but  does  not  include  the 
fact  that  many  farm  families  receive  an  im- 
portant part  of  their  income  in  form  of  free 
housing  and  of  goods  produced  and  consumed 
on  the  farm,  rather  than  in  money. 


deaths.  In  England,  Douglas  found  prematurity 
to  be  lowest  among  the  most  prosperous  9 per- 
cent of  his  sample  with  the  remaining  91  percent 
showing  no  significant  differences.5  He  identified 
a higher  risk  of  prematurity  in  infants  of  teenage 
mothers  and  multiparas  with  closely  spaced 
pregnancies.  Our  findings  correspond  to  these 
observations  as  farm  laborer  women  have  closely 
spaced  pregnancies.  The  higher  risk  in  the  ille- 
gitimate group  reflects  the  higher  risk  in  the 
very  young  mother. 


ANNUAL  INCOME 


INFANT  DEATHS 
PER  1000  LIVE  BIRTHS 


PROFESSIONAL  AND  MANAGER 


STATE  AVERAGE 


OPERATIVES 


FARM  LABORER 


discussion 

Socio-economic  status  as  measured  by  occu- 
pation and  income  appears  to  be  an  important 
environmental  factor  in  prematurity  and  infant 
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Fig.  4.  Infant  deaths  per  1000  live  births,  classified  by 
father's  occupation  and  annual  median  income,  Oregon, 
1963. 
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The  population  in  this  study  is  predominantly 
Caucasian  with  less  than  2 percent  non-whites, 
too  small  for  racial  comparisons.  However,  race 
has  been  incriminated  as  a factor  in  many  studies 
because  of  the  higher  prematurity  rates  in  non- 
whites.6  Donnelly  has  evidence  that  environ- 
mental factors  are  primarily  responsible  for  the 
racial  differences  in  fetal  and  infant  mortalitv 
in  the  United  States.7 

Factors  that  may  contribute  to  prematurity 
and  infant  death  in  low  income  families  are  poor 
nutrition,  inadequate  education,  emotional  stress, 
lack  of  medical  and  dental  care  and  excessive 
exertion  in  the  last  trimester  of  pregnancy.  The 
farm  laborer  families  with  the  highest  incidence 
of  premature  births  were  observed  to  have  in- 
adequate diets  that  are  high  in  carbohydrates  and 
low  in  fruits,  fresh  vegetables  and  proteins.  Ebbs 
showed  that  women  with  poor  diets  had  more 
abortions,  premature  births,  and  fetal  deaths 
than  women  with  good  diets.8  In  India,  poor 
maternal  nutrition  is  a major  factor  in  pre- 
maturity as  nearly  one-third  of  the  mothers  in 
Venkatachalam’s  study  gave  birth  to  premature 
infants.6  In  the  United  States,  however,  Speert 
failed  to  show  a relationship  between  nutritional 
deficiency  and  prematurity  in  his  study  in  which 
he  included  only  premature  births  of  unknown 
causes.10 

In  the  past  few  years  the  medical  profession  in 
this  country  has  been  criticized  in  many  lay 
publications  as  the  United  States,  once  a leader 
in  low  infant  death  rates,  now  ranks  15th.  A 
good  illustration  of  this  is  an  article  published 
in  the  February  1966  issue  of  McCall’s  magazine 
on  “The  Disgraceful  Facts  About  Infant  Deaths 
in  the  United  States’’  by  Ruth  and  Edward 
Brecher.  The  infant  death  rates  of  Oregon  farm- 
ers, professional  workers,  clerical  workers,  sales- 
men and  managers  are  as  low  as  any  in  the 
world,  but  the  rates  for  the  laborer,  farm  laborer 
and  unwed  mothers  are  three  times  as  high. 
Infant  death  rates  are  markedly  influenced  by 
the  incidence  of  prematurity,  especially  in  low 
income  groups,  and  contribute  to  a large  extent 
to  our  higher  infant  death  rate. 

In  Oregon  6.2  percent  of  births  are  under  5 
pounds  8 ounces  compared  to  4.6  percent  in 
Finland.11  If  Oregon  had  Finland’s  lower  pre- 
maturity rate,  560  fewer  premature  births  and 
110  fewer  infant  deaths  could  be  expected  based 
on  present  death  rates  in  Oregon  prematures. 
This  would  reduce  Oregon’s  infant  death  rate 
from  21.4  per  1000  to  18  per  1000,  ranking  Ore- 


gon among  the  lowest  in  the  world.  In  1960  the 
lowest  infant  death  rates  were  in  the  Nether- 
lands (16.5  per  1000),  Sweden  (16.6  per  1000) 
and  New  Zealand  (19.7  per  1000).12 

The  prevention  of  premature  births  in  the 
high-risk  group,  at  best  a very  difficult  task,  may 
be  achieved  through  discouragement  of  early 
pregnancies  and  illegitimacy,  through  family 
planning  with  spaced  pregnancies,  and  pro- 
visions for  prenatal  care.  A decrease  in  these 
premature  births  would  result  in  a reduction  of 
our  infant  death  rates.  ■ 

3181  S.W.  Sam  Jackson  Park  Rd.  (97201) 
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abstracto 

Los  nacimientos  prenuituros  y la  7nortalidad 
infantil  en  Oregon  aumentan  conformc  las  ga- 
nancias  de  las  familias  disminuyen.  El  agricidtor 
es  la  unica  excepcion.  El  obrero,  el  campesino 
y las  madres  no  casadas,  tuvieron  tres  veces  nms 
nacimientos  prematuros  y muertes  de  nihos  corn- 
parados  con  los  grupos  socioeconomicos  mas 
elevados.  La  mortalidad  infantil  fue  proporcion- 
almente  mas  alta  en  los  nacimientos  prematuros; 
de  tal  manera  que  una  disminucion  de  los  naci- 
mientos prematuros  resultaria  en  una  reduccidn 
de  la  muerte  infantil. 
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Gales  Creek  Camp:  A Summer  Camp 
for  Diabetic  Children 

JOHN  W.  STEPHENS,  M.D./OTTO  C.  PAGE,  M.D./ 

ROBERT  L.  HARE,  M.D. / RICHARD  F.  DRAKE,  M.D.,  Portland,  Oregon 

Observation  of  diabetic  children  in  a summer  camp  can  replace  annual 
hospitalization  for  evaluation  of  changes  affecting  control.  Increased  physical 
activity  demands  increased  caloric  allowance  but  disproportionate  increase  of 
carbohydrate  results  in  glycosuria  in  most  juvenile  diabetics.  Reduced  insulin 
requirement  while  in  camp  is  attributed  to  increased  physical  activity  rather 
than  to  the  regimen,  as  previously  assumed. 


G ales  Creek  Camp  is  located  near  Glenwood, 
Oregon,  on  the  high  banks  of  Gales  Creek.  The 
location,  situated  in  a heavily  wooded  valley 
coming  down  from  the  coast  mountain  range,  has 
historical  interest.  Before  the  area  attained  its 
present  popularity  for  fishing  and  hunting,  it 
was  an  active  logging  camp  and  it  was  near  here 
that  the  famous  Tillamook  burn  originated. 
Many  years  before  this,  the  high  bank  site  was 
a productive  hunting  ground  for  Indians  who 
killed  deer  and  other  animals  as  the  animals 
came  to  water. 

history 

The  camp,  now  in  its  second  decade  of  oper- 
ation, is  owned  and  operated  by  the  Diabetic 
Children’s  Camp  Foundation  of  Portland.  The 
initial  non-profit  organization,  the  Diabetic  Chil- 
dren’s Camp  Fund,  was  established  December 
31,  1952.  Incorporation  followed  in  1960.  This 
has  been  a successful  venture,  as  suggested  by 
the  increasing  annual  attendance  noted  in  table 
1.  The  success  is  due  in  part  to  the  return  of 
many  campers  year  after  year.  Campers,  boys 
and  girls  ages  seven-and-a-half  through  sixteen, 
usually  contribute  about  fifty  per  cent  of  the 
cost  of  summer  operation.  The  camp  charge  is 
up  to  $42.00  per  week,  according  to  ability  to 
pay.  The  Camp  Foundation  is  supported  by  con- 
tributions from  many  sources  which  include  dia- 
betics, their  friends  and  relatives,  service  groups, 
clubs  and  businesses.  The  contributions  have 
supported  a modest  building  program,  and  have 
supplied  camperships  which  have  made  it  pos- 
sible for  us  to  accept  any  diabetic  child  on  rec- 
ommendation of  his  physician  or,  on  occasion, 
of  welfare  organizations.  Also  noted  in  table  1 
are  the  annual  expenditures  since  1955  for  opera- 
tion, maintenance,  and  erection  of  new  facilities. 


The  recreational  opportunities  are  those  usually 
offered  at  a young  people’s  camp.  This  year  the 
camp  session  will  be  extended  from  four  to  six 
weeks. 

Table  1 


Gales  Creek  Camp  — Annual  Attendance  and  Cost  Figures 


No.  of 

Cost  of 

Capital  Expenditure 
Camp  Improvements 

Annual 

Campers 

Operation 

and  Maintenance 

Cost 

1953 

24 

$1,990 

Used 

$ 1,990 

1954 

41 

3,503 

Rented 

3,503 

1955 

40 

3,293 

Sites 

3,293 

1956 

42 

4,297 

$13,535 

17,832 

1957 

54 

3,990 

2,719 

6,709 

1958 

38 

3,661 

1,476 

5,137 

1959 

54 

3,898 

2,283 

6,181 

1960 

56 

4,175 

2,237 

6,412 

1961 

62 

4,511 

1,825 

6,336 

1962 

57 

5,300 

8,771 

12,071 

(5  wks) 
1963 

65 

5,254 

6,016 

11,270 

1964 

85 

6,078 

9,185 

15,263 

1965 

103 

6,788 

6,968 

13,756 

camp  purposes  and  operation 

In  1960,  it  was  reported  that  the  camp  was 
operated  for  the  benefit  of  diabetic  children  that 
they  might  have  an  opportunity  for  a summer 
camp  vacation  where  facilities  and  emphasis 
would  promote  an  increasing  desire  on  the  part 
of  the  youngster  to  strive  for  continuing  and  suf- 
ficient diabetic  control.1  Because  of  experiences 
elsewhere,2  it  was  anticipated  that  attending 
camp  would  be  an  alternative  to  annual  hos- 
pitalization, recommended  as  an  addition  to  peri- 
odic visits  to  the  physician.3  Most  physicians 
acknowledge  that  diabetic  control  in  the  juvenile 
can  be  considerably  altered  during  the  school 
year.  Variables  include  dietary  indiscretions, 
variations  in  physical  activity,  emotional  stresses, 
growth,  and  infections.  It  is  possible  that  contact 
with  other  youngsters  while  having  opportunities 
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for  guided  discussions  and  counseling  in  a heal- 
thy relaxed  environment,  might  further  motivate 
poorly  controlled  children  to  achieve  and  main- 
tain acceptable  diabetic  control. 

The  staff  includes,  in  addition  to  the  director, 
counselors,  kitchen  personnel,  a dietition,  two 
or  three  nurses,  and  a physician,  all  of  whom 
are  in  residence.  The  medical  routine  includes 
the  testing  of  second  voided  urine  specimens 
before  breakfast,  occasionally  before  lunch,  and 
before  supper  and  at  bedtime.1  The  urine  is 
tested  for  glucose  by  Clinitest  or  Benedict’s  and, 
when  indicated,  for  acetone  by  Ketostix.  Blood 
sugars  are  done  ‘stat’  by  the  Dextrotest  Kit 
method  for  evaluation  by  hyperglycemia,  and 
for  differentiation  by  hypoglycemia  from  petit 
mal  or  occasional  functional  situations.  This  past 
year  blood  sugar  was  determined  at  least  once 
for  each  camper  through  the  kind  cooperation 
of  William  Lehman.  Results  indicated  the  ac- 
curacy of  the  observations  of  Shipp  at  Camp 
Immokalee,4  and  point  up  the  need  for  more 
frequent  use  of  blood  sugar  determinations.  Ex- 
periences of  each  child  are  reported  to  the  refer- 
ring physician  after  the  camper  returns  home. 

dietary  observations 

There  is  probably  as  much  controversy  about 
dietary  methods  in  management  of  juvenile 
diabetes  as  there  has  been  in  the  past  about  ap- 
proaches to  treatment  of  diabetic  ketoacidosis. 
Besides  the  advocates  of  free  diet,1  there  are 
those  who  recommend  some  carbohydrate  re- 
striction with  adequate  protein  and  caloric  re- 
quirements,6 while  others  permit  much  higher 
carbohydrate  in  the  calculated  diet.7 

There  is  no  method  for  calculating  caloric 
requirements  which  can  anticipate  the  actual 
needs  of  a given  individual.  These  needs  during 
good  health  are  related  not  only  to  age,  sex, 
body  size  and  rate  of  growth,  but  they  vary 
with  the  kind  and  amount  of  physical  activity 
as  well  as  with  the  emotions.  To  calculate  a 
diet,  however,  there  must  be  a starting  point. 
White  suggests  1,000  calories  for  the  first  year 
of  age,  and  an  additional  100  calories  for  each 
year  thereafter.8  Ten  per  cent  of  the  calculated 
sum  is  given  as  grams  carbohydrate.  Thus,  the 
diet  supplies  forty  per  cent  of  the  calories  as 
carbohydrate.  Approximately  half  the  number  of 
grams  for  carbohydrates  can  be  given  as  pro- 
tein, that  is,  fifteen-twenty  per  cent  of  the  total 
calories,  and  the  balance  of  the  calories  are  from 


fat.  Another  approach  is  to  prescribe  a diet  that 
allows  for  1.5  grams  of  protein  per  pound  of 
normal  body  weight  for  the  pre-schooler  de- 
creasing to  1 gram  per  pound  preceding  adoles- 
cence. After  puberty  the  protein  may  be  reduced 
to  0.75  grams  of  protein  per  pound  body  weight. 
Jackson  supplies  calories  for  the  diet  based  on 
needs  per  kilogram  body  weight  per  year  of  age 
as  indicated  in  table  2.”  Protein  in  this  diet  ac- 
counts for  16.5  to  18  per  cent  of  the  calories. 
Whatever  the  method  used  to  develop  a start- 
ing point  in  diet  calculation,  additional  caloric 
changes,  or  manipulation  of  the  carbohydrate, 
protein,  and  fat  values  are  often  necessary  to 
achieve  satiety  and  to  permit  optimal  growth 
and  development  of  the  individual. 

Table  2 

Mean  Daily  Caloric  Requirements  Per  Pound  of  Body  Weight 
Observed  for  Girls  and  Boys  of  Camper's  Ages 


Year  of 

Calories  Per 

Pound  of  Body  Weight 

Age 

GIRLS  (Mean) 

BOYS  (Mean 

8 

32.5 

32.8 

9 

30.4 

30.9 

10 

29.1 

29.5 

11 

26.7 

27.7 

12 

24.4 

26.6 

13 

22.3 

25.6 

14 

20.2 

24.1 

15 

18.2 

23.7 

16 

17.5 

22.6 

Campers  and  their  parents  are  interviewed  on 
arrival  at  camp  and  are  assisted  in  completing  a 
questionnaire  about  the  home  care  program. 
Fifty-eight  of  the  1965  group  reported  that  all 
meals  at  home  were  weighed,  24  stated  that  they 
measured  only  the  carbohydrate  portion  of  their 
meals,  and  9 others  weighed  the  contents  each 
meal  one  day  a week  while  estimating  the  meals 
on  the  other  days.  Thus  91  of  the  103  members 
of  the  group  appeared  at  camp  with  a specific 
diet  prescription  from  their  physicians.  Each 
camper  is  started  on  his  usual  diet  and  all  the 
meals  are  weighed.  It  is  not  unusual,  as  the  days 
pass,  for  a camper  to  request  an  increase  in 
his  diet.  Except  where  one  is  on  a weight  control 
program,  the  request  is  granted.  Caloric  intake 
at  the  time  the  camper  leaves  camp  is  considered 
to  be  that  which  should  be  satisfactory. 

As  one  might  expect  from  the  differences  in 
height,  weight  and  activity  among  the  campers 
in  each  age  group  there  is,  in  fact,  consider- 
able variation  in  caloric  intake.  Though  the 
caloric  intake  for  the  girls  more  nearly  approxi- 
mates the  figures  resulting  from  White’s  method 
for  calculating  caloric  needs,  the  difference  is 
great  enough  to  permit  a modification  of  that 
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method  to  arrive  at  caloric  requirements  for 
female  diabetic  campers,  (Table  3).  The  modifi- 
cation recognizes  that  many  campers  require 
additional  calories  as  a result  of  their  more  con- 
stant and  vigorous  activity  in  camp.  However,  in 
the  home  environment,  where  television  and  at 
times  adverse  (winter)  weather  or  attendance  at 
school  result  in  less  activity,  it  is  appropriate 
to  determine  caloric  needs  for  young  girls  by 
year  of  age.  As  for  boys,  the  caloric  intake  is 
much  closer  to  the  figures  reported  by  Jackson. 
Again,  caloric  needs  for  boys  might  be  5 to  10 
per  cent  less  during  the  school  year. 

Table  3 


Approximate  Daily  Caloric  Intake  of  Diabetic  Campers 


Year  of 

Total  Calories  Per  Day 

Age 

GIRLS 

BOYS 

8 

1800 

2000 

50 

9 

1900 

2100 

Hh 

100 

10 

2000 

2300 

± 

200 

11 

2100  ± 200 

2400 

Hh 

250 

12 

2200 

2500 

± 

250 

13 

2300 

2600 

250 

14 

2400 

2700 

±: 

200 

15 

Insufficient  Data 

Insufficient  Data 

It  is  our  custom  to  lower  the  amount  of  insulin 
given  to  newly  arrived  campers  below  that  used 
at  home,  if  the  control  of  diabetes  permits.  This 
practice  recognizes  that  most  campers  show  a 
rapidly  decreasing  need  for  insulin  after  3 or  4 
days  in  camp.  Heretofore  we  had  attributed  this 
change  in  insulin  requirement  to  the  child  being 
placed  on  a carefully  supervised  diet  program 
which  excludes  the  opportunity  for  dietary  in- 
discretions possibly  practiced  at  home.  Since  this 
survey,  and  as  a result  of  our  experience  in  camp 
this  past  summer  where  as  much  food  as  was 
desired  was  generally  permitted,  we  now  con- 
clude that  the  child  does  not  necessarily  eat  a 
great  deal  more  at  home  than  his  diet  permits. 
Rather,  the  drop  in  insulin  requirement  seems 
to  relate  more  closely  to  a very  definite  increase 
in  physical  activity. 

There  is  one  final  observation  that  has  practi- 
cal value.  Some  of  the  older  campers  who  were 
permitted  an  excessive  2,500  calories  had  the 
carbohydrate  portion  in  their  diet  increased 
beyond  250  grams  per  day.  Inevitably  when  the 
allowance  went  beyond  275  grams  per  day,  per- 
sistent glycosuria  developed  and  it  was  not 
usually  corrected  until  the  carbohydrate  allow- 
ance was  reduced  to  something  less  than  250 
grams  per  day.  We  concluded  that  the  majority 
of  juvenile  diabetes  require  some  restriction  of 


carbohydrate  and  the  intake  might  well  be  pro- 
gressively decreased  if  there  is  persistent  diffi- 
culty in  establishing  diabetic  control. 


summary 

Because  of  past  annual  increases  in  camp 
attendance,  and  in  anticipation  of  future  in- 
creases, this  year  the  camp  period  will  be  ex- 
tended from  four  to  six  weeks. 

As  a result  of  observations  made  last  year,  it  is 
suggested  that  girls  with  recently  discovered 
diabetes  might  be  started  on  a daily  caloric 
intake  based  on  year  of  age  as  recommended  by 
White.  If  their  daily  activity  is  increased,  as 
observed  in  a summer  camp,  they  might  require 
up  to  an  additional  200  calories  per  day.  Boys 
desire  a larger  amount  of  food  than  do  girls  of 
similar  age.  Therefore,  daily  caloric  needs  for 
boys  may  be  more  satisfactory  if  determined 
on  the  basis  of  weight  and  age  as  proposed  by 
Jackson  or  scaled  according  to  age.  ■ 

2250  N.W.  Flanders  (97210) 


abstract  o 

Observation  de  nihos  diabeticos  en  un  cainpo 
de  verano  puede  reemplazer  la  anual  hospitali- 
zation para  evaluation  de  los  cambias  que 
afectan  el  control.  Actividad  fisica  aumentada 
demanda  una  proportion  de  calorias  aumen- 
tada pero  un  aumento  desproporcionado  de 
carbohidratos  residta  en  glicosuria  en  la  mayoria 
de  diabeticos  juveniles.  Reducido  requerimiento 
de  insulina  cuando  estan  en  el  campo  es  atribu- 
ido  a la  aumentada  actividad  fisica  preferible 
que  al  regimen,  como  previamente  fue  estable- 
cido. 


REFERENCES 

1 Stephens,  J.  W.,  Page.  O.  C.,  and  Hare,  R.  L.,  Gales 
Creek  camp — a summer  camp  for  diabetic  children,  NorthW 
Med.  59:364-366  (March)  1960. 

2 Stephens,  J.  W.,  and  Marble,  A.,  Place  and  value  of 
summer  camps  in  management  of  juvenile  diabetes,  AMA 
Am  J.  Dis.  Child.  82:259-267  (September)  1951. 

3 Danowski,  T.  S.,  Diabetes  mellitus — with  emphasis  on 
children  and  young  adults.  The  Wilkins  and  Wilkins  Com- 
pany. Baltimore,  1957,  p.  418. 

4 Shipp,  J.  C.,  A Florida  summer  camp  for  diabetic 
children,  value  of  using  an  existing  camp  and  of  affiliation 
with  a university  medical  center,  JAMA,  184:312-314  (April 
27)  1963. 

5 Forsythe,  C.  C.  and  Payne,  W.  W.,  Free  diets  in  treat- 
ment of  diabetic  children,  Arch  Dis  Childhold,  31:245-253 
(August)  1956. 

6 Wilkins,  S.  N.,  Ruby,  D.  O.,  Kelly,  H.  G.  and  Jackson, 
R.  L.,  Nutritional  management  of  children  with  diabetes 
mellitus,  Diabetes.  4:24-31,  1955. 

7 Jacobi,  H.  G„  Nutritional  standards,  organization  and 
management  of  summer  camps  for  diabetic  children,  J.Clin. 
Nutrition  1:384-392  (July-August)  1953. 

8 Root,  H.  F.  and  White,  P.,  Diabetes  mellitus — hand- 
book for  physicians,  Hansberger  Medical  Books,  Incorpor- 
ated, New  York,  1956,  pp.  53-54. 


645 

Northwest  Medicine,  August  1966 


X-Ray  of  the  Month 


This  47  year  old  man  has  had  repeated  trauma  to  the  left  shoulder.  What  were 
the  injuries?  What  is  the  treatment? 


see  page  683 
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PORTLAND 

SEPT  27 
OCT  I 

1966  • 


A 

13 

GREAT 

COMBINED 

26 

PROGRAM 

92 

TH  ANNUAL  PACIFIC  NORTHWEST 

OCCUPATIONAL  HEALTH  CONFERENCE 

SEPTEMBER  26-27,  1966 

TH  CONGRESS  ON 

OCCUPATIONAL  HEALTH 
SEPTEMBER  27-28,  1966 

ND  ANNUAL  SESSION 

OREGON  MEDICAL  ASSOCIATION 
SEPTEMBER  27,  28,  29,  30,  1966 


COMBINED  MEETING 

OF 

OREGON  MEDICAL  ASSOCIATION 

92nd  ANNUAL  SESSION 

in  conjunction  with  the 

42nd  ANNUAL  SOMMER  MEMORIAL  LECTURE  SERIES 


featuring 

9 Sommer  Lectures 
4 SKF  Colored  Television 
Scientific  Presentations 
54  Scientific  Speakers  and  Participants 
26  Scientific  Exhibits 
70  Technical  Exhibits 
125  Physician  Art  Exhibits 

Plus  many  special  events 


26th  CONGRESS  ON  OCCUPATIONAL  HEALTH 

AND 

13th  ANNUAL  PACIFIC  NORTHWEST  OCCUPATIONAL 

HEALTH  CONFERENCE 
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SOMMER  MEMORIAL  LECTURERS 


R.  F.  S.  SCHILLING,  D.SC. 

Director  and  Professor  of 
Occupational  Health 
London  School  of  Hygeine 
and  Tropical  Medicine 
University  of  London 


OSCAR  P.  HAMPTON,  JR.,  M.D. 

Assistant  Professor 
Clinical  Orthopaedic  Surgery 
Washington  University 
School  of  Medicine 
St.  Louis,  Missouri 


GEORGE  E.  BURCH,  M.D. 
Professor  and  Chairman 
Department  of  Medicine 
Tulane  University 
School  of  Medicine 
New  Orleans,  Louisiana 


GUEST  SPEAKERS  INCLUDE 


CHARLES  L.  HUDSON,  M.D. 

President  AM  A 


L.  E.  LAMB,  M.D. 

San  Antonio,  Texas 


LEMUEL  C.  MC  GEE,  M.D. 

Wilmington,  Delaware 


RAYMOND  M.  MC  KEOWN,  M.D. 

Coos  Bay,  Oregon 


MR.  HAROLD  RUSSELL 

Washington,  D.C. 


I.  S.  RAVDIN,  M.D. 

Philadelphia 
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Combined  Meeting  — 

92nd  Annual  Session,  O.M.A. 

13th  Annual  Pacific  Northwest  Occupational  Health  Conference 


Sponsored  by  the  Portland  Chamber  of  Com- 
merce and  other  agencies  in  conjunction  with 
the  AMA  Congress  on  Occupational  Health 
and  the  OMA  Annual  Session. 


A registration  fee  of  $15  will  include  Monday 
and  Tuesday  luncheons  and  Monday  dinner, 
but  not  reception — No  registration  fee  for  the 
AMA  Congress  on  Occupational  Health  or  the 
Annual  Session  of  the  Oregon  Medical  Asso- 
ciation. 


DAILY  CALENDAR 
Monday,  September  26 


11:00  a.m.  Registration 

(Registration  and  luncheon  at  Sheraton,  meeting  and  dinner  at 
Memorial  Coliseum) 


12:00  noon  Luncheon-SEARCH  FOR  THE  TOOLS  OF  CANCER 
PREVENTION 

I.  S.  RAVDIN,  M.D.,  Philadelphia 

MR.  WILLIAM  D.  GARGAN,  Hollywood  (Courtesy  of  American 
Cancer  Society) 

2:00  p.m.  CANCER  DETECTION  IN  HEALTHY  WORKERS 

Cancer  case-finding  by  physicians  and  nurses  in  local  industries 
Moderator:  MARTIN  A.  HOWARD,  M.D.,  Portland;  Panelists, 
KATHERINE  BOUCOT,  M.D.,  Philadelphia;  ELLEN  BROWN, 
R.N.,  Portland;  WILLIAM  W.  KRIPPAEFINE,  M.D.,  Portland; 
JAMES  M.  WHITELY,  M.D.,  Portland;  MR.  WILLIAM  D.  GAR- 
GAN, Hollywood;  I.  S.  RAVDIN,  M.D.,  Philadelphia 

3:30  p.m.  ESSENTIAL  TO  INDUSTRY-A  HEALTHY  HOSPITAL  CORPS 
Presiding: 

MR.  CHESTER  L.  STOCKS,  Chairman,  Portland  Council  of  Hospitals 
Speakers:  MR.  MARK  BERKE,  S an  Francisco;  HELEN  SALMON, 
R.N.,  Los  Angeles;  MR.  FRED  WESSINGER,  Trustee,  Good 
Samaritan  Hospital,  Portland 

6:00  p.m.  Reception  and  Dinner 
Presiding: 

HON.  TOM  LAWSON  McCALL,  Oregon  Secretary  of  State 
Address:  THE  ENVIRONMENT  OF  AMERICAN  INDUSTRY 
CHARLES  L.  HUDSON,  M.D.,  Cleveland, 

President,  American  Medical  Association 
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Combined  Meeting  — 


26th  Annual  American  Medical  Assc 
13th  Annual  Pacific  Northwest  Occupational  Health  Conference 


DAILY  CALENDAR 
Tuesday.  September  27 

8:30  a.m.  Registration  (No  Charge) 

9:00  a.m.  Greetings:  Presidents, 

American  Medical  Association, 

CHARLES  L.  HUDSON,  M.D. 

Oregon  Medical  Association, 

ERNEST  T.  LIVINGSTONE,  M.D. 

Northwest  xYssociation  of  Occupational  Medicine, 

GUY  H.  CROOK,  M.D. 

9:20  a.m.  INDIVIDUAL  IDENTITY  IN  A CONTINUING 
INDUSTRIAL  REVOLUTION 
JEAN  SPENCER  FELTON,  M.D,  Los  Angeles 

10:00  a.m.  THE  COSTLY  ABSENT  EMPLOYEE 

LEONARD  E.  HIMLER,  M.D,  Ann  Arbor,  Michigan 

10:30  a.m.  EARLY  DETECTION  OF  DISEASE 

LEMUEL  C.  McGEE,  M.D,  Wilmington,  Delaware 

11:00  a.m.  Sommer  Memorial  Lecture— THE  PRACTICE  OF 
OCCUPATIONAL  MEDICINE 
R.  S.  F.  SCHILLING,  M.D,  London,  England 

12:00  Noon  Luncheon:  CARDIAC  DISABILITY  AND  WORKMAN’S 
COMPENSATION 

HAROLD  F.  McNEICE,  LL.D,  New  York  and 
JOHN  THORNTON,  LL.D,  New  York 

2:00  p.m.  SKF  Color  TV-RETURN  TO  WORK  FOLLOWING 
ILLNESS  OR  INJURY 
Moderator:  FORREST  E.  RIEKE,  M.D. 

Participants:  DAVID  BRISTOW,  M.D,  JOHN  F.  HAYES, 
M.D,  WILLIAM  W.  HURST,  M.D,  EDWARD  E.  WAY- 
SON,  M.D,  MR.  BEN  SWANK 

3:30  p.m.  SKF  Color  TV-OCCUPATIONAL  DISEASE  CLINIC 
Moderator:  RAYMOND  R.  SUSKIND,  M.D. 

Participants:  MR.  DARRELL  DOUGLAS,  LEMUEL  C.  Mc- 
GEE, M.D,  ROBERT  D.  MIGHEL,  M.D,  RALPH  R. 
SULLIVAN,  M.D. 

6:00  p.m.  Opening  Sesison,  OMA  House  of  Delegates, 

U.S.  Plywood  Room,  Memorial  Coliseum 
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all  meetings  in  the  Memorial  Coliseum  unless  otherwise  indicated 


cion  Congress  on  Occupational  Health 

92nd  Annual  Session  Oregon  Medical  Association 


DAILY  CALENDAR 
Wednesday,  September  28 


7:00  a. m. 


8:30  a. m. 
9:00  a. m. 


10:00  a.m. 

10:30  a.m. 
11:00  a.m. 


12:00  Noon 


2:00  p.m. 


3:15  p.m. 
3:40  p.m. 


4:00  p.m. 
6:30  p.m. 


Breakfast  Meeting-House  of  Delegates— 

U.S.  Plywood  Room,  Memorial  Coliseum 

Registration  (No  Charge)— Exhibit  Hall,  Memorial  Coliseum 

Sommer  Memorial  Lecture— WHAT  IS  THE  PATIENT’S 
OCCUPATION 

R.  S.  F.  SCHILLING,  M.D.,  London 

AEROSPACE  MEDICAL  PROBLEMS 
LAWRENCE  E.  LAMB,  M.D.,  San  Antonio 

View  Exhibits 

Sommer  Memorial  Lecture— HEAT  STRESS  AND  THE 
HEART 

GEORGE  E.  BURCH,  M.D.,  New  Orleans 

Luncheon-THE  HANDICAPPED  AND  YOU 
Address:  MR.  HAROLD  RUSSELL,  Washington,  D.  C. 
Presentation  of  Annual  Physician’s  Award  of  the  President’s 
Committee  on  Employment  of  the  Handicapped  in  coopera- 
tion with  the  Women’s  Auxiliary  to  O.M.A. 

SKF  Color  TV-PULMONARY  FUNCTION  AND  WORK 
CAPACITY 

Moderator:  DONALD  M.  PITCAIRN,  M.D. 

Participants:  JOHN  E.  TUHY,  M.D.  and 
MILES  J.  EDWARDS,  M.D. 

View  Exhibits 

IMPAIRMENT  AND  DISABILITY 
RAYMOND  M.  McKEOWN,  M.D.,  Coos  Bay 

Sommer  Memorial  Lecture— SPRAINS  AND  FRACTLIRES 
OF  THE  ANKLE 

OSCAR  HAMPTON,  JR.,  M.D.,  St.  Louis 

Social  Hour  and  OMPAC  Banquet— Mayfair  Room— Benson 

Hotel 


NOTICE 

The  OMPAC  BANQUET  will  be  featured  in  next  issue  of  NORTH- 
WEST MEDICINE  Reserve  Wednesday  evening,  September  28, 
NOW.  You  won’t  want  to  miss  this  special  event  and  outstanding 
personality!  Plan  to  attend. 
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8:30  a. m. 
9:00  a.m. 


9:50  a.m. 
10:20  a.m. 


11:10  a.m. 


12:00  noon 
2:00  p.m. 


7:00  a.m. 

8:30  a.m. 
9:30  a.m. 


10:20  a.m. 
10:50  a.m. 


11:40  a.m. 
12:00  noon 
2:00  p.m. 


3:30  p.m. 


DAILY  CALENDAR 
Thursday,  September  29 


Registration 

Sommer  Memorial  Lecture— 

THE  CARDIOMYOPATHIES,  ESPECIALLY  COXSACKIE 
VIRAL  MYOCARDITIS  AND  VALVULITIS 
GEORGE  E.  BURCH,  M.D,  New  Orleans 
View  Exhibits 
Sommer  Memorial  Lecture— 

INDICATION  AND  ADVANTAGES  OF  OPERATIVE 
TREATMENT  OF  FRACTURES 
OSCAR  HAMPTON,  JR.,  M.D.,  St.  Louis 
Sommer  Memorial  Lecture— 

THE  USE  OF  EPIDEMIOLOGICAL  INVESTIGATION  IN 
OCCUPATIONAL  MEDICINE 
R.  S.  F.  SCHLLING,  M.D,  London 
Recess 

SKF  Color  TV-COMMON  PROBLEMS  IN  CUTANEOUS 
MEDICINE 

Moderator:  FREDERICQ  A.  J.  KINGER,  M.D. 

Participants:  BRUCE  R.  CHENOWETH,  M.D,  WILLIAM  J. 
HEMPHILL,  M.D,  and  ROBERT  E.  KELLUM,  M.D. 


Friday,  September  30 


Breakfast— House  of  Delegates— U.  S.  Plywood  Room, 
Memorial  Coliseum 
Registration 

Sommer  Memorial  Lecture— BASIC  MANAGEMENT  OF 
OPEN  FRACTURES  AND  LACERATIONS 
OSCAR  HAMPTON,  JR,  M.D,  St.  Louis 
Recess  to  view  Exhibits 

Sommer  Memorial  Lecture— PAPILLARY  MUSCLE 
DYSFUNCTION 

GEORGE  E.  BURCH,  M.D,  New  Orleans 

Recess  to  view  Exhibits 

Luncheon 

SKF  Color  TV-DIAGNOSIS,  PLEASE?  THE  ART  OF 
CLINICAL  DIAGNOSIS 
Moderator:  S.  SPENCE  MEIGHAN,  M.D. 

Participants:  WILBUR  L.  E.  LARSON,  M.D,  HOWARD  P. 
LEWIS,  M.D,  HULDRICK  KAMMER,  M.D,  WILLIAM 
W.  KRIPPAEHNE,  M.D,  RALPH  B.  REAUME,  M.D. 
Adjournment 
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SPECIAL  EVENTS 
HOUSE  OF  DELEGATES 

This  is  the  major  policy-forming  body  of  the  Oregon  Medical  Asso- 
ciation and  is  composed  of  delegates  from  each  of  its  component  societies 
and  members  of  the  Board  of  Trustees.  Clinton  S.  McGill  of  Portland, 
Speaker  of  the  House,  invites  all  members  of  the  Association  to  attend  its 
meetings  and  to  participate  in  the  deliberations  of  its  Reference  Commit- 
tees. The  House  will  convene  first  at  a dinner  on  Tuesday,  September  27, 
in  the  U.S.  Plywood  Room  of  the  Memorial  Coliseum.  It  will  also  hold 
7:00  a.m.  Breakfast  Meetings  on  September  28  and  30.  Its  Reference 
Committees  will  meet  on  Wednesday  and  Thursday  in  conference  rooms 
at  the  Memorial  Coliseum,  Portland. 

ANNUAL  BANQUET  AND  INAUGURAL  BALL 

The  social  highlight  of  the  Annual  Meeting.  OMA’s  new  President, 
John  E.  Tysell  of  Eugene  will  be  installed  at  this  event.  Awards  will  be 
presented  to  the  “Doctor-Citizen  of  the  Year"  and  to  representatives  of 
the  news  media  for  medical  reporting  and  editorial  excellence.  Installation 
and  awards  are  conducted  as  expeditiously  as  is  consistent  with  dignity, 
to  allow  plenty  of  time  for  dancing  to  music  by  Jerry  Van  Hoomissen 
and  orchestra. 

OMPAC  BANQUET 

A stellar  attraction  featuring  an  outstanding  personality  has  been 
planned  by  OMPAC  during  this  annual  session.  Open  to  all  physicians  and 
friends,  this  popular  event  is  scheduled  for  6:30  p.m.  Wednesday,  Septem- 
ber 28,  in  the  Mayfair  Room,  Hotel  Benson.  C.  H.  “Larry"  Hagmeier, 
Chairman  of  OMPAC,  promises  that  the  stimulating  and  entertaining 
program  will  be  a delightful  social  occasion  as  well  as  an  inspiration  for 
one  and  all.  Next  issue  of  NORTHWEST  MEDICINE  will  carry  complete 
details  on  this  special  event. 

OREGON  MEDICAL  GOLF  TOURNAMENT 

All  interested  “duffers”  and  “par-shooters”  are  encouraged  to  make  appli- 
cation for  the  Annual  Golf  Tournament  scheduled  for  Saturday,  October  1. 
Golfing  physicians  are  encouraged  to  watch  their  mail  for  application 
forms  and  announcement  of  course,  tee  times,  etc.  Foursomes  may  be 
arranged  ahead  of  time  or  can  be  arranged  on  the  first  tee.  The  low  net 
winner  carries  off  the  Association  trophy  and  numerous  other  prizes  will 
be  awarded. 

EXHIBITS 

Plan  to  see  the  many  technical  and  scientific  exhibits  which  are  an 
integral  part  of  the  postgraduate  education  opportunity  provided  at  the 
annual  session.  New  drugs,  new  services  and  new  ideas  will  be  offered  by 
our  technical  exhibitors.  In  the  scienti'c  exhibits,  OMA  members  bring 
important  facts  from  their  experience  in  medical  practice  that  lend  them- 
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selves  better  to  display  than  to  formal  lecture-type  presentations.  The 
Sixth  Annual  Physicians  Art  Exhibit  will  be  especially  interesting.  Be 
sure  to  visit  every  exhibit  in  all  three  categories.  Special  prizes  will  be 
awarded  to  physicians  who  visit  the  technical  exhibits. 


COMMITTEE  ON  ANNUAL  SESSION 


William  C.  Scott,  Portland,  Chairman 


Peter  DeWitt,  Portland 
Robert  M.  Hansen,  Portland 
Robert  L.  Hare,  Portland 
Howard  P.  Lewis,  Portland 
Arthur  L.  Rogers,  Portland 


S.  Spence  Meighan,  Portland 
Raymond  B.  Suskind,  Portland 
Forrest  E.  Rieke,  Portland 
John  D.  Welch,  Portland 
Richard  H.  Upjohn,  Salem 


TECHNICAL  EXHIBITORS 

The  following  firms  is  a partial  list  of  exhibitors  who  have  made  booth  reservations 
prior  to  publishing  deadline.  Oregon  physicians  appreciate  the  support  of  these  firms 
and  the  technical  contribution  they  provide  the  92nd  Annual  Session  of  the  Oregon 
Medical  Association. 


Abbott  Laboratories 

Astra  Pharmaceutical  Products,  Inc. 

Ayerst  Laboratories 
Don  Baxter,  Inc. 

Bristol  Laboratories 

Burroughs  Wellcome  & Co.  (USA)  Inc. 
Burton,  Parsons  & Company,  Inc. 

Ciba  Pharmaceutical  Company 

Corvek  Medical  Equipment  Company 

Cutter  Laboratories 

Dictaphone  Corporation 

Doctors  Official  Service  Bureau 

Dome  Laboratories 

The  Emko  Company 

Encyclopaedia  Britannica 

Equitable  Savings  & Loan  Association 

First  National  Bank  of  Oregon  “MEDAC” 

Geigy  Pharmaceuticals 

Haack  Laboratories,  Inc. 

Jacuzzi  Research,  Inc. 

Lederle  Laboratories 
Eli  Lilly  and  Company 
Loma  Linda  Foods 
Mead  Johnson  Laboratories 
Merck  Sharp  & Dohme 
Meyer  Laboratories  Inc. 

Milex-Fertilex  Co. 


Morningside  Hospital 
Neely  Sales  Div.,  Hewlett-Packard 
Ortho  Pharmaceutical  Corporation 
Paramed,  Inc. 

Parke,  Davis  & Company 
Pownall,  Taylor  & Hays 
A.  H.  Robins  Company,  Inc. 

Roche  Laboratories 
William  H.  Rorer,  Inc. 

Ross  Laboratories 
Sandoz  Pharmaceuticals 
W.  B.  Saunders  Company 
Julius  Schmid,  Inc. 

G.  D.  Searle  & Co. 

Shaw  Surgical  Co. 

Siemens  Medical  of  America  Inc. 

Smith  Kline  & French  Laboratories 
Smith,  Miller  & Patch,  Inc. 

E.  R.  Squibb  & Sons,  Inc. 

The  Stuart  Co.,  Div.  Atlas  Chemical  Industrials,  Inc. 

Transpacific  Life  Insurance  Company 

The  Upjohn  Company 

Usher  Medical  Equipment 

U.S.  Vitamin  & Pharmaceutical  Corporation 

Wallace  Laboratories 

X-Ray  Inc.  of  Oregon 
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MRS.  HOWARD  C. 
EMMERSON 
PORTLAND 

President 


WOMEN  S AUXILIARY 

to  the 

OREGON  MEDICAL  ASSOCIATION 

Fall  Session 
September  27-29,  1966 
Portland,  Oregon 


Tuesday,  September  27 


MRS.  WILLIAM  V. 
ZARTMAN 
BEAVERTON 

President-elect 


6:30  p.m.  No  host  Dinner  at  Cosmopolitan  Motor  Hotel 
Theater-in-the-round  to  follow 


Wednesday,  September  28 


9 : 00  to 
9:30  a.m. 
9:30  a.m. 


11:00  a.m. 
1:30  p.m. 


3:15  p.m. 
6:30  p.m. 


Coffee  and  Registration— Lloyd  Center  Auditorium 
State  Board  Meeting 
Election  of  Officers 

Election  of  1967  Nominating  Committee 
Time  for  shopping  and  lunch 

Bus  leaves  for  Aloha  for  dedication  of  Med-Aux  Park  at 
Washington  County  School  for  Retarded  Children 
Distinguished  guests:  Governor  and  Mrs.  Hatfield 
Secretary  of  State  and  Mrs.  Tom  Lawson  McCall 
Mr.  John  Salisbury 
Tea  will  follow  dedication  ceremony 
Bus  returns  to  Portland 
OMPAC  BANQUET  with  husbands 


Thursday,  September  29 


8:00  a.m.  Presidents’  Breakfast— Cosmopolitan  Motor  Hotel 
9:00  a.m.  Coffee  and  Registration 


10:00  a.m.  General  Convention  Session 

Speaker,  Mrs.  Asher  Yaguda  of  Newark,  New  Jersey 
President,  Woman’s  Auxiliary  to  A.M. A. 

12:30  p.m.  Social  Hour 

1:00  p.m.  Luncheon— Mr.  John  Salisbury,  of  Radio  KXL,  Speaker 
6:30  p.m.  President’s  Banquet  and  Inaugural  Ball . . . Sheraton  Motor  Inn 
Mr.  John  Salisbury,  of  Radio  KXL,  Speaker 
6th  Annual  Physicians  Art  Exhibit  running  concurrently 
at  Memorial  Coliseum 


1 
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dextroamphetamine 
sulfate  and  amobarbital 

she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming]. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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Executive  Committee  and  Board  of 
Trustees 

A state  conference  of  component  society  officers, 
“Key  Men”  and  “Key  Women,”  scheduled  for  mid- 
October;  the  dissolution  of  Eastern  Oregon  District 
Medical  Society  and  the  announcement  of  special 
committees  to  be  appointed  to  study  Association 
financing  and  affairs,  were  among  the  matters  dis- 
cussed and  acted  upon  by  the  Executive  Committee 
to  the  Board  of  Trustees  of  the  Oregon  Medical 
Association  at  the  regular  monthly  meeting  which 
was  held  at  the  Village  Green,  Cottage  Grove, 
Oregon,  on  June  4,  1966. 

The  following  action  was  taken  by  the  Executive 
Committee  and  the  Board  of  Trustees: 

Special  Committees  to  be  Named 

President  Livingstone,  Chairman  of  the  Executive 
Committee,  reported  that  the  Committee  had  author- 
ized the  Speaker  of  the  House  of  Delegates  and  the 
present  President  to  appoint  special  committees 
established  by  the  House  of  Delegates  which  in- 
cluded: (a)  A committee  to  make  recommendations 
regarding  the  continuing  medical  education  activities 
of  the  Committee  on  Medical  Education,  (b)  A 
committee  to  study  and  make  recommendations  re- 
garding the  current  method  of  conducting  Associa- 
tion affairs,  (c)  A committee  to  study  and  make 
recommendations  with  respect  to  the  Association’s 
financial  affairs. 

Disposition  of  Resolutions 

1.  That  with  respect  to  resolutions  adopted  by  the 
House  of  Delegates  for  submission  to  the  AMA, 
the  following  action  be  approved: 

a.  That  the  substitute  resolution  for  Resolutions 
Nos.  10  and  15,  opposing  the  provisions  of 
S.  2568  be  introduced  at  a time  considered 
appropriate  by  the  Association’s  delegates. 

b.  That  resolution  No.  9,  relating  to  the  adver- 
tising of  proprietary  medications  be  trans- 
mitted directly  to  the  Council  on  Drugs  of 
the  AMA. 

c.  That  resolution  No.  16,  relating  to  the  com- 
pletion of  hospital  records  under  Medicare 
be  referred  directly  to  the  Council  on  Medi- 
cal Service  of  the  AMA. 

d.  That  resolution  No.  5,  relating  to  direct  pa- 
tient billing  not  be  introduced. 

e.  That  resolution  No.  2,  relating  to  physician 
education  on  radiation  hazards  be  introduced. 

2.  That  the  President  be  authorized  to  send  a com- 
prehensive communication  to  all  members  con- 
veying pertinent  special  information  regarding 
physician  involvement  in  the  implementation  of 
Public  Law  89-97  with  appropriate  references  to 
Association’s  policies. 

3.  That  Melvin  W.  Breese  be  advised  to  use 


his  own  best  judgment  regarding  his  acceptance 
of  President  Johnson’s  invitation  to  attend  a spe- 
cial conference  at  the  White  House  on  June 
15th  regarding  problems  in  the  implementation 
of  Title  XVIII  of  Public  Law  89-97  and  that 
Dr.  Breese  be  especially  commended  for  bring- 
ing this  invitation  to  the  attention  of  the  Asso- 
ciation. 

4.  That  the  Executive  Committee  be  authorized  to 
call  a conference  of  component  society  officers 
and  “Key  Men”  and  “Key  Women”  in  mid- 
October  of  1966. 

5.  That  the  action  of  the  Eastern  Oregon  District 
Medical  Society  on  May  5,  1966,  dissolving 
itself  as  a component  society  of  this  Association 
be  approved. 

6.  That  the  proposal  of  James  V.  Harber  of  Port- 
land to  sponsor  a tour  of  the  Orient  for  physi- 
cians and  their  wives  and  to  solicit  members  of 
the  Association  in  this  regard  be  approved. 

7.  That  the  Executive  Secretary  be  instructed  to 
contact  S.  Gorham  Babson,  Chairman  of  the 
Committee  on  Perinatal  Mortality  Studies,  about 
attending  a national  conference  on  this  subject 
to  be  held  in  San  Francisco  August  12-13  under 
the  sponsorship  of  the  AMA  and  that  the  Oregon 
Academy  of  Pediatrics  be  informed  of  the  Con- 
ference, and  urged  to  consider  sending  a repre- 
sentative. 

8.  That  the  Association  send  a representative  to 
the  AMA  National  Congress  on  Medical  Quack- 
ery to  be  held  in  Chicago  October  7-8,  provided 
funds  are  available. 

9.  That  the  application  of  James  E.  Buckley  of 
Portland  for  Life  membership  be  approved. 

10.  That  with  the  assistance  of  legal  counsel  the 
Committee  on  Voluntary  Health  Insurance  de- 
velop specific  procedures  for  conducting  its 
insurance  review  functions  and  submit  its  recom- 
mendations to  the  Executive  Committee  for 
approval. 

Upon  motion  duly  made,  seconded  and  carried,  the 
recommendations  of  the  Executive  Committee  of  the 
Board  of  Trustees,  as  amended,  were  adopted  unani- 
mously. 

Report  of  the  Women's  Auxiliary 

In  the  absence  of  Mrs.  Howard  C.  Emmerson  and 
Mrs.  William  V.  Zartman,  President  and  President- 
Elect  of  the  Woman’s  Auxiliary  respectively,  Presi- 
dent Livingstone,  as  Chairman  of  the  Executive 
Committee  presented  the  report  of  the  Woman’s 
Auxiliary  which  announced: 

1.  That  the  “Getting  to  Know  You”  visits  to  com- 
ponent auxiliaries  were  continuing  and  being 
warmly  received. 

2.  Mrs.  William  Hicks,  Jr.,  Portland,  had  won  the 
MED-AUX  PARK  “Stay-at-Home  Ball”  week- 
end at  Salishan. 
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3.  That  the  annual  Spring  Session  of  the  Woman’s 
Auxiliary  was  one  of  the  most  successful  in  many 
years  and  was  attended  by  over  200  members. 

4.  That  the  Bylaws  of  the  Woman’s  Auxiliary  were 
amended  to  provide  that  the  election  and  in- 
stallation of  its  officers  would  be  held  at  the 
Auxiliary’s  annual  Fall  Session  to  coincide  with 
the  election  and  inauguration  of  the  Association 
officers. 

5.  That  a Portland  rose  grower  and  hybridizer  has 
registered  a salmon  pink  florabunda  rose  in  the 
Auxiliary’s  name  to  be  called  “Doctor’s  Wife,” 
and  that  royalties  from  its  sale  would  accrue  to 
the  Woman’s  Auxiliary  to  finance  its  philan- 
thropies. 

The  report  of  the  Woman’s  Auxiliary  also  recom- 
mended that  the  Woman’s  Auxiliary  be  authorized 
to  display  its  MED-AUX  PARK  display  in  the 
Oregon  Hospitality  Room  at  the  1966  convention  of 
the  American  Medical  Association. 

Upon  motion  duly  made  and  seconded,  it  was 
voted  that  the  report  and  recommendation  presented 
by  the  Woman’s  Auxiliary  be  adopted. 

Oregon  Physicians'  Service  Affairs 

James  H.  Seacat,  Vice-President  of  the  Board  of 
Trustees  of  Oregon  Physicians’  Service,  presented  a 
report  outlining  the  progress  being  made  by  manage- 
ment in  developing  prevailing  fee  “profiles”  for 
physicians  in  Marion,  Clatsop,  Multnomah,  Baker 
and  Columbia  Counties.  The  report  emphasized  the 
special  problem  of  establishing  “profiles”  in  fields 
of  practice  where  the  number  of  physicians  in  those 
medical  communities  is  limited. 

Physicians  Compensation  Under  Federal 
Medical  Services 

G.  Prentiss  Lee,  Chairman  of  the  Committee  on 
Federal  Medical  Services,  presented  an  oral  report 
in  which  he  advised  the  Board  of  Trustees  that  the 
Department  of  Defense  was  resisting  the  establish- 
ment of  the  “usual  and  customary”  fee  principle  for 
compensating  physicians  for  the  hometown  medical 
care  program  for  dependents  of  service  personnel. 
He  reminded  the  members  of  the  Board  that  the 
House  of  Delegates  had  directed  the  Committee  to 
establish  that  principle  for  the  program  effective 
July  1,  1967. 

Report  of  Committee  on  Diabetes 

Rudolph  M.  Crommelin,  member  of  the  Commit- 
tee on  Diabetes,  reported  that  the  Committee  had 
considered  a proposal  by  the  Chronic  Disease  Sec- 
tion of  the  Oregon  State  Board  of  Health  that  a 
statewide  diabetes  program  emphasizing  screening 
for  new  patients  and  education  be  instituted.  He 
stated  that  the  Committee  believed  such  a program 
should  be  under  the  control  of  the  medical  profes- 
sion and  that  it  not  be  instituted  in  any  area  of  the 
State  except  with  the  endorsement  of  the  component 


medical  society  of  jurisdiction.  The  Board  of  Direc- 
tors of  the  Diabetes  Association  of  Oregon  had 
expressed  a willingness  to  participate  in  such  a pro- 
gram. The  following  recommendation  was  adopted: 

That  the  Oregon  Medical  Association  agree  to  co- 
operate with  the  Chrome  Disease  Section  of  the 
Oregon  State  Board  of  Health  in  the  conducting  of 
a statewide  Diabetes  screening  program  provided: 
(a)  A formal  supervisory  committee  consisting  of 
members  of  representative  organizations  and  agen- 
cies interested  in  Diabetes  is  established;  (b)  That 
the  individual  patient  education  not  be  carried  out 
except  with  the  full  approval  of  the  patient’s  attend- 
ing physician;  (c)  That  such  a program  not  be 
initiated  in  any  community  except  with  the  approval 
of  the  local  medical  society'  of  jurisdiction. 

Report  of  Committee  on  Conservation  of  Vision 

In  the  absence  of  its  Chairman  the  report  of  the 
Committee  on  Conservation  of  Vision  was  read  by 
the  Executive  Secretary.  The  report  contained  the 
following  recommendations: 

1.  That  the  Committee  on  Pharmacy  and  Drugs 
and  the  Committee  on  Public  Policy'  be  directed 
to  seek  a clarification  of  the  definition  of  what 
constitutes  a “drug”  with  the  possibility'  of  con- 
testing the  Attorney  General’s  Opinion  No.  5633 
relative  to  the  use  of  fluorescein  by'  optometrists. 

2.  That  the  Oregon  State  Board  of  Medical  Exam- 
iners be  requested  to  ascertain  from  the  Board 
of  Examiners  in  Optometry  what  action  it  had 
taken  with  respect  to  an  optometrist  declared  by 
the  Marion  County'  District  Attorney'  to  be  in 
violation  of  the  Medical  Practice  Act. 

3.  That  the  Committee  on  Traffic  Safety  be  re- 
quested to  discuss  the  possible  convulsion  pro- 
ducing effect  of  certain  night  time  highway 
markings  and  roadside  signs  with  representatives 
of  the  State  Highway  Department. 

4.  That  a legislative  proposal  that  when  an  optom- 
etrist cannot  correct  a person’s  vision  to  at  least 
20/40  Snellen  the  patient  be  referred  to  a 
licentiate  of  the  Board  of  Medical  Examiners, 
be  referred  to  the  Committee  on  Public  Policy 
with  the  recommendation  that  the  advisability 
of  its  introduction  be  based  on  the  best  judgment 
of  that  Committee. 

5.  That  the  Committee  on  Traffic  Safety  be  re- 
quested to  consider  the  sponsorship  of  State 
legislation  requiring  motor  vehicle  operators  to 
display  their  operator’s  license  in  the  vehicle 
w’hich  they  are  driving. 

Upon  motion  duly  made,  seconded  and  carried,  the 
aforementioned  recommendations  w'ere  adopted. 

Report  of  Committee  on  Pharmacy  and  Drugs 

The  report  of  the  Committee  on  Pharmacy  and 
Drugs,  presented  by'  Norman  A.  David,  \ ice-Chair- 
man  of  the  Committee,  submitted  the  following 
recommendation  w'hieh  was  adopted  as  amended: 
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“That  the  President  be  authorized  to  designate 
representatives  from  the  Committee  on  Pharmacy 
and  Drugs  to  serve  in  an  advisory  capacity  on  an 
educational  program  pertaining  to  LSD  in  Clack- 
amas County  as  directed  by  Henry  H.  Dixon,  Jr., 
provided  the  program  is  approved  by  the  Clackamas 
County  Medical  Society. 

The  Committee  on  Pharmacy  and  Drugs  also 
introduced  the  following  resolution,  calling  for  the 
formation  of  a board  of  supervisors  to  advise,  super- 
vise and  approve  important  decisions  rendered  by 
officials  of  the  U.S.  Food  and  Drag  Administration: 

Whereas,  the  new  Food  and  Drug  Regulations 
governing  the  enactment  of  the  Kefauver-Harris 
Amendments  since  October,  1962,  require  consid- 
erable study,  judicial  interpretation,  and  cautious 
enforcement  to  evolve  into  a practicable  code  of 
directions  to  serve  the  best  interests  of  Medicine  and 
the  Patient,  and 

Whereas,  the  officials  of  the  Food  and  Drug  Ad- 
ministration have  interpreted  the  Food  and  Drug 
Regulations  in  a narrow  and  rigid  manner  often 
without  the  best  scientific  or  medical  knowledge  and 
frequently  inconsistent  with  the  best  interests  of 
the  Public,  and 

Whereas,  the  dictatorial  and  abrupt  banning  and 
seizures  of  drugs  with  the  accompanying  alarming 
language  and  publicity  has  created  “an  atmosphere 
of  hysteria”  and  a restrictive  and  undesirable  med- 
icolegal climate,  and 

Whereas,  despite  the  promise  of  the  Commis- 
sioner that  “there  will  be  no  excessive  regulation, 
only  enforcement  under  existing  regulations,”  the 
record  shows  so  far  that  the  abrupt,  dictatorial  and 
dogmatic  directives  issued  pose  a threat  to  the 
orderly  and  rational  introduction  of  new  drugs  and 
the  continued  use  of  established  safe  and  effective 
remedies,  now 

Therefore,  Be  It  Resolved,  that  since  actions 
of  the  Food  and  Drug  Administration  indicate  lack 
of  optimal  scientific  support  and  an  abruptness  be- 
yound  the  intent  and  purpose  of  the  new  Food  and 
Drug  Regulations,  a Hoard  of  Supervisors  consisting 
of  eminent  scientists  be  appointed  by  a committee 
of  officials  of  the  National  Institutes  of  Health  and 
approved  by  Congress  to  meet  at  frequent  and 
regular  intervals,  and  upon  call  of  the  Commissioner, 
and  make  final  decisions  on  policy,  important  ac- 
tions, activities,  etc.,  of  the  FDA  reporting  directly 
to  the  Secretary  of  Health,  Education  and  Welfare, 
and 

Be  It  Further  Resolved  That  consideration 
be  given  to  initiating  and  carrying  forward  neces- 
sary legislation  in  the  Congress  to  effect  the 
organization,  selection,  and  funding  of  such  a Board 
of  Supervisors,  the  selection  of  said  members  to  give 
equal  or  fair  representation  to  Medicine,  Pharmacy, 
Veterinary  Medicine,  Dentistry,  Public  Health  Ser- 
vices (NIH)  Nursing  and  Legal  Profession  with 
tenure  for  periods  of  one  year,  and 

Be  It  Further  Resolved  that  the  Oregon  Medi- 


cal Association  delegates  introduce  this  resolution  at 
the  House  of  Delegates  meeting  of  the  American 
Medical  Association. 

Upon  motion  duly  made,  seconded  and  carried 
the  resolution  introduced  by  the  Committee  on 
Pharmacy  and  Drugs  was  adopted  as  amended. 

Report  of  Committee  on  Public  Health 

The  Committee  on  Public  Health  reported  that  at 
its  meeting  on  May  13,  1966  its  guest  was  Morris  K. 
Crothers,  State  Representative  from  Marion  County 
and  Chairman  of  the  1966  Legislative  Interim  Com- 
mittee on  Public  Health,  and  recommended  the  fol- 
lowing action  with  respect  to  legislative  proposals 
developed  by  that  Interim  Committee: 

1.  Endorse  the  principle  of  providing  state  financial 
assistance  to  counties  and  districts  having  full- 
time public  health  services. 

2.  Endorse  the  creation  of  a Conference  of  Local 
Health  Officers  to  confer  with  the  State  Board 
of  Health  on  the  establishment  of  standards  for 
local  health  services. 

3.  Express  a preference,  if  the  composition  of  the 
State  Board  of  Health  is  to  be  expanded,  for  the 
addition  of  a lawyer  and  a professional  engineer 
to  the  present  membership  of  the  Board. 

4.  Endorse  the  creation  of  a Department  of  Health 
to  distinguish  the  administrative  agency  from 
its  policy-making  board. 

5.  Endorse  the  principle  of  authorizing  the  State 
Health  Officer  to  designate  a deputy  state  health 
officer. 

6.  Re-endorse  the  principle  of  authorizing  the  State 
or  local  Health  Officer  to  require  persons  sus- 
pected of  having  a communicable  disease  to 
submit  to  a medical  examination. 

After  an  extended  period  of  discussion,  upon  motion 
duly  made,  seconded  and  carried,  the  Board  of 
Trustees  voted  to  refer  all  the  recommendations  of 
the  Committee  on  Public  Health  to  the  Committee 
on  Public  Policy  for  further  consideration  and  recom- 
mendation. 

OBITUARIES 

dr.  vivian  Cecil  staats  of  Carlton,  Oregon,  died 
on  May  11,  at  the  age  of  83.  Dr.  Staats  was  a 1908 
graduate  of  the  St.  Louis  University  School  of  Medi- 
cine. 

He  teas  a general  practitioner.  The  cause  of  his 
death  was  carcinoma  of  the  pancreas. 

dr.  Theodore  stuckart  of  Stayton  died  on  May 
28,  1966,  at  the  age  of  72.  Dr.  Stuckart  teas  horn 
in  Gilhertville,  Iowa  and  graduated  in  1928  from 
the  Creighton  University  School  of  Medicine  in 
Omaha. 

He  came  to  Stayton  in  1942  and  practiced  there 
until  his  retirement  in  1961.  Dr.  Stuckart  died  from 
carcinoma  of  the  prostate. 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms.1 
There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”4 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 
“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”1 
“In  short,  treatment  is  indicated.”1 
Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15  17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.t  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305.  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plemental^. Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX1  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


SPOKANE  — September  18-21,  1966 


WASHINGTON  STATE 
MEDICAL  ASSOCIATION 
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Guest  Speakers 


E.  DO.VNALL  THOMAS,  M.D. 

Presbyterian  Medical  Center 
San  Francisco,  California 
Immunological  aspects  of  human 
organ  transplants 


GEORGE  KNAUF,  M.D. 

Manager  of  Biotechnology 
Space  Division 
The  Boeing  Company 
Seattle,  Washington 
Today’s  technology  and  the  prac- 
tice of  medicine 


DONALD  M.  ALLEN,  M.D. 

Department  of  OB-GYN 
Barnes  Hospital  Plaza 
St.  Louis,  Missouri 
Treatment  of  cervical  carcinoma 
Steroids  and  incompetent  cervix 
Population  explosion;  population 
control 


CARL  KUPFER,  M.D. 
Professor  and  Chairman 
Department  of  Ophthalmology 
University  of  Washington 
School  of  Medicine 
Seattle,  Washington 
Recent  advances  in  ophthalmic  re- 
search 


DAVID  C.  FIGGE,  M.D. 

Associate  Professor  of 
Obstetrics  and  Gynecology 
University  of  Washington 
School  of  Medicine 
Seattle,  Washington 
Chemotherapy  of  GYN  malignancies 
Cervical  cancer  in  Seattle 
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THOMAS  L.  MARCHIORO,  M.D. 

Assistant  Chief,  Surgical  Service 
Veterans  Administration  Hospital 
Denver,  Colorado 
Surgical  aspects  of  human  organ 
transplants 


E.  TRIER  MORCH,  M.D. 

Clinical  Professor  of  Surgery 
(anestheiology) 
University  of  Illinois 
Clinical  Medicine  Clinic 
Changing  concepts  in  shock 


JOHN  W.  PENDER,  M.D. 

Head,  Department  of  Anesthiology 
Palo  Alto  Medical  Clinic 
Clinical  Associate,  Anesthiology 
Stanford  University 
Palo  Alto,  California 
Complications  and  deaths  associ- 
ated with  anesthesia 
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MALCALM  D.  GRAHAM,  M.D. 

Victoria,  B.C. 

Otolarynology  and  maxillofacial 
surgery 


VICTOR  RICHARDS,  M.D. 

Presbyterian  Medical  Center 
Clinical  Professor  of  Surgery 
University  of  California 
Medical  School 
San  Francisco,  California 
Place  of  hypothermia  and  hyper- 
baroxia  in  surgery 


TRAVIS  WINSOR,  M.D. 

Associate  Clinical  Professor  of 
Medicine,  University  of 
Southern  California  School  of 
Medicine,  Los  Angeles,  California 
Thermography— a new  diagnostic 
technique 

Recent  advances  in  the  treatment 
and  diagnosis  of  arteriosclerosis 


JOHN  BUTLER,  M.D. 

Head,  Division  of  Pulmonary 
Disease,  Department  of  Medicine 
University  of  Washington 
School  of  Medicine 
Seattle,  Washington 
Patterns  of  pulmonary  vascular 
disease 

Newer  concepts  in  emphysema 


Not  pictured  here,  but  also  speak- 
ing is 

EDWIN  M.  JACOBS,  M.D. 
Assistant  Clinical  Professor 
of  Medicine,  San  Francisco 
Medical  Center 
San  Francisco,  California 
Cancer  chemotherapy 


JOHN  I.  NURNBERBER,  M.D. 

Professor  and  Chairman 
Department  of  Psychiatry  and 
Director,  Institute  of 
Psychiatric  Research 
Indianapolis,  Indiana 
Depression:  A research  behavioral 
analysis  with  certain  treatment  im- 
plications 

Basic  principles  of  psychotherapy 
for  non-psychiatric  physicians 
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PRESIDENTS  page 


CAHL  P.  SCHLICKE,  M.D. 


Medicare  and  c 'Double-think” 

George  Orwell’s  novel  “1984”1  affords  a terri- 
fying glimpse  of  life  under  an  all-powerful 
government.  Technological  advances  are  used  not 
to  better  the  lot  of  mankind,  only  to  wage  end- 
less wars  and  to  spy  on  and  control  the  life  and 
thoughts  of  every  citizen.  History  is  rewritten,  a new 
language  developed  and  a system  of  thought  called 
double-think  produced,  all  to  safeguard  the  infalli- 
bility of  the  Party.  “Double-think  means  the  power 
of  holding  two  contradictory  beliefs  in  one’s  mind 
simultaneously  and  accepting  both  of  them  ...  it  is 
a vast  system  of  mental  cheating.” 

There  are  two  reasons  for  referring  to  this  work 
at  the  present  time.  One  is  that  although  we  are 
not  yet  under  the  constant  surveillance  of  Orwell’s 
Thought  Police,  there  is  a good  deal  of  double-think 
in  the  air  today.  One  finds  it  most  conspicuously  in 
the  news  releases  from  the  Communist  countries 
where  one  thing  is  said  while  another  is  meant, 
where  the  high-sounding  sentiments  expressed  often 
bear  little  relation  to  fact.  But  one  finds  it  in  our 
own  country  as  well,  in  government  programs  and 
propaganda,  in  the  words  of  lawyers  in  their  com- 
plaints, briefs  and  court  pleas,  in  the  utterances  of 
labor  union  leaders,  and  alas,  in  some  of  the  pro- 
nouncements of  our  own  medical  organizations. 

The  second  reason  is  that  it  epitomizes  the  fear  of 
the  future  and  of  the  unknown  from  which  many 
of  us  have  been  suffering  at  the  prospect  of  the 
advent  of  Medicare.  July  1,  1966  dawned  like  any 
other  day.  The  earth  did  not  stop  in  its  orbit.  No 
great  natural  cataclysm  marked  the  time  when  Pub- 
lic Law  89-97  went  into  effect.  As  the  weeks  passed, 
reassuring  headlines  appeared  in  the  papers:  “Medi- 
care Is  No  Problem  Nationally”;  “Urgency  Passed.” 
One  would  think  that  the  press  had  expected  the  19 
million  aged  immediately  to  besiege  the  nation’s 
hospitals  the  moment  that  they  became  eligible  for 
benefits.  Fortunately,  not  all  of  these  elderly  people 
were  ill.  But  as  time  passes,  there  is  no  question 


that  the  pressure  will  build  up.  Sacred  Heart  Hos- 
pital in  Spokane  normally  has  less  than  25  per 
cent  of  its  beds  occupied  by  patients  over  65. 
The  proportion  has  risen  to  36  per  cent.  It  is  well 
known  that  these  people  tend  to  be  sicker,  require 
more  care  and  stay  longer  than  younger  patients. 
Many  of  us  have  already  found  how  reluctant  they 
are  to  leave  the  hospital  now  that  they  have  coverage. 

The  added  paper  work  everyone  had  expected 
and  for  the  most  part,  had  made  preparations.  The 
slow-down  in  the  admitting  office  in  handling  Medi- 
care patients  was  not  wholly  anticipated.  The  time 
spent  in  explaining  rights,  obligations,  coverage  and 
the  delays  entailed  because  identification  cards  had 
been  painstakingly  stored  away  for  safe  keeping, 
constituted  added  administrative  burdens. 

Possibly  the  greatest  source  of  trouble  and  con- 
troversy arises  from  the  methods  of  billing.  It  will 
be  recalled  that  under  PL  89-97  two  options  are 
available  to  physicians:  to  collect  directly  from 

Medicare  patients  for  the  full  amount  of  then- 
charges  or  to  accept  an  assignment  involving  pay- 
ment from  both  the  government  carrier  and  the  pa- 
tient. The  AMA  House  of  Delegates  at  its  recent 
meeting  in  Chicago  adopted  the  recommendation 
that  physicians  “voluntarily  and  under  ordinary  cir- 
cumstances” adopt  the  practice  of  billing  their 
Medicare  patients  directly.  The  Council  on  Medical 
Service  which  advocated  this  approach  was  per- 
suaded that  it  would  be  “least  productive  of  mis- 
understandings with  patients,  least  demanding  on 
the  time  of  the  physician  and  his  office  assistants, 
and  the  least  disturbing  to  normal  physician-patient 
relationships. 

Unfortunately,  a great  many  people,  Medicare 
patients  and  others  as  well,  do  not  see  matters  in 
this  light.  According  to  Time2  the  choice  of  billing 
procedure  was  extended  to  doctors  in  order  to 
permit  them  to  continue  the  common  practice  of 
charging  wealthier  patients  more  than  other  patients. 
What  the  federal  government  hoped  was  that  doctors 
would  bill  directly  only  those  patients  they  expected 
to  pay  higher  than  average  fees,  thus  eliminating 
the  possibility  that  an  unreasonable  excess  might  be 
tacked  onto  the  bill  of  a patient  who  could  not 
afford  it.  Moral,  ethical  and  customary  aspects  of 
the  problem  are  ignored  in  such  reports.  Others 
even  suggest  there  is  something  illicit  in  the  direct 
billing  alternative.  Many  Medicare  patients  are  at 
a loss  to  understand  why  they  will  receive  a bill  at 
all,  reasonable  or  otherwise,  since  they  had  assumed 
the  government  would  be  picking  up  the  tab.  There 
is  no  question  that  the  necessity  for  presenting  a 
receipted  bill  before  receiving  reimbursement  could 
impose  a hardship  on  an  impecunious  patient  faced 
with  a stiff  surgical  fee.  It  is  small  comfort  to  him 
that  he  might  be  able  to  sign  a promissory  note  or 
a post-dated  check.  If  he  is  disgruntled  he  vents  his 
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wrath  not  on  the  government  that  conceived  the 
law,  but  on  the  physician  whom  he  regards  as  moti- 
vated not  by  a desire  to  preserve  the  “sacred  doctor- 
patient  relationship”  but  by  greed.  One  cannot  but 
wonder  how  long  direct  billing  will  last. 

So  that  there  can  be  no  doubt  where  to  place  the 
blame  if  Medicare  patients  are  unhappy,  or  if  the 
program  proves  too  costly,  an  interesting  campaign 
of  harrassment  is  taking  place.  While  the  AN1A  was 
in  session  in  Chicago,  the  cover  of  Life3  por- 
trayed an  assortment  of  attractively  colored  pills 
and  capsules.  This  was  designed  not  to  portray  the 
wonders  of  modern  pharmacology,  but  to  call  atten- 
tion to  a feature  article  concerning  “Doctors  and  the 
Rx  Scandal”  or  “How  Some  M.D.’s  Short-cut  Ethics 
and  Profit  From  Their  Own  Prescriptions.”  The 
daily  papers  seized  upon  a report  of  the  AM  A 
Judicial  Council  that  a few  physicians  in  scattered 
parts  of  the  country  had  been  found  guilty  of 
charging  what  amounted  to  brokerage  fees  to  obtain 
admission  of  patients  to  crowded  hospitals.  The 
Council  disapproved  of  this  practice  as  unethical. 
Screaming  headlines  denounced  this  “widespread” 
practice.  An  oncologist  deplored  the  fact  that  a few 
patients  with  advanced  cancer  had  not  had  exam- 
inations which  might  have  led  to  earlier  detection 
of  their  disease.  Headlines  bewailed  the  sloppy 
character  of  American  medicine.  Very  little  atten- 
tion was  directed  to  the  prodigies  of  modern  medical 
science  described  and  displayed  at  the  scientific 
meeting  then  in  progress  or  to  the  activities  of  the 
AMA  in  obtaining  physician  volunteers  to  serve  in 
South  Viet  Nam  or  in  helping  to  strengthen  educa- 
tional programs  for  the  training  of  additional  South 
Viet  Namese  physicians.  There  has  been  consid- 
erable publicity  regarding  recent  increases  in  physi- 
cians fees,  which  heretofore  have  lagged  behind 
the  overall  cost  of  living  and  far  behind  hospital 
costs.  Commissioner  Arthur  Ross  of  the  Bureau  of 
Labor  Statistics,  when  asked  whether  doctors  have 
been  increasing  charges  to  give  themselves  a higher 
base  level  of  fees  on  which  their  Medicare  reim- 
bursement might  be  calculated,  charitably  com- 
mented “we  are  not  in  a position  to  judge  the 
doctors’  motives.”  The  New  Yorker,4  once  loosely 
described  in  court  as  an  “adult  humor  magazine,”  is 
currently  running  a series  of  articles  dealing  with 
Medicare  under  the  heading  “Annals  of  Legislation.” 
A more  disparaging  view  of  organized  medicine  than 
is  therein  presented  would  be  hard  to  imagine.  The 
U.  S.  Justice  Department  has  chosen  this  particular 
time  to  file  a civil  anti-trust  suit  charging  the  College 
of  American  Pathologists  and  its  members  with  con- 
spiring to  monopolize  the  “medical  laboratory  test- 
ing industry.”  These  are  but  a few  examples. 

Dr.  Charles  Hudson,  inaugurated  as  AMA  Presi- 
dent at  the  Chicago  meeting,  urged  physicians  “to 
make  the  most,  for  our  patients  and  our  colleagues, 


of  this  new  program  . . . and  to  prevent  extension  of 
it,  without  demonstrated  need,  toward  a national 
health  service.”  Where  the  “need”  will  come  in  will 
be  in  the  rising  hospital  costs.  A responsible  hospital 
administrator  at  the  recent  White  House  Conference 
on  Medicare  Implementation  predicted  that  hospital 
costs,  which  in  the  past  few  years  have  been  rising 
at  a rate  of  7 per  cent  per  annum,  might  jump  as 
much  as  20  per  cent  in  the  next  year.  Can  patients 
afford  this?  Can  private  insurance  companies  keep 
up  with  this  escalation?  If  not,  federal  treasury 
financing  will  be  with  us  regardless  of  what  we  do. 

REFERENCES 

1 George  Orwell,  1984,  Harcourt,  Brace,  and  World,  Inc.. 
New  York.  1949. 

2 Time  88:42  (July  8)  1966. 

3 Life  60:86  (June  24)  1966. 

4 The  New  Yorker,  XLII  (July  9,  16,  23,  30)  1966. 


University  of  Washington  School  of  Medicine 
continuing  medical  education 
schedule  of  couhses,  1966-67 


1966 

Sept.  9-10 

Spectrophotometry  in  clinical  lab. 

Sept.  18-21 

procedures 

Wash.  State  meeting  (Spokane) 

Oct.  4-5  to 
Nov.  22-23 

Clergy  workshop” 

Oct.  8 

Children’s  cancer  program 

Oct.  8-9 

X-ray  technicians 

Oct.  13-14 

Drug  therapy 

Oct.  19-21 

Academicians  training  course 

Oct.  25-28 

Eastern  Circuit  Course 

Nov.  2-4 

Academicians  training  course 

Nov.  3-4 

Geriatrics 

Nov.  11-12 

Heart  Symposium 

Dec.  1-3 

What’s  new  in  pediatrics 

1967 

Jan.  13-14 

Physical  medicine  and  rehabilitation 

Jan.  19-20 

in  office  practice 

Medical  management  of  inhalation 

Feb.  3 

therapy 

Diabetes 

Feb.  23-24 

Chest  symposium 

March  2-3 

Immediate  care  of  the  sick  and 

March  30- 
April  1 

injured 

Early  diagnosis  of  disease 

April  13-14 

Families  in  stress 

April  21-21 

Learning  problems 

April  20-21 

Hematology 

May  15-20 

American  College  of  Physicians 

June  15-17 

Marriage,  sex  and  family 

“evening  course:  Tuesday  and  Wednesday  each 
week;  circuit  and  Spokane  courses  not  included. 
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Physical  Medicine  and  Rehabilitation 

Third  annual  meeting  of  the  Northwest  Association 
of  Physical  Medicine  and  Rehabilitation  was  held 
in  Seattle  May  20-22.  Guest  speakers  were  Edward 
Lambert,  Professor  of  Physiology  of  the  Mayo  clinic 
who  spoke  on  various  aspects  of  electromyography 
and  Lawrence  Gordon,  Chief  of  Research,  Shriners’ 
Hospital,  Honolulu  who  discussed  the  orthopedic 
aspects  of  the  child  with  meningomyelocele. 

The  following  officers  were  elected:  Joseph  Honet, 
Seattle,  President;  George  McClaren,  Spokane,  Vice- 
President;  and  George  Peirson,  Portland,  Secretary- 
Treasurer. 

Fourth  annual  meeting  of  the  association  will  be 
held  in  Portland,  April,  1967. 

Heart  associations'  commitee  chairman 

Robert  M.  Levenson,  president  of  the  Washington 
State  Heart  Association,  has  named  the  following 
physicians  to  head  major  committees: 

James  L.  Wilson,  professional  education;  Gregory 
G.  John,  county  symposium;  Leonard  A.  Cobb,  an- 
nual symposium;  Samuel  F.  Aronson,  cardiac  in 
industry;  Robert  Aigner,  stroke;  Sherman  W.  Day, 
exhibits;  Dean  K.  Crystal,  research  policy;  A.  Dean 
Johnson,  research  allocations;  Donal  R.  Sparkman, 
trauma  and  strain;  Ralph  L.  Uber,  cardiac  work 
evaluation  clinic;  and  Carol  L.  Sundberg,  community 
service. 

Washington  academy  of  general  practice  elects 
officers 

Charles  C.  Strong  of  Vancouver  was  elected 
President  of  the  Washington  Academy  of  General 
Practice  at  the  last  annual  meeting  in  Spokane.  Also 
chosen  were;  William  F.  Mead  of  Seattle  as  Presi- 
dent-elect, William  A.  Ehlers,  Lacey,  as  Secretary- 
Treasure,  and  Richard  H.  Ganz,  Spokane,  Vice- 
President. 

The  associations’  next  annual  scientific  session  is 
scheduled  for  May  25-27,  1967  in  Seattle  with  head- 
quarters at  the  Olympic  Hotel.  Huber  K.  Grimm 
of  Seattle  is  the  general  chairman  and  Paul  M. 
Tueffers,  Seattle,  is  Co-chairman. 

Industrial  ventilation  conference 

The  fifth  annual  Western  Industrial  Ventilation 
Conference  will  he  held  at  the  University  of  Wash- 
ington September  12-15,  1966. 

Special  feature  this  year  will  be  a discussion  of 
the  ventilation  problems  associated  with  nuclear 
operations. 

Other  subjects  to  be  covered  in  lecture-discussion 
and  classroom  sessions  are;  system  design,  health 
aspects  of  airborne  hazards,  air  cleaning  devices, 
and  selection  and  application  of  fans. 


Medical  aspects  of  sports 

The  Washington  state  subcommittee  on  the  medi- 
cal aspects  of  sports,  headed  by  Orvis  A.  Harrelson 
of  Tacoma,  has  made  the  following  suggestions  for 
participation  in  school  sports. 

All  students  should  have  a complete  physical 
examination  with  a history,  complete  urineanalysis 
and  musculoskeletal  examination. 

Some  conditions  should  disqualify  a boy  for 
contact  sports:  acute  infections,  obvious  physical 

immaturity  or  growth  retardation,  hemorrhagic  dis- 
eases, uncontrolled  diabetes  and  jaundice; 

Loss  of  vision  in  one  eye,  severe  myopia,  signifi- 
cant impairment  of  hearing,  tuberculosis  or  severe 
pulmonary  insufficiency; 

Organic  heart  disease  or  hypertension,  previous 
heart  surgery,  enlarged  liver,  spleen,  hernia,  absence 
of  a kidney,  renal  disease; 

Musculoskeletal  inadequacy,  history  of  head  trau- 
ma, concussion,  lack  of  consciousness,  previous 
surgery  on  head  or  spine,  convulsive  disorders,  ab- 
sence of  testicle  or  undescended  testicle. 

OBITUARIES 

dr.  roscoe  w.  smith,  86,  died  May  20,  1966  in 
Walla  Walla. 

A native  of  Indiana,  Dr.  Smith  was  a tackle  on 
the  football  team  during  his  undergraduate  schooling 
at  the  University  of  Indiana.  In  1907  he  received 
his  medical  degree  from  the  University  of  Louisville 
School  of  Medicine  and  in  1909  he  was  granted  his 
Washington  license. 

The  immediate  cause  of  death  was  mesenteric 
artery  thrombosis  due  to  general  arteriosclerosis. 

dr.  david  harrison  dale,  horn  in  1885,  died  on 
April  22,  1966.  A long  time  Seattle  resident,  he  teas 
a general  practitioner  and  a specialist  in  colon  and 
rectal  surgery.  Dr.  Dale  received  his  medical  de- 
gree in  1909  from  the  Chicago  College  of  Medicine 
and  Surgery.  The  cause  of  death  was  broncho- 
pneumonia precipitated  by  cardiac  failure. 

dr.  william  rademaker,  57,  of  Tacoma,  died  on 
April  26,  1966.  Dr.  Rademaker  was  born  in  Crosby, 
Minnesota  and  attended  the  University  of  Minne- 
sota Medical  School  in  Minneapolis. 

He  received  his  degree  in  1936  and  his  Washing- 
ton license  in  1945  when  be  began  practice  in  Ta- 
coma as  a general  practitioner. 

dr.  kent  w.  berry,  of  Ferndale,  died  May  4, 
of  coronary  thrombosis,  while  making  rounds  in 
St.  Joseph’s  Hospital,  Bellingham.  He  was  79. 
He  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1915  and  practiced  for  a 
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time  in  Montana  before  mooing  to  Montesano  in 
1923.  Later  he  moved  to  Olympia  and  for  the 
past  14  years  had  practiced  in  Ferndale.  His  prac- 
tice, in  various  localities,  and  under  a variety  of 
circumstances,  was  marked  by  kindness  and  con- 
sideration for  his  patients  and  devotion  to  the  tenets 
of  his  profession.  He  met  difficulties  without  com- 
plaint and  won  the  respect  of  all  who  knew  him 
and  understood  the  quiet  strength  that  permitted 
him  to  continue. 

dr.  william  henry  LUDwic,  73,  of  Tacoma,  died 
May  18,  1966.  His  death  was  due  to  massive  hemor- 
rhage of  the  basilar  artery. 

Dr.  Ludwig  graduated  from  the  University  of 
Michigan  School  of  Medicine  at  Ann  Arbor  in  1919. 
He  belonged  to  the  American  Academy  of  Otolaryn- 
gology and  Ophthalmology  and  to  the  American 
Academy  of  Surgeons. 

dr.  Stephen  t.  Parker,  of  Seattle,  died  May  2 
of  carcinoma  of  the  pancreas.  He  was  69.  He  was 
a member  of  the  American  Academy  of  Dermatology 
and  Syphilology  and  had  specialized  in  dermatology 
in  Seattle  since  1926.  His  medical  education  was 


obtained  at  Creighton  University  School  of  Medi- 
cine, Omaha.  His  degree  was  granted  in  1921  and 
his  residency  in  dermatology  was  served  at  the 
Mayo  Clinic,  Rochester,  Minnesota.  He  was  a mem- 
ber of  the  Pacific  Coast  Dermatological  Society  and 
was  a past-president  of  that  organization. 

dr.  john  w.  gullikson,  chief  surgeon  for  the 
Northern  Pacific  Railway,  died  in  Tacoma  on  May 
23,  1966  at  the  age  of  65. 

His  death  was  due  to  coronary  occlusion  two 
days  after  surgery  on  the  right  lung.  Dr.  Gullikson, 
a native  of  Minnesota,  was  graduated  from  the  Uni- 
versity of  Minnesota  School  of  Medicine,  Minnea- 
polis, in  1924.  He  belonged  to  the  American  College 
of  Surgeons. 

dr.  Herman  h.  schoffman  died  in  Seattle  on 
May  19,  1966.  He  was  78.  Dr.  Schoffman  was 
born  in  Latvia  in  1888.  In  1915,  he  received  his 
medical  degree  from  the  Tomsk  Medical  Institute  in 
Tomsk,  USSR.  He  received  a Washington  license  in 
1926  and  started  practice  in  Otolaryngology  and 
Ophthalmology.  Cause  of  death  was  mycardial  in- 
farction. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  ore  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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Doctor, 

lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAL  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tabk 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  th 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal®  (pentobarbital)tocalm  the  patientan 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


t 
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The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, momently  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 

That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

sg  <1 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

>g  <9 

Front  Side 


samples  available 


/ 

1BBSSL 

•$ 

■1 

Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Desbutai  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  m iiWKbc  n treitw»t  at 
odeKtr  »**  to  cawtfmct  4e*»ty  »rC  m *6  depression 
Dnbiital  s cantr»indc*ted  m pa 
lo^ts  i otdm  r-D6liy  Nfnreussoj 

01  ncnsitt  sexton  tm  ocusanaUy  o&serwJ 
eftei  tbese  effects  m4\  alt««  i lew  lw  Use 

>itk  cooton  w patients  •«»  »Toeftens«n  ca'dcvescaUr 
disease  r ipeitft,rotoism  a «tio  are  sensitive  to  sympe- 
thcxni-nebe  iup  Corel  of  supervtsnc  a adesaMe  with 
naiad  rnsJed  wdimfeBlA 

A s.rjle  Gradumet  tablet  a tfce  nornmg 
provides  all  day  appetite  control 

Desbutai  10  contains  10  mg  of  weft- 
amphetamine  hydrocMortoe  and  60  mg  d pentobarbital 
sodium  Desbutai  ISeoatams  15 mg  o'  metbamphetamwe 
i»rdiocfclor«s«  and  90  mg  ol  pentobarbital  sodium  la 
bottles  ol  100  a»d  500 


Press  out  tablets  t'om  tbn  s>de  lot  mo  714  101 


Or 


CONTRAINDICATION:  Desoxyn  and  Desbutai  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  — 


For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid- 
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Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2.987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


IDAHO 


Idaho  State  Medical  Association— m sonna  building,  Boise,  Idaho  83702 

president  Wallace  H.  Pierce,  M.D.,  Lewiston 
secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 


Idaho  State  Medical  Meeting 

As  in  looking  at  a modernized  dwelling,  it  was 
possible  to  look  at  the  program  for  Idaho’s  seventy- 
fourth  annual  meeting  and  see  the  structural  elements 
of  the  famed  Idaho  Formula.  Elements  had  been 
rearranged  and  improved,  but  the  basic  features  that 
make  Idaho  meetings  the  most  pleasant  of  all 
medical  meetings  were  still  very  much  in  evidence. 

Sun  Valley  has  been  changed  too.  The  new  owners 
are  increasing  their  investment  by  renovation  of  some 
facilities  and  addition  of  others.  Accommodations  at 
the  Lodge  have  been  expanded  by  availability  of 
apartments  in  the  newly  constructed  condominium. 
Shopping  facilities  are  better  with  a new  shopping 
center  under  construction;  the  gun  club  has  been 
moved;  the  serving  line  at  the  Continental  Buffet 
has  been  expanded  and  other  changes  are  being 
made. 

The  excellence  of  the  meeting  was  marred  only 
by  the  strike  of  airline  mechanics.  Coming  on  the 
third  day  of  the  meeting,  it  prevented  arrival  of 
guest  speakers  for  the  fourth  day,  and  caused  some 
registrants  to  leave  early. 

Better  balance  in  attendance  was  achieved  by 
starting  the  meeting  on  Wednesday  rather  than  Sun- 
day. The  Trail  Creek  party  and  Welcome  to  Sun 
Valley  party  were  combined  on  Wednesday  evening 
and  were  made  pleasant  by  the  weather,  much 
warmer  than  in  previous  years. 

Charles  L.  Hudson,  Cleveland,  President  of  the 
AMA,  as  featured  speaker,  delivered  a thought  pro- 
voking address.  The  visit  of  Mrs.  Asher  Yaguda, 
Newark,  New  Jersey,  President  of  the  Women’s 
auxiliary,  was  a highlight  of  the  program. 

Plaudits  were  extended  to  John  E.  Braddock, 
Lewiston,  chairman  of  the  1966  program  committee 
for  his  outstanding  job  in  arranging  the  session. 

At  the  Trail  Creek  barbecue,  Wallace  H.  Pierce, 
Lewiston,  was  awarded  custody  of  the  “Crested 
Cuspidor”  for  the  coming  year. 


Russell  T.  Scott  of  Lewiston  turned  in  an  able 
performance  as  the  Toastmaster  at  the  annual  ban- 
quent  honoring  Dr.  and  Mrs.  Pierce.  Gus  E.  Rosen- 
heim, Boise,  handled  the  Stag  party  for  the  men 
as  did  Mrs.  Glen  M.  Whitesel  for  the  ladies.  Richard 
A.  Forney,  Boise,  presided  over  the  awards  pre- 
sentations at  the  Basque  dinner  on  the  final  night 
of  the  meeting. 

President  Pierce  announced  that  the  newest  mem- 
ber of  the  Idaho  “Fifty-Year  Club”  is  Roy  M. 
Bowell,  Bonner’s  Ferry. 


Wallace  Pierce,  Lewiston,  out-going  President  of 
the  Idaho  State  Medical  Association,  congratulates 
his  successor,  A.  Curtis  Jones,  Boise. 
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House  of  Delegates  sessions  were  benefitted  ma- 
terially by  inauguration  of  the  office  of  Speaker  of 
the  House.  Only  two  sessions  were  required  due  to 
efficient  conduct  of  the  sessions  by  Raymond  L. 
White,  Idaho’s  first  duly  elected  Speaker. 

The  House,  recognizing  rapid  changes  in  pharma- 
cology and  increased  potential  for  side  effects  of 
some  drugs,  adopted  a resolution  urging  restriction 
of  podiatrists  to  use  of  Class  B narcotics  and  topical 
medications. 

A resolution  calling  for  a joint  commission  to  be 
established  by  the  Idaho  State  Medical  Association 
and  the  Idaho  State  Nurses  Association  was  adopted. 
Purposes  of  the  commission  will  embrace  a compre- 
hensive study  of  relationships  between  the  two  pro- 
fessions, and  an  investigation  in  the  legal  and  profes- 
sional aspects  of  performance  of  a number  of  routine 
and  emergency  procedures. 

The  House  also  adopted  a resolution  supporting 
legislation  to  control  use  of  unproven  or  harmful 
cancer  remedies,  a resolution  calling  for  enactment 
of  a sales  tax  measure  and  one  requesting  that  the 
State  Department  of  Health  provide  vaccines  and 
pharmaceuticals  on  basis  of  ability  to  pay  and  only 
upon  request  of  the  patient’s  physician.  Position  of 
the  Society  of  Idaho  Pathologists,  in  declaring  a 
policy  of  independent  billing  was  supported. 

The  Medical  Economics  and  Fee  Schedule  Com- 
mittee submitted  a fee  schedule  and  guide  adapted 
from  the  relative  value  scale  used  in  Utah  to  repre- 
sent more  accurately  the  usual  and  customary  fees 
current  in  Idaho.  An  amendment  to  the  report  made 
it  clear  that  the  schedule  was  to  be  used  as  a guide 
only. 

Report  of  the  Idaho  Foundation  for  Medicine  and 
Biology  was  adopted  as  presented.  It  is  as  follows: 

Report  of 

The  Idaho  Foundation  for  Medicine  and  Biology 

Organization  and  Purpose 

The  Idaho  Foundation  for  Medicine  and  Biology 
was  created  on  February  7,  1966,  as  a non-profit 
corporation  with  principal  offices  in  Boise.  The  pur- 
poses of  the  Foundation  are  to  improve  health  care 
services  in  Idaho  and  adjacent  areas  by  providing 
public  support  for  existing  health  and  health-related 
interests  including  the  training  of  health  manpower, 
to  serve  as  a coordinating  mechanism  between  pri- 
vate and  public  agencies  in  the  advancement  of 
health  programs  and  to  assist  in  broad-gauge,  long 
term  planning  for  advanced  health  care  services. 

The  rapid  changes  occurring  in  the  organization 
and  delivery  of  health  care  services  as  evidenced  by 
such  national  legislation  as  the  Heart,  Cancer,  Stroke 
and  Related  Diseases  Law  of  1965,  the  Social  Secur- 
ity Amendments  of  1965  (P.L.  89-97)  which  created 
Title  XVIII  “Medicare”  and  the  larger  Title  XIX 
Medical  Assistance  Programs,  the  new  Medical  Li- 
brary Assistance  Act  of  1965,  the  continuing  growth 


of  National  Institutes  of  Health  research  programs, 
the  national  effort  to  bring  the  benefits  of  research 
to  the  patients  and  the  insistance  that  expenditures 
for  health  care  be  reduced  by  better  planning  for 
the  elimination  of  duplication  and  the  prevention  of 
fragmentation  of  services  of  all  types  were  among 
the  precipitating  factors  which  stimulated  a group 
of  citizens  to  action. 

The  incorporators  believed  that  Idaho  needed  a 
citizen -sponsored  independently  financed  permanent 
organization  that  could  work  with  federal,  state  and 
local  governmental  agencies,  with  national  and  re- 
gional foundations  and  institutions  of  higher  educa- 
tion, with  professional  associations,  with  hospitals, 
extended  care  facilities,  and  rehabilitation  centers, 
with  the  voluntary  health  agencies  and  other  health 
or  health-oriented  organizations  to  meet  our  future 
health  service  needs.  Over  fifty  recognized  advanced 
clinical  services,  both  diagnostic  and  therapeutic,  are 
not  now  generally  available  to  Idaho’s  residents. 
Among  the  deficiencies  are  artificial  kidney  or  hemo- 
dialysis services,  cardiac  catheterization,  advanced 
chemical  perfusion  techniques,  hyperbaric  therapy, 
cryo-surgical  techniques  and  gastroscopy,  not  to 
mention  genetic  and  advanced  virological  studies. 
Many  of  these  services  require  a research-oriented 
atmosphere  with  a specially  trained  staff  or  “team” 
and  financial  support  beyond  the  reach  of  com- 
munty  hospitals. 

Critical  shortages  in  all  categories  of  health  man- 
power exist  in  Idaho.  The  problem  of  attracting 
physicians  and  dentists  into  our  rural  communities 
is  increasingly  difficult  and  retaining  existing  man- 
power is  a problem.  The  Foundation  believes  that 
improved  communication  techniques  using  consult- 
ing services  correlated  with  an  organized  program  of 
continuing  education  for  health  professionals  can 
help  solve  this  problem.  A Center  for  Continuing 
Education  is  proposed  with  a full  time  staff  headed 
by  a physician  Director  of  Medical  Education.  Idaho 
needs  a medical  library  which  should  be  an  integral 
part  of  this  Center. 

Idaho  has  no  facilities  for  clinical  research  and  no 
recognized  capacity  for  medical  research.  This  must 
be  established  if  Idaho  is  to  keep  pace  in  health 
services.  Nationally,  52  per  cent  of  the  funds  of  medi- 
cal schools  come  from  health  research  activities.  In 
fiscal  year  1964,  the  University  of  California  re- 
ceived 43  million  dollars  in  Public  Health  Service 
funds.  The  University  of  Oregon  was  awarded  6.7 
million  and  the  University  of  Utah  6.2  million. 
Idaho  State  University  and  the  University  of  Idaho 
received  $38,681  and  $32,817  respectively  that  year 
in  Public  Health  Service  research  grants.  That  Idaho 
cannot  compete  or  even  keep  pace  under  its  present 
situation  in  providing  quality  health  services  be- 
comes a stark  naked  fact. 

continued  on  page  67S 
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continued  from  page  676 

Finally,  Idaho  has  long  discussed  the  establish- 
ment of  a medical  school.  At  this  time,  the  Foun- 
dation believes  that  the  eventual  establishing  of  a 
medical  school  depends  entirely  upon  the  creation 
of  a professional  academic,  research  based,  clinically- 
oriented  climate  which  can  support  an  approved 
school.  To  establish  such  a school  appears  to  be 
more  feasible  by  building  from  the  top  rather  than 
the  bottom.  In  other  words,  the  creation  of  the 
three  centers  of  basic  activity,  i.e.  for  Community 
Health  Research,  for  Continuing  Professional  Edu- 
cation and  for  Research  are  basic  to  modem  medical 
education.  The  establishment  of  these  centers  can 
lead  to  research  fellowships  and  residency  and  intern 
training  programs.  From  this  can  come  the  ad- 
vanced clinical  and  medical  science  training  pro- 
grams. Under  this  concept,  a medical  school  remains 
as  far  in  the  future  as  the  delay  in  establishing  the 
basic  supportive  programs  causes  it  to  be. 

A start  toward  fulfilling  this  long  term  goal  has 
been  made  through  the  Idaho  Foundation  for  Medi- 
cine and  Biology.  The  interest  of  the  Foundation  is 
not  confined  to  one  local  area  or  to  one  program. 
While  any  new  activity  must  begin  in  a single 
nucleus,  the  Foundation  was  conceived  to  be  broadly 
representative  under  a regional  concept  and  its 
growth  will  be  so  directed.  To  aid  in  this  growth, 
a Medical  Advisory  Committee  and  a Public  Ad- 
visory Committee  were  created  by  the  Articles  of 
Incorporation.  Through  the  use  of  appropriate  sub- 
committees, many  persons  can  aid  in  solving  our 
mutual  problems  and  better  health  for  Idaho’s  citi- 
zens can  result  from  cooperative  action. 

The  Foundation  has  taken  on  a monumental  task. 
It  seeks  support  from  all  sources  in  carrying  out  its 
mission. 


A number  of  other  actions  were  taken,  including 
decision  on  purchase  of  real  estate  for  an  Association 
office  and  adoption  of  a uniform  report  form  de- 
signed by  M.  J.  Sharp  of  Pocatello.  Official  report 
of  all  actions  will  be  carried  in  the  Newsletter. 

The  scientific  program  was  of  exceptional  merit 
and  the  lectures  were  well  attended.  George  Gard- 
ner, Chicago,  discussed  the  various  methods  of  con- 
traception, carcinoma-in-situ-of  the  cervix  and  did 
a masterful  job  of  debunking  a popular  paperback 
promoting  the  youth-preserving  use  of  female  sex- 
hormones.  He  condemned  the  author’s  extremism 
but  did  not  deny  some  usefulness  of  the  drugs. 

Albert  Kattus,  Jr.,  a dynamic  lecturer  and  teacher, 
offered  excellent  discussions  on  heart  block,  anginal 
syndromes  and  errors  in  treatment.  Unfortunately, 
the  latter  paper  was  cut  short  in  order  to  keep  the 
program  on  schedule.  Dr.  Kattus  has  agreed  to 
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present  the  complete  paper  for  publication  at  a 
later  date. 

Frank  Gerbode  gave  three  informative  lectures  on 
the  capabilities  of  modem  cardiovascular  surgery, 
including  current  methods  of  using  extra-corporeal 
circulation. 

Nathan  Smith,  Seattle,  discussed  bleeding  tenden- 
cies in  newborns  and  brought  sharply  into  view  two 
alarming  influences  on  the  lives  and  safety  of  chil- 
dren. There  is  world-wide  concern  over  the  nutrition 
of  children  and  it  appears  that  backward  nations 
are  destined  to  remain  backward  until  nutrition  can 
be  improved.  Gravity  of  under  nutrition  in  some 
sections  can  hardly  be  over-estimated.  Dr.  Smith’s 
discussion  on  the  battered  child  problem  left  no 
doubt  that  the  medical  profession  should  accept  in- 
creased responsibility  in  reporting  suspicious  cases. 

Lectures  in  psychiatry  by  C.  H.  Hardin  Branch 
of  Salt  Lake  City  were  unusually  frank,  straight- 
forward, and  explicit.  He  urged  physicians  to  take 
more  interest  in  sex  education  of  patients,  and  to 
be  more  aware  of  the  stigmata  of  depression  and 
suicidal  tendencies.  His  comments  on  management 
of  the  psychoneurotic  patient  were  helpful.  Dr. 
Branch’s  papers  are  to  be  published. 

Election  of  officers  for  the  ensuing  year  was  ac- 
complished by  unanimous  consent  in  all  cases.  James 
R.  Kircher,  Burley,  a dedicated  worker  in  Asso- 
ciation affairs,  was  given  a well  earned  honor  by 
being  named  President-elect.  James  M.  Ayers,  Mos- 
cow, was  re-elected.  Councilor  for  District  I and 
George  W.  Warner,  Twin  Falls,  was  named  Coun- 
cilor for  District  3 replacing  Dr.  Kircher  who  has 
held  that  post  for  several  years. 

William  R.  Tregoning,  Boise,  Secretary-Treasurer 
since  1965  was  returned  to  that  position.  William  T. 
Wood,  Coeur  d’Alene,  was  re-elected  to  the  Publi- 
cations Committee,  automatically  continuing  his 
membership  on  the  Board  of  Trustees  of  North- 
west Medical  Publishing  Association. 

State  medical  association  officers 

Officers  of  the  Idaho  State  Medical  Association 
for  the  coming  year  will  be: 

President,  A.  Curtis  Jones,  Boise;  President-Elect, 
James  R.  Kircher,  Burley;  Past-President,  Wallace 
H.  Pierce,  Lewiston;  Secretary-Treasurer,  William 
R.  Tregoning,  Boise;  Councilor,  District  No.  One: 
John  M.  Ayers,  Moscow;  Councilor,  District  No. 
Two:  John  F.  Stecher,  Caldwell;  Councilor,  District 
No.  Three:  George  W.  Warner,  Twin  Falls;  Council- 
or, District  No.  Four:  O.  D.  Hoffman,  Rexburg; 
A.M.A.  Delegate:  Alexander  Barclay,  Coeur  d’Alene; 
A.M.A.  Alternate  Delegate:  Donald  K.  Worden, 
Lewiston. 

continued  on  page  680 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 
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Glucola 

BMID 

PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 

flKNI  PEKOIHC 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(R2)64 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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Women's  auxiliary 

Officers  of  the  Woman’s  Auxiliary  to  the  Idaho 
State  Medical  Association  for  the  coming  year: 
Mrs.  William  R.  Tregoning,  Boise,  President;  Mrs. 
Dauchy  Migel,  Idaho  Falls,  President-Elect;  Mrs. 
Willard  M.  Peterson,  Twin  Falls,  First  Vice-Presi- 
dent; Mrs.  Wallace  H.  Pierce,  Lewiston,  Second 
Vice-President;  Mrs.  Carl  B.  Smithson,  Boise,  Third 
Vice-President;  Mrs.  Dennis  L.  Wight,  Pocatello, 
Fourth  Vice-President;  Mrs.  Rheim  M.  Jones,  Idaho 
Falls,  Secretary;  Mrs.  Frank  E.  Mather,  Boise, 
Treasurer. 


A1  Horton  Kuykendall,  Boise;  William  D.  Fitz- 
gerald, Moscow;  H.  Thad  Scholes,  Twin  Falls; 
Harold  D.  Phelps,  Moscow;  Leonard  E.  Alkire, 
Boise;  Roy  Toyama,  Coeur  d’Alene;  and  Myron  R. 
Baumgartner,  Moscow. 

Eleven  physicians  received  licensure  through  rec- 
ommendations from  other  states: 

George  R.  Allen,  Caldwell;  John  H.  Gordan, 
Boise;  Sydney  A.  Horrocks,  Pocatello;  Robert  R. 
Leonard,  Moscow;  James  L.  Molchan,  Des  Moines, 
Iowa;  Martin  J.  Petersen,  Sun  Valley;  Donald  B. 
Roberts,  Pocatello;  Dorsey  C.  Van  Devander,  Ar- 
tesia,  New  Mexico;  Houston  F.  Stevens,  Logan, 
Utah;  Lawrence  E.  Reichmann,  Salt  Lake  City;  Jack 
H.  Eberhart,  Genesee. 

Four  temporary  licenses  have  been  granted  this 
month.  Receiving  them  were: 

William  H.  Westergard,  Boise;  Bert  T.  Reed, 
Boise;  Eugenio  Font,  Mountain  Home  Air  Force 
Base;  Harlan  T.  Thoreson,  Boise. 


Distinguished  service  award 

Samuel  M.  Poindexter,  Boise,  was  awarded  the 
“Distinguished  Service  Award”  in  recognition  of  his 
contribution  to  medicine.  He  served  as  chairman 
of  the  board  of  medicine,  1943-1965. 

State  board  of  medicine  section 

The  regular  meeting  of  the  state  board  of  medi- 
cine was  held  in  Boise,  July  11-13.  Those  attending 
were:  John  E.  Comstock,  Pocatello,  Chairman; 

Charles  A.  Terhune,  Burley,  Vice-Chairman;  Charles 
E.  Kerrick,  Caldwell;  James  S.  Newton,  Lewiston; 
Orland  B.  Scott,  Kellogg;  and  Robert  E.  Lloyd, 
Boise. 

Three  physicians  passed  the  written  examination 
and  were  granted  Idaho  licensure  to  practice  medi- 
cine and  surgery: 

Wie  Lie  Bong,  Pullman;  John  O.  Boxall,  Orofino; 
John  T.  Brockley,  Coeur  d’Alene. 

Seven  physicians  who  had  previously  received  tem- 
porary' licenses  were  granted  permanent  licensure: 
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Idahoans  at  AMA  meeting 

Attending  the  115th  annual  meeting  of  the  Amer- 
ican Medical  Association  in  Chicago,  June  26-30 
were  AMA  delegate,  Alexander  Barclay,  alternate, 
Donald  K.  Worden,  President  Wallace  Pierce  and 
President-elect  A.  Curtis  Jones. 

Raymond  L.  White,  Boise,  was  Idaho’s  candidate 
for  election  as  a trustee  of  the  AMA.  Dr.  White 
was  one  of  four  candidates  for  the  position  left 
vacant  by  Raymond  L.  McKeown  of  Coos  Bay, 
Oregon. 

Others  at  the  Chicago  session  included:  Dr.  and 
Mrs.  E.  R.  W.  Fox  of  Coeur  d’Alene,  Mrs.  Fox  was 
re-elected  Constitutional  secretary  of  the  women’s 
auxiliary  to  the  AMA;  Mrs.  Otto  M.  Husted,  Coeur 
d’Alene,  President  of  the  Idaho  auxiliary;  and  Mrs. 
Loy  T.  Swinehart,  Boise,  who  was  representing  Mrs. 
William  R.  Tregoning,  Boise,  President-elect  of 
Idaho’s  auxiliary. 

Paul  F.  Miner,  Boise,  was  a cardiac  consultant 
at  the  AMA  session  in  providing  physical  examina- 
tions for  physicians  attending  the  meeting. 

Southwestern  Idaho  scientific  session 

The  Southwestern  Idaho  District  Medical  Society 
will  sponsor  a day-long  scientific  session  at  the 
Broadmore  Country  Club  in  Nampa,  September  14. 

Speakers  for  the  session  will  be:  William  W. 

Krippaehne,  Portland,  Professor  and  Chairman  of 
the  Department  of  Surgery,  University  of  Oregon 
Medical  School;  and  Warren  M.  Crosby,  Oklahoma 
City,  Associate  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Oklahoma  School  of  Medicine. 
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A.  CURTIS  JONES,  M.D. 


I am  deeply  honored  to  have  this  opportunity  to 
walk  in  the  footsteps  of  my  late  father,  Arthur 
C.  Jones,  who  served  as  President  of  the  Idaho  State 
Medical  Association  28  years  ago. 

Perhaps  few  here  know  that  the  first  meeting 
of  our  association  ever  held  at  Sun  Valley  was 
arranged  by  my  father.  As  a matter  of  fact  our 
meeting  in  1938  was  the  first  convention  ever  held 
at  this  then  new  and  unusual  resort.  My  father  and 
Mr.  Pat  Rogers,  the  first  General  Manager  of  Sun 
Valley,  were  good  friends  and  had  hunted  for  upland 
birds  on  many  occasions  in  this  area.  One  day  while 
visiting  with  Mr.  Rogers,  Dad  asked  about  holding 
our  annual  meeting  here.  Mr.  Rogers  said  he  didn’t 
know  the  answer  so  he  called  the  headquarters  of  the 
Union  Pacific  Railroad  in  Omaha.  Permission  was 
granted  and  the  46th  annual  meeting  of  the  Idaho 
State  Medical  Association  was  organized.  It  was  a 
memorable  meeting. 

In  becoming  the  President  of  our  association,  I 
pledge  that  I will  carry  on  the  duties  of  this  high 
office  to  the  very  best  of  my  ability  and  I will  try 
to  demonstrate  that  your  confidence  has  not  been 
misplaced. 

President  Pierce,  it  has  been  your  duty  to  guide 
us  through  a year  that  marks— for  better  or  worse— 
a new  era  in  Ameican  medicine.  You  have  worked 
long  hours  and  traveled  many  miles  in  carrying  out 
your  duties.  You  have  been  an  excellent  leader  in 
a very  difficult  time,  and  your  leadership  will  long 
be  remembered.  I have  been  impressed  with  the 
multitude  of  problems  you  faced,  and  the  ability 
and  wisdom  with  which  you  handled  them.  I am 
encouraged  to  know  that  I shall  have  the  benefit 
of  your  advice  and  counsel  in  the  year  that  lies 
ahead. 


President’s  Address,  delivered  to  the  House  of 
Delegates,  at  Sun  Valley,  Idaho,  July  8,  1966. 


PRESIDENTS  page 

the  year  ahead 

In  beginning  a new  year,  I think  it  is  in  order  to 
review  our  position,  our  direction,  our  problems, 
and  to  outline  our  goals. 

A large  question  mark  obscures  what  the  effect 
may  be  of  the  Social  Security  medical  care  pro- 
gram, enacted  by  an  unwise  Congress  despite  our 
vigorous  opposition.  Ironically,  we  find  ourselves 
charged  with  a tremendous  measure  of  responsibility 
for  making  this  legislative  and  administrative  mon- 
strosity work. 

Who  has  not  said  “There  ought  to  be  a law?” 
If  the  Social  Security  medical  care  program  does  not 
work,  I predict  there  will  be  a law— another  law— 
and  perhaps  a much  worse  law.  Therefore,  I am 
asking  each  of  you  to  make  the  best  of  a bad  situ- 
ation and  do  your  part  in  providing  the  necessary 
leadership  to  restore  order  to  what  could  be  a very 
chaotic  situation.  While  the  individual  physician  is 
free  to  shun  the  program,  organized  medicine  is  com- 
pelled to  offer  its  counsel. 

Perhaps  it  is  not  necessary  for  me  to  remind  you 
1966  is  an  election  year  and  that  next  month  we 
will  participate  in  a primary.  I urge  that  you  take 
part,  that  you  encourage  your  patients,  friends  and 
members  of  your  family  old  enough  to  vote  to  do  so, 
and  in  voting  that  you  support  those  candidates  who 
are  favorable  to  our  philosophy.  I should  like  to 
request  that  you  join  and  support  the  political  party 
of  your  choice  and  that  you  back  up  your  participa- 
tion with  a few  dollars  and  leadership  of  which  you 
are  capable. 

the  Idaho  legislature 

In  January,  1967,  a regular  session  of  the  Idaho 
Legislature  will  get  underway  in  Boise.  From  actions 
by  this  House  of  Delegates  it  appears  that  we  will 
have  a number  of  matters  to  present.  We  shall  carry 
out  your  directives  to  the  best  of  our  ability.  As  has 
been  said  on  many  occasions,  we  need  physicians 
to  serve  in  the  legislature.  John  E.  Edwards  of  Coun- 
cil, who  served  in  the  last  session  as  a Representative 
from  Adams  County,  is  again  seeking  office.  He 
may  need  some  assistance  in  his  campaign.  We  shall 
work  diligently  for  his  re-election.  Under  the  Legis- 
lative Reorganization  Law,  the  State  Senate  con- 
sists of  35  members.  It  would  have  been  good  to 
have  had  a physician  seeking  one  of  these  seats, 
but  no  one  announced. 

I should  like  to  remind  the  members  of  the  House 
of  Delegates  that  as  efficient  as  we  may  be  in 
relationship  to  our  legislative  activities,  we  do  need 
support,  occasionally,  from  physicians  around  the 
state.  We  shall  call  upon  you  when  help  is  needed 
and  we  hope  you  will  enthusiastically  respond.  We 
do  plan  to  ask  each  of  the  component  societies  again 
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to  provide  the  State  Legislative  Committee  a local 
committee  with  which  it  can  work  when  needed. 

the  Idaho  Foundation 

Many  of  our  problems,  both  present  and  impend- 
ing, derive  from  expansion.  Idaho  is  growing  and 
we  must  continue  to  grow  with  it.  Today  we  need 
more  physicians.  Any  one  of  you  who  sought  an 
associate  in  recent  months  is  aware  of  the  difficulty 
of  this  problem.  We  must  step  up  our  recruitment 
activities.  We  need  a medical  library  and  research 
capabilities.®  The  potential  for  advanced  procedures 
and  the  need  for  accessible  specialized  information 
grows  with  an  increasing  population.  We  are  on 
the  threshold  of  advancing  in  this  category  with 
the  formation  and  activation  of  the  Idaho  Foundation 
for  Medicine  and  Biology.  The  Foundation’s  re- 
quest for  a federal  grant  has  been  approved  and  so 
far,  two  of  our  component  medical  societies  have 
adopted  proposals  to  contribute  money  to  the  foun- 
dation from  the  reserves  developed  in  recent  years 
through  the  society-sponsored  polio  immunization 
programs.  I urge  that  you  give  your  support  to  the 
Foundation.  During  the  coming  months  you  will 
hear  much  more  about  its  operation  and  plans. 

travel 

We  need  to  increase  our  efforts  in  the  field  of 
public  relations.  Public  awareness  of  our  aims  and 
goals  and  achievements  should  be  improved.  We 
have  plans  for  expanding  this  activity. 

A reference  or  two  has  been  made  to  the  traveling 
that  is  required  in  serving  organized  medicine.  I too 
have  picked  up  a few  thousands  of  miles  riding  jets 
across  our  great  country.  On  November  3 and  4, 
1965,  I attended  the  White  House  Conference  on 
Health  which  had  been  called  by  President  Johnson. 
I didn’t  have  opportunity  to  meet  the  President, 
but  I did  shake  hands  with  the  Vice  President.  The 
meeting,  in  my  opinion,  was  nothing  more  than  a 
political  rally.  I really  learned  very  little.  Later  that 
month  I attended  the  Clinical  Session  of  the  Ameri- 
can Medical  Association  and  the  House  of  Delegates 
meeting  in  Philadelphia.  The  amount  of  work  that 
is  accomplished  at  these  meetings  is  truly  amazing, 
and  I urge  that  you  consider  a trip  to  Las  Vegas 
in  November  to  the  1966  Clinical  Session  of  the 
AMA. 


"Members  of  the  Idaho  State  Medical  Association 
share  benefit  of  library  service  through  contributions 
of  this  journal  to  King  County  Medical  Society 
library.  Requests  may  be  addressed  to  the  editorial 
office  or  to  Miss  Ruth  Harlamert,  King  County' 
Medical  Society  Library,  118  Cobb  Building,  Seattle, 
Washington  98101.  The  Library  appreciates,  but 
does  not  demand,  reimbursement  for  postage.  Ed. 
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specialty  sections 

During  the  past  year  the  Officers  and  Councilors 
received  a request  from  a specialty  organization  ask- 
ing to  be  represented  officially  in  our  House  of 
Delegates.  The  request  was  not  approved  because 
there  are  no  mechanics  in  oiu*  Constitution  and 
Bylaws  to  accommodate  such  a request.  In  the  near 
future,  I plan  to  ask  the  Constitution  and  Bylaws 
Committee  to  look  into  the  possibility  of  having 
official  representatives  of  the  various  specialty  organ- 
izations sit  as  members  of  our  House  of  Delegates. 

There  is  another  matter  I plan  to  ask  this  com- 
mittee to  study.  It  is  a proposal  to  recommend 
amendments  to  component  society  bylaws  providing 
that  the  president  or  president-elect,  or  both,  of  each 
of  the  societies  serve  as  members  of  this  House  of 
Delegates.  I have  discussed  this  proposal  with  several 
local  society  officers.  All  agreed  it  would  provide 
additional  information  that  would  be  helpful  to  them 
in  carrying  out  their  responsibilities,  and  that  it 
would  assist  in  assuring  continuity  of  state  and  com- 
ponent society  goals.  To  recognize  the  important 
work  that  has  been  accomplished  this  year,  one  only 
has  to  review  the  Delegate  Folder. 

committees 

I plan  to  continue  the  work  of  the  association 
for  the  coming  year  with  as  little  disruption  as 
possible.  I am  pleased  to  report  that  committee 
appointments  for  the  coming  year  are  nearly  com- 
plete. I have  received  acceptances  from  most  of 
the  physicians  I have  asked  to  serve.  I should  like 
briefly  to  extend  my  very  sincere  thanks  to  those 
busy  practitioners  who  have  in  the  past— and  I hope 
will  continue  in  the  future— to  give  freely  of  their 
time  in  behalf  of  our  association.  No  organization 
can  carry  on  its  activities  without  an  interested 
membership. 

I should  like  further  to  urge  that  at  the  next 
meeting  of  your  component  society  you  provide 
to  your  colleagues  a comprehensive  report  of  the 
activities  of  this  House  of  Delegates. 

importance  of  membership 

As  you  have  heard  during  this  meeting,  there 
are  a few  physicians  in  Idaho  who  are  apparently 
not  interested  in  being  part  of  our  organization. 
When  this  subject  comes  up  at  a society  meeting, 
those  present  tend  to  shrug  it  off  as  not  meriting 
their  concern.  The  value  of  a medical  organization 
increases  with  the  percentage  of  the  physician 
population  it  has  as  active  members.  Numbers  alone 
are  not  so  important  as  the  fact  that  a great  variety 
of  interests,  diverse  talents,  and  varying  personali- 
ties and  points  of  view  add  meaning  to  an  organiza- 
tion. The  emphasis  is  quality'.  Standards  should 
never  be  lowered  to  draw  in  more  members.  Mem- 
bership is  a privilege,  and  it  must  remain  so. 
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I sincerely  believe  that  membership  in  the  Ameri- 
can Medical  Association,  the  Idaho  State  Medical 
Association,  and  one  of  our  eleven  component  soci- 
eties are  as  much  symbols  of  first  class  medicine 
as  the  stethoscope  and  the  medical  degree.  If  you 
have  a colleague  who  is  not  a member,  I urge  you 
to  assume  the  personal  responsibility  of  demonstrat- 
ing to  him  the  weakness  in  his  thinking  causing  him 
to  “go  it  alone”.  And  that’s  not  all.  I further  urge 
that  you  secure  additional  members  for  an  organiza- 
tion which  would  not  even  consider  you  for  mem- 
bership—our  Woman’s  Auxiliary'.  This  organization 
is  medicine’s  helpmate  and  your  wife  should  belong. 
Mine  does— and  she’s  a physician  too! 

billing  procedures  under  medicare 

On  Wednesday,  President  Pierce  discussed  the 
two  methods  that  physicians  may  use  to  be  com- 
pensated for  their  services  under  Part  “B”  of  the 
Social  Security  medical  care  program.  I should  like 
to  add  my  concurrence  to  what  he  said,  and  to  urge 
again  that  you  favorably  consider  utilizing  the 
direct  billing  method.  I urge  that  you  not  use  the 
assignment  section  of  Social  Security  Administration 
form  No.  1490.  In  using  the  direct  billing  method 
you  do  not  have  to  determine  if  your  patient  is 
eligible  for  the  benefits.  You  do  not  have  to  deter- 
mine if  the  patient  has  satisfied  the  $50.00  deducti- 
ble. You  do  not  have  to  determine  what  services  are 
covered  by  the  program.  You  do  not  have  to  sign 
or  fill  out  any  forms  if  your  bill  is  sufficiently 
itemized  and  you  bill  the  patient  as  you  would  any 
other  patient.  The  disadvantage,  of  course,  is  that 
you  assume  a risk  that  the  patient  may  not  pay  your 
bill,  but  wTe  have  been  assuming  this  risk  since  the 
day  we  started  to  practice! 

I should  like  to  add  a word  of  caution  to  what 
President  Pierce  said  about  furnishing  your  patients, 
who  are  participating  in  the  program,  with  an 
advance  statement  marked  “PAID”  in  instances 
where  you  have  not  actually  been  paid.  If  you  let 
your  patients  talk  you  into  doing  this  sort  of  thing, 
you  become  a party  to  a fraud  and  you  can  be 
certain  the  government  will  be  looking  for  you  rela- 
tively soon. 

Use  a promisory  note  if  your  patient  requests  that 
you  furnish  such  a billing.  This  is  a little  different 
from  what  we  are  accustomed  to,  but  it  is  quite 
legal  and  ethical.  I trust  that  you  saved  the  June 
20,  1986  issue  of  the  AMA  News.  It  contained 
excellent  information  about  the  program  and  cer- 
tainly should  be  read  by  all  of  the  members  of  your 
staff. 

responsibility  accepted 

I should  like  to  ask  that,  in  spite  of  our  day-to- 
day  anxieties  and  problems  of  trying  to  relieve 
suffering,  we  give  a little  of  our  effort  to  this 
new  program,  to  help  adjust  it,  guide  it  and  do  our 
best  to  see  that  it  does  the  most  good  and  the  least 


harm,  then  we  shall  know  that  we  have  not  thrown 
away  our  high  standards  of  medical  practice.  The 
wind  blows,  and  it  cannot  be  pushed  back.  It  may 
be  channeled  however,  and  it  may  be  most  exciting 
to  make  an  effort  to  channel  it. 

In  concluding  my  remarks  to  you,  I should  like  to 
share  a view  that  the  profession  of  medicine,  in 
keeping  with  its  historic  traditions  and  commitments, 
will  assure  its  services  to  all  who  need  medical  care. 
In  voluntarily  assuming  this  responsibility  and  giv- 
ing this  assurance,  physicians  reserve  to  themselves 
the  rights  of  property'  they  have  acquired  through 
training  and  licensure.  These  may  not  be  bartered  or 
sold,  conveyed  or  guranteed  without  the  willing 
consent  of  the  physician  who  shall  remain  free  to 
decide  for  himself  the  circumstances  under  which 
his  professional  services  are  rendered. 

I assure  you  that  if,  in  the  opinion  of  your  officers 
and  councilors,  special  meetings  of  this  body  are 
needed  during  the  coming  year,  I shall  not  hesitate 
to  call  you  into  special  session. 

Thank  you  for  providing  me  this  opportunity 
to  serve  as  your  President.  ■ 


X-Ray  of  Month  on  Page  646 

This  is  an  excellent  radiograph  of  a hammer- 
head deformity  of  the  humerus  of  the  left 
shoulder.  This  deformity  is  produced  by  an 
anterior  inferior  dislocation  of  the  humeral  head 
with  the  arm  in  abduction  in  which  the  force 
is  continued  so  that  the  rim  of  the  glenoid  causes 
a compression  impacted  fracture  of  the  lateral 
portion  creating  the  nickname,  hammer-head  de- 
formity. Because  of  the  bony'  deformity,  repeated 
dislocations  can  be  expected  if  the  arm  is  put 
in  extreme  abduction  and  some  external  rotation. 
The  articulating  surface  of  the  humeral  head  is 
lost  in  relation  to  the  glenoid,  and  it  can  slip 
right  forward  and  lock  again  in  the  anterior 
inferior  position.  Very'  few  surgeons  have  at- 
tempted restoration  of  the  roundness  of  the  lat- 
eral portion  of  the  humeral  head.  They  usually 
resort  to  surgical  repair  of  the  soft  tissue 
structures  including  the  capsule  anteriorly  and 
inferiorly,  and  the  muscles  of  the  subscapularis. 
By  shortening  the  muscle  external  rotation  is 
limited  so  that  this  deformity  cannot  articulate 
with  the  glenoid.  It  is  sometimes  necessary'  to 
take  multiple  view  x-rays  to  show  the  residual 
bony  deformity. 
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These  are  photographs  borrowed  from  the  files  of  a 
souri  physician.  The  grossly  overweight  patient  picture 
August  1962  succeeded  in  shedding  1 10  pounds  in  the  fo 
ing  ten  months  by  adhering  to  a diet  program  under  the  s 
vision  and  encouragement  of  her  physician.  To  help  co 
her  desire  for  food  and  also  "burn  off"  additional  calories 
physician  recommended  Obestat,  one  tablet  a day.  Doctor 
patient  admit  that  Obestat  fortified  her  determination  to 
to  the  diet  during  the  difficult  weeks  of  adjustment. 

Obestat  can  help  your  overweight  patient  break  the 
ing  habits  that  cause  obesity. 

Obestat  suppresses  appetite. 

Obestat  boosts  metabolism. 

Obestat  offsets  emotional  symptoms. 

Each  OBESTAT  TY-MED*  tablet  or  capsule  coni 
Methamphetamine  hydrochloride  10  mg./Amobarbital  (V 
ing,  may  be  habit  forming)  60  mg. /Thyroid  150  mg. 

*Lemmon  brand  of  timed-release  medication. 

Dosage:  One  Obestat  Ty-Med  tablet  or  capsule  ■ 
taken  before  breakfast,  is  satisfactory  for  most  patients.  C 
sionally,  2 tablets  or  capsules  may  be  required. 

Side  Effects:  Side  effects  such  as  headache,  dizzi 
nervousness,  excitability,  insomnia,  dyspnea,  palpitation  or 
trointestinal  distress  are  infrequent  and  usually  mild. 

Precautions:  An  increase  in  blood  pressure  or  basal  i 
bolic  rate  should  be  observed  carefully. 

Contraindications:  Myocardial  or  coronary  diseasdi 
betes,  marked  hypertension,  hyperthyroidism  or  idiosyncroil 
the  ingredients. 

Supplied:  Bottles  of  30, 1 00  and  1 000  tablets  or  capsu  L 
Caution:  federal  law  prohibits  dispensing  without  prescript! 

References:  Ort,  f.:  Adjuvant  treatment  of  obesity  wi  c 
anorectic-calorigenic  agent,  Clin  Med  70:1999  (Nov)  1 ‘ 3 
Isenberg,  C.  L.:  Treatment  of  the  overweight  patient  in  ge 
practice,  Clin  Med  72:663  (Apr)  1965.  ©1966  HAACK  1-66  MAOEINU.S.A 

HAACK  LABORATORIES,  INC. 

DIVISION  OF  LEMMON  PHARMACAL  CO.,  PORTLAND,  OREGON  9 


Obestat 

helps. 


the  Searing  (Hum ✓ of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


amm/cr/ej 


Detroit,  Michigan  48211 


685 

Northwest  Medicine,  August  1966 


only  one  in  the  morning  ( I ) 


and  one  in  the  evening  C 1 ) 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 
y tetracycline  phosphate  complex/ 


TM 


newTetrex  bidCAPS 

(tetracycline  phosphate  complex) 


aximum  patient  savings.  New 

dCAPS  now  enable  you  to  pre- 
ribe  tetracycline  in  an  even 
ere  economical,  more  conve- 
rt form.  Your  patient’s  prescrip- 
>n  dollar  gets  maximum  value:  a 
ily  bidCAPS  dose  is  priced  lower 
3n  any  other  leading  brand  of 
Tracycline— b.i.d.  or  q.i.d. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.1  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 


■ell  tolerated.  Tetrex  (tetracy- 
ne  phosphate  complex)  is  well 
derated.  Side  effects  are  few 
< d,  to  date,  no  photodynamic 
actions  have  been  reported. 


Available  in  bottles  of  16  and  50. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


ch  bldCAP  contains  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  No  cases  of  photosensitivity 
have  been  reported  with  tetracycline  phosphate  com- 
plex. With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia 
may  be  induced  during  tooth  development  (last  trimes- 
ter of  pregnancy,  neonatal  period  and  childhood).  Pre- 
cautions: Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure 
witfi  bulging  fontanels.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  conducted  initially  and 
monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis  and  allergic  reactions  may  occur. 
Usual  Adult  Dose:  500  mg.  b.i.d.  Continue  therapy  for 
10  days  in  beta-hemolytic  streptococcal  infections.  Ad- 
minister one  hour  before  or  two  hours  after  meals. 

References:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
107: 204  (Feb.)  1961. 


GENERAL  NEWS 

Old  Photographs  Wanted 

One  of  the  Northwest’s  best-known  writers  is 
planning  to  publish  a book  on  doctors  and  medical 
activity  in  the  Old  West.  He  is  seeking  photographs 
taken  before  1910.  Pictures  sought  are  those  show- 
ing doctors  at  work  or  the  facilities  and  equipment 
used  by  doctors  rather  than  portraits.  Purpose  of 
the  book  is  to  recreate  the  atmosphere  in  which 
pioneer  physicians  worked.  Military  surgery  has  an 
important  place  in  medical  history  in  the  Old  West 
and  will  be  given  adequate  space  in  the  book.  The 
area  to  be  covered  extends  as  far  east  as  the  western 
border  of  Minnesota.  It  includes  but  is  not  limited 
to  the  Dakotas,  Montana,  and  Idaho. 

Those  wishing  to  participate  in  this  interesting 
project  by  loaning  old  photographs  to  the  author 
may  write  to  him— Mr.  Bob  Karolevitz,  1430  Maple 
Road,  Alderwood  Manor,  Washington  98036. 

Personally  presented  book  reviews 

An  unique  method  of  presenting  book  reviews 
has  been  developed  by  Mrs.  J.  Woodson  of  Twin 
Falls,  Idaho.  She  has  prepared  reviews  of  a num- 
ber of  current  and  popular  books  for  oral  review, 
and  is  accepting  engagements  for  their  presentation 
before  interested  groups.  She  will  prepare  special 
reviews  on  request  if  given  sufficient  advance  notice. 
Her  address  is  550  Cindy  Drive,  Twin  Falls,  Idaho 
83301. 

Eulogy  for  Dr.  Berge 

Members  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  meeting  in  Chicago,  stood 
in  silent  tribute  to  James  H.  Berge,  M.D.,  on  June 
27,  after  the  following  eulogy  was  read  as  Report 
B of  the  Judicial  Council: 

Since  the  last  meeting  of  the  House  of  Delegates 
the  Judicial  Council  has  suffered  a grievous  loss. 
James  H.  Berge,  M.D.,  the  CounciTs  Chairman,  died 
on  April  16,  1966. 

Dr.  Berge  teas  a 1919  graduate  of  the  University 
of  Pennsylvania  School  of  Medicine  who  settled  in 
Seattle  to  engage  in  the  practice  of  general  surgery. 
Although  he  was  busy  in  his  practice,  he  nonetheless 
found  time  to  become  interested  and  active  in 
medical  association  activity.  During  the  course  of  the 
years  he  served  as  Chairman  of  the  Washington 
State  Medical  Defense  Fund,  Chairman  of  the  Wash- 
ington State  Grievance  Committee,  Chairman  of  the 
Washington  State  Medical  Disciplinary  Board  and 
President  of  the  Washington  State  Medical  Asso- 
ciation. 

His  interests  were  not  confined  to  the  State  of 
Washington,  however.  From  1959  to  1961  he  served 


as  a member  of  the  AM  A Medical  Disciplinary  Com- 
mittee. He  also  served  as  a member  of  the  AMA 
Liaison  Committee  to  the  American  Bar  Association. 
In  June  1960  he  was  elected  a member  of  the  Judi- 
cial Council  and  became  its  Chairman  in  1963,  a 
position  he  held  until  his  untimely  passing. 

Dr.  Berge  was  energetic  and  enthusiastic.  He  was 
especially  active  in  the  fields  of  medical  ethics  and 
discipline.  He  was  known  as  the  father  of  the  Wash- 
ington State  Medical  Disciplinary  Act  which  a 
number  of  persons  believe  is  the  prototype  for  many 
such  acts  in  the  future.  This  experience,  it  is  re- 
called, contributed  to  the  efforts  of  the  AMA 
Medical  Disciplinary  Committee  as  it  conducted  its 
studies  and  made  its  report. 

Among  Dr.  Berge’s  most  significant  accomplish- 
ments was  furnishing  inspiration  and  leadership  for 
AMA’s  First  National  Congress  on  Medical  Ethics 
which  teas  held  this  past  March. 

Dr.  Berge— Jim  Berge  as  we  knew  him— con- 
tributed much  to  medicine  and  to  its  future  by  his 
many  actions.  We  who  worked  closely  with  him 
knew  and  appreciated  the  spirit  and  enthusiasm,  the 
knowledge  and  devotion  he  had  for  his  profession 
and  its  ethical  principles.  We  regret  his  passing  but 
take  solace  in  the  fact  that  the  work  he  accomplished 
will  remain  as  a living  memorial  to  him. 

Wyeth  seeks  fellowship  applications 

The  Wyeth  Fellowship  selection  committee  is  seek- 
ing applications  from  qualified  physicians  who  will 
begin  their  pediatric  residencies  in  July  1967.  The 
deadline  for  the  applications  is  December  1,  1966. 

The  grant  program,  now  in  its  tenth  year,  provides 
$4,800  to  each  physician  during  the  two  years  of 
his  residency.  In  the  first  nine  years  of  operation, 
the  plan  helped  more  than  150  physicians  in  their 
postgraduate  education. 

Concentrated  speech  training 

A concentrated  speech  training  seminar,  which 
was  thought  by  most  to  be  very  beneficial  and 
thoroughly  enjoyable,  was  held  by  Smith,  Kline 
and  French  laboratories  in  Spokane  July  13,  1966. 

Donald  Dedmon,  Ph.D.,  the  main  instructor,  out- 
lined speech  techniques  and  critically  evaluated  the 
speakers  present.  Since  it  is  important  that  the 
physician  can  communicate  with  both  medical  and 
lay  groups,  the  course  is  recommended  for  other 
groups. 

Those  interested  may  write  to  Jack  Daly,  Direc- 
tor of  Smith,  Kline  and  French  Speakers  Training 
Bureau,  1500  Spring  Garden  Street,  Philadelphia, 
Pa.,  19101. 
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Emergency  aid  and  transportation  of  injured 

Courses  on  emergency  care  for  the  injured  will 
be  held  in  Portland,  Sept.  21-24  under  the  direction 
of  F.  A.  Short,  M.D. 

The  program  which  includes  all  aspects  of  injured 
patient  care  is  slanted  for  ambulance  drivers,  fire- 
men, policemen,  safety  engineers  and  Public  Health 
and  Civil  Defense  personnel. 

Course  will  include:  Illustrated  lectures,  audio- 
visual, question  and  answer  periods,  special  empha- 
sis on  mechanism  of  breathing,  the  airway,  circu- 
lation of  the  blood,  resuscitation,  head  injuries, 
shock,  emergency  childbirth,  immediate  care  of 
wounds,  eye  injuries,  broken  bones,  dislocations, 
medical  emergencies,  traffic  control,  safe  driving, 
transportation  of  the  unruly,  intoxicated,  and  un- 
conscious patient,  poisoning,  snake  bites,  and  ex- 
trication of  the  injured  from  caissons,  wells,  and 
buildings. 


Raymond  M.  McKeown,  Coos  Bay,  Oregon,  President  of 
the  Board  of  Directors  of  the  AMA  Education  and  Re- 
search Foundation,  was  honored  at  the  AMA  meeting  in 
Chicago.  He  received  a portrait  of  himself  at  a meeting 
of  the  House  of  Delegates.  It  was  commissioned  by  the 
directors  of  the  Foundation  for  his  many  services  to  that 
group.  James  Z.  Appel,  Lancaster,  Pa.,  AMA  President, 
made  the  presentation. 


continued  from  page  625 

What  costs  nothing  soon  looses  its  value.  As 
British  medicine  costs  nothing  extra,  the  people 
place  a low  value  on  medical  services. 

At  least  this  can  be  said  for  Medicare.  The 
20  per  cent  of  the  cost  payed  by  the  recipient 
(expect  the  indigent)  keeps  the  value  of  the  service 
in  mind.  It  is  a natural  deterrant  to  needless  serv- 
ice. I hope  that  future  political  pressure  will  not 
remove  it. 

Sincerely, 

DAVID  METHENY,  M.D. 

Seattle 
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RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

An  atlas  of  orthopedic  surgery.  By  Lewis  Cozen,  M.D., 
F.A.C.S.,  F.I.C.S.  Senior  Attending  Orthopedic  Surgeon, 
Cedars  of  Lebanon  Hospital,  Los  Angeles;  Senior  Attending 
Orthopedic  Surgeon,  Los  Angeles  County  General  Hospital; 
Chief  of  Orthopedic  Service,  City  of  Hope  Hospital,  Duarte, 
California;  Attending  Orthopedic  Surgeon.  Veterans  Ad- 
ministration, General  Medic  1 and  Surgical  Hospital,  Los 
Angeles;  Attending  Surgeon,  Orthopedic  Hospital,  Los 
Angeles;  Consultant,  United  States  Public  Health  Service; 
Attending  Surgeon,  Mt.  Sinai  Hospital,  Los  Angeles;  Asso- 
ciate Clinical  Professor  of  Orthopedic  Surgery,  Loma  Linda 
University,  Los  Angeles;  Associate  Clinical  Professor  of 
Orthopedic  Surgery,  California  College  of  Medicine.  732pp. 
Illustrated.  Price  $15.00.  Lea  & Febiger,  Philadelphia,  1966. 

Current  pediatric  therapy,  1966-1967.  By  Sydney  S.  Gellis. 
M.D.  Professor  and  Chairman,  Department  of  Pediatrics, 
Tufts  University  School  of  Medicine;  Pediatrician-In-Chief, 
Boston  Floating  Hospital  for  Infants  and  Children,  Tufts- 
New  England  Medical  Center,  Boston,  and  Benjamin  M. 
Kagan,  M.D.,  Director,  Department  of  Pediatrics,  Cedars 
of  Lebanon  Hospital,  Division  of  Cedars-Sinai  Medical 
Center;  Professor  of  Pediatrics,  University  of  California 
at  Los  Angeles.  956pp.  Price  $17.50.  W.  B.  Saunders,  Phila- 
delphia, 1966. 

Textbood  of  medical  physiology,  third  edition.  By  Arthur 
C.  Guyton,  M.D.  Professor  and  Chairman  of  the  Depart- 
ment of  Physiology  and  Biophysics,  University  of  Missis- 
sippi School  of  Medicine.  1210pp.  Illustrated.  Price  $16.00. 
W.  B.  Saunders  Company,  Philadelphia,  1966. 

Intravascular  catheterization,  second  edition.  Compiled  and 
edited  by  Henry  A.  Zimmerman,  M.D.,  B.S.  Chief  of  the 
Cardiovascular  Section,  Division  of  Medicine,  Director  of 
the  Marie  L.  Coakley  Cardiovascular  Laboratory  St.  Vin- 
cent Charity  Hospital,  Cleveland,  Ohio;  Diplomate,  Ameri- 
ican  Board  of  Internal  Medicine;  Member,  Sub-Speciality 
Board  in  Cardiovascular  Disease;  Fellow,  American  College 
of  Cardiology;  Fellow,  American  College  of  Chest  Physi- 
cians; American  Federation  for  Clinical  Research,  Fellow, 
American  College  of  Angiology;  Fellow,  Council  on  Clinical 
Cardiology  American  Heart  Association.  1292pp.  Illustrated. 
Price  $39.50.  Charles  C Thomas,  Springfield,  111.,  1966. 

Principles  of  pathology,  second  edition.  By  Howard  C. 
Hopps,  M.D.  Chief,  Division  of  Geographic  Pathology,  The 
Armed  Forces  Institute  of  Pathology.  Formerly:  Professor 
and  Chairman,  Department  of  Pathology,  The  University 
of  Texas  Medical  Branch  (1957-64);  Professor  and  Chair- 
man, Department  of  Pathology,  The  University  of  Okla- 
homa. (1944-1957)  402pp.  Illustrated.  Price  $8.85.  Appleton 
Century-Crofts,  New  York,  1964. 

Oral  antidiabetic  therapy  1956-1965:  with  particular  refer- 
ence to  tolbutamide  (Orinase).  By  H.  A Tucker,  M.D. 
Medical  Division,  The  Upjohn  Company,  Kalamazoo,  Michi- 
gan. 676pp.  Price  $13.50.  Charles  C Thomas,  Springfield, 
111..  1965. 

Rare  diseases  in  internal  medicine.  By  Neuton  S.  Stern, 
A.B.,  M.D.,  F.A.C.P.  Clinical  Professor  of  Medicine,  Emer- 
itus, University  of  Tennessee,  College  of  Medicine, 
Memphis,  Tennessee.  572pp.  Price  $18.50.  Charles  C Thomas, 
Springfield,  Illinois,  1966. 

Your  wonderful  baby.  A practical  approach  to  baby  and 
child  care.  By  Willis  J.  Potts,  M.D.  303pp.  Price  $4.95.  Rand 
McNally  & Company,  1966. 
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Automation  in  industrial  pharmaceutical  process  and  qual- 
ity control.  By  E.  Alburn.  R.  F.  Ashbolt,  Carl  Berkley, 
et  al.  Edited  by  Harold  E.  Whipple,  pp.  483-868.  Illustrated. 
Price  $9.00.  New  York  Academy  of  Sciences,  New  York, 
1965. 

Forms  of  water  in  biologic  systems.  By  H.  J.  Berendsen, 
T.  G.  Owe  Berg,  P.  R.  Camp,  et  al.  Edited  by  Harold  E. 
Whipple,  pp.  249-772.  Illustrated.  Price  $10.00.  New  York 
Academy  of  Sciences,  New  York,  1965. 

So  you  have  asthma!  By  Albert  D.  G.  Blanc,  B.Sc.,  M.B., 
Ch.B.,  A.N.Z.I.C.  Medical  Officer,  Wanaka  Special  Area, 
New  Zealand.  263pp.  $9.00.  Charles  C Thomas,  Springfield, 
Illinois,  1966. 

Prognosis.  A guide  to  the  study  and  practice  of  clinical 
medicine.  By  Leslie  A.  Osborn,  M.D.  Professor,  Department 
of  Neurology  and  Psychiatry,  College  of  Medicine,  Univer- 
sity of  Nebraska,  Omaha,  Nebraska.  Formerly,  Professor 
of  Psychiatry  and  Director.  Wisconsin  Psychiatric  Institute, 
University  of  Wisconsin  Medical  School.  Formerly,  Pro- 
fessor and  Head  of  the  Department  of  Psychiatry,  Univer- 
sity of  Buffalo  School  of  Medicine.  286pp.  Price  $10.00. 
Charles  C Thomas,  Springfield,  111.,  1966. 

The  Medical  Department:  Medical  service  in  the  Mediter- 
ranean and  minor  theaters.  By  Charles  M.  Wiltse.  United 
States  Army  in  World  War  II.  The  Technical  Services. 
664pp.  Illustrated.  Price  $5.00.  Office  of  the  Chief  of 
Military  History,  Department  of  the  Army,  Washington, 
D.C.,  1965. 

Examination  of  the  urine.  A programmed  text.  In  two 
parts.  By  John  M.  Weller,  M.D.,  Professor  of  Internal 
Medicine  and  James  A.  Greene,  Jr.,  M.D.,  Assistant  Pro- 
fessor of  Internal  Medicine;  the  Department  of  Internal 
Medicine,  The  University  of  Michigan,  Ann  Arbor,  Michi- 
gan. Part  1,  135pp.  Part  II,  58pp.  Illustrated.  Price  $8.50. 
Appleton-Century-Crofts,  New  York,  1966. 

Transcultural  psychiatry.  Edited  by  A.V.S.  De  Reuck, 
M.Sc.,  D.I.C.,  A.R.C.S.,  and  Ruth  Porter,  M.R.C.P.  Ciba 
Foundation  Symposium.  396pp.  Price  $12.00.  Little,  Brown 
and  Company,  Boston,  1965. 

Preimplantation  stages  of  pregnancy.  Edited  by  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  F.R.C.P.,  F.I.Biol.  and  Maeve 
O’Connor,  B.A.  Ciba  Foundation  Symposium.  320pp.  Illus- 
trated. Price  $13.50.  Little,  Brown  and  Company,  Boston, 
1965. 


Your  child  and  you.  A pediatrician  talks  to  new  mothers. 
By  David  T.  Hellyer,  M.D.  194pp.  Price  $5.00.  Delacorte 
Press,  New  York,  1966. 

Hyperbaric  oxygenation.  By  Charles  B.  Pittinger,  M.D. 
Professor  and  Chairman,  Department  of  Anesthesiology, 
Associate  Professor,  Department  of  Pharmacology,  Vander- 
bilt University  School  of  Medicine;  Anesthesiologist -in- 
Chief,  Vanderbilt  University  Hospital;  Consultant  in  Anes- 
thesia, Veterans  Administration  Hospital,  Nashville,  Ten- 
nessee. 113pp.  Price  $5.50.  Charles  C Thomas,  Springfield. 
Illinois,  1966. 

Caring  for  the  aged.  By  Bertram  B.  Moss,  M.D.  with  Fraser 
Kent.  372pp.  Price  $4.95.  Doubleday  & Company,  Inc., 
Garden  City,  New  York,  1966. 

Physician-generals  in  the  Civil  War.  A study  in  nineteenth 
mid-century  American  medicine.  By  Paul  E.  Steiner,  Ph  D., 
M.D.  Professor  of  Pathology,  School  of  Medicine,  Univer- 
sity of  Pennsylvania,  Philadelphia,  Pennsylvania.  194pp. 
Illustrated.  Price  $8.00.  Charles  C Thomas,  Springfield, 
111.,  1966. 

Congenital  clubfoot.  By  Emil  D.  W.  Hauser,  M.S.,  M.D. 
Associate  Professor  of  Orthopedic  Surgery  Emeritus,  North- 
western University  Medical  School;  Attending  Orthopedic 
Surgeon,  Passavant  Memorial  Hospital.  Chicago,  Hlinois. 
94pp.  Illustrated.  Price  $5.75.  Charles  C Thomas,  Springfield, 
111.,  1966. 

Surgery  of  the  foot,  second  edition.  By  Henri  L.  Du  Vries, 
B.S.,  D.S.C.,  M.D.  Assistant  Clinical  Professor  of  Ortho- 
pedic Surgery,  University  of  California  School  of  Medicine; 
Associate  Orthopedic  Surgeon,  University  of  California 
Medical  Center,  San  Francisco;  Chief  of  Foot  Surgery, 
Highland-Alameda  County  Hospital;  Member  Senior  Sur- 
gical Staff,  Samuel  Merritt  Hospital,  Oakland,  California: 
Emeritus  Professor  of  Surgery  and  formerly  Chairman  of 
the  Department  of  Surgery,  Illinois  College  of  Podiatry. 
Chicago,  in  collaboration  with  Members  of  the  Faculty  of 
the  University  of  California  School  of  Medicine,  San  Fran- 
cisco. 586pp.  Illustrated.  Price  $17.50.  C.  V.  Mosby  Company, 
Saint  Louis,  1965. 

Advances  in  biomedical  computer  applications.  M.  Adel- 
man,  W.  R.  Abey,  M.  A.  K.  Angell.  et  al.  Edited  by  Edward 
M.  Weyer.  pp.  721-1116.  Illustrated.  Price  $8.00.  New  York 
Academy  of  Sciences,  New  York,  1966. 

Civilian  and  military  uses  of  aerospace.  G.  M.  Bain,  O.  E. 
Bartoe,  J.  C.  Beggs  et  al.  Editor  Harold  E.  Whipple.  496pp. 
Illustrated,  n.p.  New  York  Academy  of  Sciences,  1965. 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


690 

Northwest  Medicine,  August  1966 


For  multiple  contraceptive  action 


Norinyl 

(norethindrone  2 mg  c mestrano!  0.1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1’13  and  an  acceleration 
of  endometrial  changes. 1’3’7’16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  I ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  jceb. 
29)  1964  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb  6)  1965.  3.  Goldzieher,  J.  W Med  Clin  N Amer 
48:529  (Mar.)  1964,  4.  Cohen,  M.  R.:  Paper  presented 
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in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bn  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

628-6  — 3614 


Once  merely  a man 
with  HAY  FEVER- 

now  a victim  of  his 
own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 

I immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  - Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 


• Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


. .....  * 


Prescribe 


Nasal  Spray 


(contains  Neo-Synephrine  HCI) 


lA/infhrop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


.jJhojel  is  one  of  the  simplest,  yet  most  efficient  formu- 
ti ns  ever  compounded  to  treat  gastric  hyperacidity  of 
kjic  ulcer. 

|i  mixture  of  two  types  of  alumina  gel — one  reactive, 

1 non-reactive.  The  antacid  gel  reduces  gastric  acid  to 
corrosive  levels,  and  the  demulcent  gel  prolongs  the 
protective  effect.  Thus  pain  is  relieved  and  healing 
I loted. 

ipletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


LMPHOJEL 

iJMINUM  HYDROXIDE  GEL,  WYETH 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


fyeth  Laboratories 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20fh  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST  WANTED— F°r  office  suite  of  a retiring  internist 
in  medical  specialty  group.  Prosperous  growing  city.  25 
minutes  from  Seattle,  on  Puget  Sound.  Wonderful  recre- 
ational area.  Write  Box  5-C,  Northwest  Medicine.  500 
Wall  St.,  Seattle,  Wash.  98121. 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCI ATE— With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


POSITION  FOR  GENERAL  PRACTICE— In  small  group  practice 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped. 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20-miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E.  Hiemstra,  M.D., 
Tri-County  Hospital  Association,  Box  547,  Deer  Park, 
Wash.  99006. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


ORTHOPEDIST— For  60-man  clinic.  Starting  income  to 
S24.000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


GENERAL  PRACTICE  OPPORTUNITY— Growing  6 year  prac- 
tice, in  Spokane,  grossing  $50,000.  Leaving  for  residency 
July  1967.  Will  introduce.  Flexible  terms.  Write  Box  11-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle.  Wash.  98121. 


PSYCHIATRIST— Who  has  already  decided  to  open  a private 
practice  in  Portland,  Oregon  in  the  near  future  is  advised 
to  contact  Morningside  Hospital  for  a geographically  full 
time  post  at  the  hospital  which  combines  the  best  features 
of  private  and  hospital  practice.  Negotiable  salary  should 
be  substantially  exceeded  by  fee-for-service  income.  Write 
Charles  H.  Jones,  M.D.,  Psychiatrist-in-Chief.  10008  S.E. 
Stark  St..  Portland,  Oregon  97216. 


OUTSTANDING  OPPORTUNITY  FOR  GP  OR  INTERNIST-One 

of  the  most  beautiful  locations  on  Puget  Sound.  15  min- 
utes from  4 hospitals  in  Tacoma,  across  toll  free  Narrows 
bridge.  Large  2-story  house  with  furnished  office  attached. 
Large  enough  for  2 physicians.  Located  on  3 acre  Holly 
orchard.  Town  recently  lost  2 out  of  4 physicians  through 
illness  and  draft.  Contact  Warren  W.  Bacon,  M.D.,  1306 
No.  175th  Suite  110,  Seattle,  Wash.  98133. 


SEATTLE  INTERNIST— Excellent  opportunity  immediately  to 
step  into  drafted  internist’s  4 year  old  practice.  Full  use 
of  records  and  equipment  in  association  with  another  in- 
ternist. Permanent  arrangement  anticipated.  No  capital 
expense  required.  Call  or  write  Wm.  E.  Jones,  M.D.  or 
Wm.  P.  Ford,  Jr.,  M.D.,  6040  California  Ave.,  S.W., 
Seattle.  Wash.  98116.  WE  5-3040. 


PHYSICIAN  WANTED— Imrnediate  opening  for  emergency 
room  physician  at  Holy  Family,  Spokane’s  newest  hospi- 
tal. The  most  modern  equipment  and  facilities  available. 
Financial  arrangements  open.  Write  Administrator.  Holy 
Family  Hospital.  N.  5633  Lidgerwood  St..  Spokane.  Wash. 


HEALTH  OFFICER Lincoln  County,  Newport,  Oregon,  border- 

ing ocean.  Must  be  eligible  for  license  to  practice  medi- 
cine in  Oregon.  Preferable  M.P.H.  degree  plus  some 
public  health  administrative  experience.  Salary  open 
within  range  of  $15,420  to  $18,420.  Merit  System,  Social 
Security,  State  Retirement  coverage.  Apply  to  Mr.  A.  T. 
Johnson.  Personnel  Director,  Oregon  State  Board  of 
Health.  P.  O.  Box  231,  Portland,  Oregon  97207. 


SURGEON,  WILL  INVEST Want  small  town  good  hospital. 

prefer  hunt  and  fish  area  but  not  too  remote.  Qualified 
general  trauma  and  thoracic.  Contact  through  Continental 
Pacific  Coast  Medical  Bureau,  Agency,  9777  Wilshire 
Blvd..  Beverly  Hills.  California  90212. 


ILLNESS  FORCES  RETIREMENT-Rent  fully  furnished  modern 
office.  Share  EKG.  x-ray  etc.  with  AA  GP  member. 
Inside  Seattle.  SU  3-0425  evenings. 


ENT  PRACTICE  FOR  SALE— Due  to  sudden  death  of  physician 
July  23.  Three  treatment  rooms  fully  equipped,  plus  bunk 
room,  office  and  reception  area.  University  district,  Se- 
attle. Contact  Mr.  F.  E.  Strong,  N B of  C.  Executor,  P.  O. 
Box  3966,  Seattle.  Wash.  98124. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office.  703  Medical  Dental  Bldg.,  AL.  2-3157. 
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OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— I"  building  with 
2 dentists,  near  Northgate.  Reasonable  rent.  Call  EM  3- 
0363,  Seattle. 


WEST  SEATTLE Alaska  & Calif,  junction,  920  sq.  ft.  street 

level.  Heated,  air-cond.,  4 patient  rms.  lab.  dark  rm,  2 
lavatories,  reception  rm.,  and  private  office.  Parking,  $225 
mo.  Cec.  Davis,  4713-42nd  S.W.,  WE  2-6100. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


MEDICAL  CLINIC  OFFICES— For  rent  at  Northtown  on  Welles- 
ley Ave.,  Spokane.  Available  July  1.  Contact  K.  E.  Ryd- 
bom,  D.M.D.,  E.  42  Wellesley  Ave.,  Spokane,  Wash.  99207, 
phone  HU  7-1270  or  FA  8-7011. 


ATTRACTIVE  2 EXAMINING  ROOM  SUITE-Opposite  Swedish 
Hospital.  H.  B.  Garrigues,  M.D.,  EA  2-9000,  Seattle. 


EUGENE,  OREGON,  MEDICAL  CENTER— Desirable  office  space 
for  a physician.  Second  floor  front,  1,150  sq.  ft.  All  utilities 
and  cleaning  services  furnished.  Ample  parking.  Contact 
Mr.  Max  Wright.  132  E.  Broadway,  Eugene,  Oregon,  phone 
345-4412. 


EQUIPMENT 


KELEKET  X-RAY  220  MA  COMBINATION  UNIT-With  rotating 
anode  tubes  above  and  below.  Motor  driven  table  with 
spot  film  (Scholz)  8-10  and  bucky  (undertable)  $6,500. 
Stainless  steel  "36”  tank  with  2 stainless  steel  10  gal. 
inserts  $155.  Miscellaneous  cassettes,  gloves,  lead  screen 
etc.  All  in  excellent  condition  with  10  years  of  solo  prac- 
tice usage.  Write  Mr.  William  Hopper,  1342  M St., 
Springfield,  Oregon  97477. 


TWO  USED  EXAMINATION  TABLES-$75  each.  MA  3-9020 
ext.  31,  Seattle. 


PONIES 


REG.  WELCH  MOUNTAIN  PONIES— For  sale.  The  versatile 
aristocrats  of  the  pony  breeds.  Write  for  descriptive  bro- 
chure and  price  list.  Shown  by  appointment.  Camelot 
Welsh  Pony  Farm,  R.  W.  Powers,  M.D.,  1327  Josh  Wilson 
Rd.,  Burlington,  Wash.  98233. 


Staff 

Physician 

The  Boeing  Company  invites  inquiries 
regarding  a permanent  position  in  the 
field  of  industrial  medicine.  The  doctor 
selected  will  assume  direction  of  all 
medical  facilities  at  Boeing’s  new  Central 
Fabrication  plant  in  Auburn,  Washing- 
ton. Responsibilities  will  include  indus- 
trial injury  care,  medical  job  placement, 
and  administrative  functions. 

The  position  offers  excellent  company 
benefits,  as  well  as  the  advantage  of  day- 
time, week-day  schedules.  Relocation 
allowances  are  paid  to  newly  employed 
personnel,  except  for  residents  of  Pierce, 
King,  Kitsap  and  Snohomish  counties. 

Experience  in  occupational  medicine  is 
desirable  but  not  required.  Candidates 
must  be  licensed  or  eligible  for  license 
to  practice  in  the  State  of  Washington. 

For  additional  information,  please  call 
(collect)  Mr.  Donn  Berg  at  (206) 
237-7626.  If  you  prefer  to  write,  please 
address  correspondence  to:  Mr.  Donn 
Berg,  The  Boeing  Company,  P.O.  Box 
707-CFU,  Mail  Stop  57-68,  Renton, 
Washington  98055.  Boeing  is  an  equal 
opportunity  employer. 


COMMERCIAL  AIRPLANE  DIVISION 
SUPERSONIC  TRANSPORT  DIVISION 
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Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 

Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  MEDICAL  SOCIETIES 


AM  A Annual— Chicago;  Atlantic  City, 
1967;  San  Francisco,  1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association— June 
28-July  1,  1967,  Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico— Oct.  4-7,  1966,  Tucson, 

Arizona. 

Sec.,  James  Nauman,  Tucson,  Anz. 

North  Pacific  Pediatric  Society — 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians  - British  Co- 
lumbia Society  of  Internal  Medi- 
cine, Oct.  28-29,  1966,  Vancouver, 
B.C. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 
Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association — 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society— 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June.  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres..  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 
UOMS  Alumni  Association 

Pres.,  I.  I.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 
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View  of  one  of  two  ample  parking  spaces  for  visitor  convenience  at  the  new 
Shadel  Hospital.  The  hospital,  designed  specifically  for  the  treatment  of  alcoholism, 
is  now  located  at  12001  Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100. 


The  setting  for  the  52-bed  hospital  combines  the  quiet  surroundings  and  peaceful 
atmosphere  of  a secluded  district.  The  design  is  both  modern  and  functional 
and  will  maintain  the  personal  and  homelike  atmosphere  which  has  been  synony- 
mous with  Shadel  Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


Library, 

Coi.ese  of  Phy .of  Phi 
19  South  22nd  Street, 
Philadelphia  3, Pa. 


— for  electrolyte  balance  plus  protein-sparing  nutrition 


As  you  well  know,  a plain  dextrose  solution 
does  not  contribute  toward  maintaining  elec- 
trolyte balance.  And  saline  solution  alone 
does  not  maintain  the  patient’s  nutritional 
state.  But  Polysal  “M”  satisfies  both  require- 
ments, and  can  be  relied  upon  for  mainte- 
nance until  oral  feeding  takes  over.  It  comes 
to  you  in  vacuum-sealed  Saftiflask®  “28” — 
ready  to  infuse.  Each  liter  of  Polysal  “M” 
supplies  the  mEq.  of:  Na,  40;  K,  16;  Ca,  5; 
Mg,  3;  Cl,  40;  and  HCCb*,  24;  with  dextrose 
in  2.5  %,  5 %,  and  10  % concentrations.  Up  to 
3 liters  daily  can  be  infused  without  causing 
potassium  overload. 

*By  metabolic  conversion  of  acetate. 


Also  available:  Regular  Polysal®  for  in- 
fusion immediately  following  surgery. 


Indications:  Multipurpose  parenteral  maintenance 
electrolyte  solution  is  recommended  in  cases  of  fluid 
loss  from  the  G.I.  tract;  postoperative  replacement; 
dehydration;  sodium  depletion;  acidosis  and  burns. 
For  medical,  surgical  and  pediatric  patients.  Dosage 
and  Administration:  Please  refer  to  package  insert  for 
pertinent  information  for  safe  and  effective  dosage 
under  various  indicated  conditions.  Precautions:  1. 
I.V.  administration  only.  2.  Use  of  K-containing 
solutions  is  always  deferred  until  presence  of  ade- 
quate urinary  flow  is  assured,  or  in  the  rare  cases 
where  it  has  been  determined  beyond  question  that 
carefully  regulated  K,  in  combination  with  other 
substances  provided  by  the  solution,  is  indicated  in 
spite  of  oliguria.  Constant  monitoring  of  patient’s 
clinical  and  lab  status  is  then  required.  Therefore, 
except  rarely,  K-containing  solutions  are  contra- 
indicated in  presence  of  anuria  or  severe  oliguria. 
Nor  is  their  use  advised  where  high  serum  K may  be 
encountered;  i.e.,  chronic  nephritis,  untreated  dia- 
betic acidosis,  Addison’s  disease,  severe  burns,  mas- 
sive traumatic  injuries.  3.  The  usual  precautions  on 
the  use  of  any  intravenous  solution  should  be  exer- 
cised. Read  direction  sheet  carefully.  Supplied:  In 
vacuum-sealed  Saftiflask®  “28” — with  2 Vi/0  Dex- 
trose, in  250  and  500  cc.;  with  5%  Dextrose,  in  500 
and  1000  cc.;  with  10%  Dextrose,  1000  cc. 


CUTTER  jPcd&tezt&ued.  • Berkeley,  California  94710 
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a sea  of  trouble 

for  pollen -sensitive  patients 


Artist's  depiction  of  Dwarf  Ragweed 
(Ambrosia  elatioi  L.)  and  pollen 


Benadryl 

(diphenhydraminehydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


PARKE-DAVIS 

PARKE,  DAVIS  i COMPANY,  Detroit.  Michigan  4323! 


• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness. dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 


utrexin 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRI 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTIO 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


"3 


; 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 

< LTR  2 2 ) 


I 


I 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK4F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only-  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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SENOKAPDSS 


a superior  dual-action  laxative 

to  soften  the  stool 

and  stimulate  its  movement 

predictably*  effectively  • gently 


The  clinical  superiority  of  SENOKAP  DSS  Capsules*  is  based  on  the  unique  combination  of  the  classic 
stool  softener— dioctyl  sodium  sulfosuccinate— with  standardized  senna  concentrate.  This  clinically 
established,  natural  vegetable  derivative  is  purified  and  standardized  for  uniform,  predictable,  virtually 
colon-specific  laxative  action. 


While  dioctyl  sodium  sulfosuccinate  helps  soften  the  hard  stools,  the  standardized  senna  concentrate 
component  in  SENOKAP  DSS  Capsules  gently  stimulates  the  myenteric  plexus  of  the  colon.  Taken  at 
bedtime,  SENOKAP  DSS  Capsules  usually  achieve  comfortable  evacuation  of  softer  stools  in  the  morning 


virtually  free  of  side  effects— excellent  patient  response 


Because  the  laxative  action  of  SENOKAP  DSS  Capsules  is  essentially  colon-specific,  it  is  virtually  free 
of  side  effects  at  proper  dosage  levels. ..meets  with  high  patient  acceptance.  Flexible  dosage  allows 
adjustment  to  individual  patient  requirements. 


Dosage  (preferably  at  bedtime):  Adults:  1-2  capsules  (maximum— 3 capsules  b.i.d.). 
Supplied:  Bottles  of  30  and  60  capsules.  *Bibliography  available  on  request. 


(standardized  senna  concentrate  and  dioctyl  sodium  sulfosuccinate) 


comfortable  evacuation  — usually  within  8-10  hours 


The  Purdue  Frederick  Company/Yonkers,  New  York 


©COPYRIGHT  1966,  THE  PURDUE  FREDERICK  COMPANY 


E-10266 


CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 

tfiOJEL  is  one  of  the  simplest,  yet  most  efficient  formu- 
las ever  compounded  to  treat  gastric  hyperacidity  of 
fc:  ulcer. 

i|  mixture  of  two  types  of  alumina  gel — one  reactive, 
fiiion-reactive.  The  antacid  gel  reduces  gastric  acid  to 
corrosive  levels,  and  the  demulcent  gel  prolongs  the 
l protective  effect.  Thus  pain  is  relieved  and  healing 
oted. 

pletely  alkali-free,  Amphojel  will  not  produce  an 


alkaline  reaction  in  the  stomach.  And  because  it  is  com- 
pletely non-absorbable  and  non-systemic,  Amphojel  has 
no  effect  on  acid-base  equilibrium  or  on  electrolyte- 
water  balance. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


MPHOJEL' 


JMINUM  HYDROXIDE  GEL,  WYETH 


I yeth  Laboratories 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


Winthrop  announces 
new 


ANTACID 
TABLETS 
AND  LIQUID 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


300- 


200 


WinGel 


Rate  of  0.1  N hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 

•Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis -from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)w.nGei,  trademark  reg  u.s.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  1 001 6 f l/tf//Tt/7FDp 


Finally  — a taste  your  patients  will  truly  like 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 

(Dimetane®  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AHf^OBINS 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


the  only  leading  compound 

■ ■ICIIO|lllCII  analgesic  that  calms 

With  Codeine  inStead  °f  cremates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 


and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


/IH-pOBINS 


Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming)  50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference:  Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 

Dis  Nerv  Syst  23 :450  (Aug)  1962  . ® 1966  HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES,  INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


NorinyL,* 

(norethindrone  2 mg.  c mestranoJ  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1'3>7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher.  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W.,  Moses. 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M , : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif,,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  ,PALO  ALTO.  CALIF 


tablets 


for  multiple  contraceptive  action 
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tvhy  wonder  about  a drug 


vhenyou  know 

9ECLOMY CYN 

)EMETHYLCHLORTETRACYCLINE 

s effective  b.Ld. 


Ifs  made  for  b.i.d. 


fective  in  a wide  range  of  everyday  infections  — respira- 
ry,  urinary  tract  and  others  — in  the  young  and  aged  — 
e acutely  or  chronically  ill  — when  the  offending  organ- 
ns  are  tetracycline-sensitive. 


intraindication—  History  of  hypersensitivity  to  demethyl- 
;lortetracycline. 

arning—  In  renal  impairment,  usual  doses  may  lead  to 
cessive  systemic  accumulation  and  liver  toxicity.  Under 
ch  conditions,  lower  than  usual  doses  are  indicated 
id,  if  therapy  is  prolonged,  serum  level  determinations 
ay  be  advisable.  A photodynamic  reaction  to  natural  or 
tificial  sunlight  has  been  observed.  Small  amounts  of 
ug  and  short  exposure  may  produce  an  exaggerated 
mburn  reaction  which  may  range  from  erythema  to 
vere  skin  manifestations.  In  a smaller  proportion,  pho- 
allergic  reactions  have  been  reported.  Patients  should 
oid  direct  exposure  to  sunlight  and  discontinue  drug  at 
e first  evidence  of  skin  discomfort. 


ecautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
)le  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


:derle  laboratories, 


A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Adaptation  from 
Shakespeare  Hare  Print 
Collection 


“ Give  me  a bowl  of  wine 

-in  this  I bury 

?all  unkindness” 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 

Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress,  Doctor,  in  your  rug- 
ged profession. 


Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 
24-page  folder,  “WINE  COOKERY  THE  EASY  WAY,”  which 
will  help  her  to  relax  in  the  kitchen  (and  help  you  at  the  bar- 
becue). We’ll  mail  it  to  you  (free)  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,”  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 

As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome— and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine,  Doctor— to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 
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JNew 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

f.  iabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


I.  itients  with  a past  history  of  moniliasis 

hr-m ' ’ 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HC1  activity  and  250,000  units  of  nystatin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 


tch  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache:  neuralgia,  myalgia,  and  musculo- 
skeletal pain:  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


CIBA 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


A special  report:  successful  experiment  in  communication 


EDITOR,  NORTHWEST  MEDICINE: 

An  innovative  promotional  event  was  added  to 
the  annual  meeting  of  the  Washington  Academy  of 
General  Practice  last  May.  There  were  107  nurses 
present  from  25  hospitals.  They  visited  the  scientific 
and  technical  exhibits  and  listened  to  lectures  by  the 
scientific  speakers.  The  lectures  were  followed  by 
question  and  answer  periods  with  a family  physician 
as  moderator. 

The  next  day,  236  high  school  students,  para- 
medical students  and  health  oriented  college  students 
from  42  schools  were  guests.  They  were  hosted  by 
physicians  at  exhibits,  luncheon  and  a health  career 
panel.  The  students  received  a final  inspirational 
message  from  Robert  Carter,  Assistant  Dean,  State 
University  of  Iowa  College  of  Medicine. 

results 

All  groups  concerned  with  the  meeting  were 
pleased  with  the  outcome.  There  was  strengthened 
rapport  between  physicians  and  nurses.  And  the 
meeting  stimulated  and  modified  the  interest  of 
students  in  health  careers.  The  programs  for  the 
students  and  nurses  were  so  enthusiastically  received 
that  the  WAGP  plans  to  offer  a similar  program 
for  its  1967  meet  in  Seattle. 

Evaluation  slips  were  returned  by  62  nurses  and  - 
73  students.  Of  them,  135  found  the  meeting  inter- 
esting with  many  adding  “very”  or  other  positive 
remarks.  Wish  to  attend  a similar  meeting  next 
year  was  indicated  by  132. 

The  nurses  were  free  with  their  praise  of  all 
aspects  of  the  meeting.  In  their  remarks,  26  nurses 
requested  more  lectures  at  future  meetings  even 
if  it  took  more  time. 

The  students  were  also  free  with  their  praise,  but 
hastened  to  point  out  the  deficiencies  in  adult  plan- 
ning for  adolescent  interest.  They  wanted  smaller 
groups,  more  time  with  hosts,  more  talkative  hosts, 
more  scientific  exhibits  and  more  attention  to  para- 
medical fields. 

There  were  12  scientific  or  clinical  exhibits  scat- 
tered throughout  the  exhibit  area.  There  were  banks 


of  x-rays;  two  types  of  artificial  hearts  busily  circu- 
lating colored  fluid;  medical  technicians  drawing 
blood,  typing  blood  and  demonstrating  agglutina- 
tions to  all  comers  while  pathologists  were  explain- 
ing an  automated  lab.  The  highlight  was  a port- 
able renal  dialysis  unit  with  a patient,  in  bed,  taking 
his  weekly  dialysis  and  at  the  same  time  explaining 
the  operation  of  the  unit  and  its  effect  on  him  and 
his  blood  stream!  As  would  be  expected,  the  nurses 
and  students  attended  these  exhibits  with  interest. 
The  exhibitors  made  a real  contribution  to  the 
education  of  all  viewers. 

The  technical  exhibitors,  the  lifeblood  of  scientific 
meetings,  were  not,  as  had  been  predicted,  skeptical 
about  the  project.  They  were  repeatedly  consulted 
before  the  meeting.  There  were  42  technical  exhibits 
instead  of  the  usual  25  and  additional  grants  were 
freely  given.  With  the  exception  of  three,  exhibitors’ 
comments  on  the  procedure  were  complimentary 
from  start  to  finish.  There  have  been  several  letters 
of  praise  from  the  companies  concerned. 

why  report  this  event? 

The  “vanishing  G.P.”,  as  some  national  publica- 
tions have  called  family  practitioners,  are  only  a seg- 
ment of  the  medical  profession.  Therefore  we  point 
this  message  at  all  physicians  and  all  members  of 
paramedical  fields:  a rapid  increase  in  population, 
increasing  technical  knowledge,  medicare  and  lay 
journals  and  other  public-opinion  makers  are  widen- 
ing the  gap  between  available  medical  service  and 
public  demand  and  are  isolating  the  various  medical 
services. 

Much  was  accomplished  by  this  dramatic  ex- 
pansion of  a state  scientific  session  to  the  para- 
medical, nursing  and  student  groups. 

The  interest  of  physicians  in  the  Academy  meet- 
ings has  been  strengthened.  And  the  stature  of  gen- 
eral practice  has  risen  in  the  eyes  of  the  family 
practitioners. 

Likewise,  the  image  of  family  practice  has  in- 
creased in  the  opinion  of  the  students  and  nurses. 
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Both  groups  have  become  ambassadors  of  good  will 
for  medicine  in  general  and  the  Academy  in  par- 
ticular. 

Because  the  educational  offerings  to  the  nurses 
were  sound  and  well-received,  the  patients  should 
also  benefit. 

The  students’  response  indicated  an  improved  con- 
cept of  health  careers.  All  have  a warmer  feeling 
toward  medicine  and  some  were  directly  influenced 
to  enter  the  field  of  medicine.  Interestingly  enough, 
some  of  the  warmest  comments  and  frankest  criti- 
cisms come  from  student  advisors  or  counselors  who 
were  accompanying  the  students. 

Technical  and  scientific  exhibitors  discovered  a 
delightful  and  receptive  new  audienoe  to  comple- 
ment their  customary  physician  attendance. 

And  lastly,  the  quality  of  the  meeting  seems  to 
have  been  higher  than  usual.  The  atmosphere  was 
cheerful  and  lively;  friendly  and  warm.  Lectures  were 


good  and  well-received.  Everyone  seemed  alert  and 
interested. 

recommendations 

This  endeavor  should  become  an  annual,  regional 
program  in  every  state.  When  possible,  it  should  be 
in  conjunction  with  a large  medical  meeting. 

For  a future  program,  the  recommendations  of  the 
guests  should  be  studied.  The  nurses  need  more  lec- 
tures and  more  hosts.  The  students  need  more  hosts 
and  more  paramedical  information.  The  hosts  would 
find  it  helpful  to  have  training.  Communication 
through  hospitals  and  schools  needs  to  be  improved. 

JESSE  Q.  SEWELL,  M.D. 

Harrington,  Washington 

LEEON  ALLERJR.,  M.D. 

Snohomish,  Washington 


Wendell  H.  Hutchens,  M.D,,  Medical  Director — Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland,  Oregon  97216 
Inquiries  invited  Phone:  252-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


MOKNINGSIDE 

HOSPITAL 


Neuroses 


Comprehensive  treatment  of  psychiatric  conditions 
Intensive,  individualized  programs 
All  treatment  modalities  available 
Occupational  and  recreational  therapy 
Long  or  short  term  care 
• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
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“son 

pouwoir 

aiitiemeticpie 

est  el eve’” 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44: 648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine 


SEARLE 


relied  on  round  the  world  ■ 

Dramamine 

■ ■ brand  of  ■ ■ • « 

dimenhydrinate 

classic  antinauseant 


Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 


726 

Northwest  Medicine,  September  1966 


EDITORIAL 


The  Compleat  Clinicians 


The  wonderfully  entertaining  exasperations  of 
the  author  of  “The  Compleat  Clinician”  in  this 
issue,  serve  note  that  the  adventuresome  spirit  of 
science  still  prevails  on  the  front  lines  of  clinical 
practice.  There  was  a time,  and  not  long  ago,  when 
almost  all  of  the  so-called  medical  research  was 
performed  by  clinicians  without  fancy  laboratories 
of  gadgets.  The  frustrations  of  “making  do”  under 
these  circumstances  were  great  and,  I might  add, 
have  not  been  resolved  by  the  outcropping  of  insti- 
tutes and  institutional  researchers.  Most,  if  not  all, 
ivory  tower  investigators  are  plagued  by  the  same 
kind  of  problems  as  are  described  in  the  foray  into 
development  of  a cooling  device  to  forestall  post 
TUR  bleeding.  What’s  more,  most  of  us  are  so 
plagued  by  servitude  to  our  instruments  and  ma- 
chines that  we  look  with  longing  at  the  rewards  of 
doctoring  without  a commitment  to  the  laboratory, 
and  some  of  us  frequently  escape  with  pleasure 
to  the  pragmatic  but  usually  more  rewarding  practice 
of  the  art  in  the  office  or  at  the  bedside. 

Of  course,  despite  the  tendency  for  doctors  to 
divide  themselves  up  between  academicians  and 
practitioners  and  never  the  twain  shall  meet,  the 
pure  fact  is  that  both  groups  have  to  be  both  humani- 
tarian and  scientist.  Put  another  way,  all  academic 
clinical  investigators  are  primarily  concerned  for 
human  welfare,  even  though  they  may  be  doing 
things  to  funny  little  animals  and  conversely,  each 


practitioner  is  a clinical  investigator  who  sifts  and 
compiles  experience  and  often  comes  up  with  new 
solutions  to  old  problems. 

It  seems  to  me  that  the  academic  community 
needs  to  foster  more  clinical  investigation  on  the 
part  of  the  clinicians  and  be  prepared  to  offer  labora- 
tory space,  equipment  and  technical  help  where 
they  are  needed.  Today  we  have  an  ever  increasing 
number  of  well-trained  practitioners  who  have  had 
considerable  past  experience  in  the  areas  of  clinical 
and  laboratory  investigation.  At  the  same  time  we 
have  more  facilities  where  a doctor  who  thinks  he 
has  a good  idea,  or  has  an  itch  about  a question  can 
go  and  work  it  out.  When  he  does,  as  did  our  current 
author,  I hope  he  will  maintain  his  critical  demeanor 
in  the  face  of  ivory  tower  advice  because  it  is 

“Woe  to  those  who  go  down  to  Egypt  for  help 
and  rely  on  horses,  who  trust  in  chariots  be- 
cause they  are  many  and  in  horsemen  because 
they  are  very  strong—”6 

In  any  case,  now  that  we  have  the  background, 
we  can  wait  expectantly  for  the  clinical  trial  in  a 
large  group  of  patients.  J.T.D. 


♦Isaiah  31 :1 
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good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


till  III  | - - - - t - - - - | I"--!'"'!  I | | 

^ -r  too  p>  ' ' « 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

60054 1 
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The  Congenitally  Malformed 

IX  Congenital  Malformation  and  the  Low  Birth  Weight  Infant 

S.  GORHAM  BABSON,  M.D./HAROLD  T.  O S T E R U D,  M.D./ 

HAVELOCK  THOMPSON,  M.D.,  Portland,  Oregon 

Although  the  percentage  of  total  births  is  low  for  the  small  immature, 
small  mature  and  large  immature  infa7it  groups,  the  percentage  of  birth  defects 
as  well  as  mortality  associated  with  birth  defects  is  very  high  for  these  groups. 
Thus,  growth  disturbances,  relative  under  or  over  nutrition  in  utero,  as  well  as 
prematurity,  are  associated  with  a high  risk  of  congenital  malformation. 

Some  maternal  conditions,  placental  abnormalities  and  neonatal  variations 
are  associated  with  an  increased  likelihood  of  congenital  malformation.  Attention, 
to  these  warning  signs  will  aid  the  physician  in  early  identifcation  of  potentially 
lethal  but  possibly  correctable  defects  in  the  newborn. 


The  World  Health  Organization  has  recom- 
mended substitution  of  the  term  “low  birth 
weight  infant”  for  that  of  “premature  infant"  to 
designate  the  infant  weighing  5-1/2  pounds  or 
less  at  birth.  This  change  allows  recognition  of 
an  estimated  40  per  cent  of  the  infants  who  are 
“premature”  by  weight  but  are  of  term  gestation 
(37  weeks  or  more).  Public  health  groups  and 
the  American  Academy  of  Pediatrics  also  have 
urged  the  adoption  of  this  new  terminology  in 
view  of  the  distinct  clinical  problems,  care  re- 
quirements and  prognosis  of  the  premature  in- 
fant as  contrasted  with  those  of  the  low  birth 
weight  term  infant. 

One  aspect  of  these  differences  is  reported 
here,  i.e.,  the  higher  incidence  of  congenital 
malformation  in  the  premature  and  in  the  small 
infant  compared  with  one  another  as  well  as 
with  other  infant  groups.  Mortality,  in  the  pres- 
ence of  congenital  malformation,  will  be  classi- 
fied by  both  birth  weight  and  gestational  age. 
Since  many  potentially  lethal  malformations  are 
correctable  if  identified  early,  warning  signs  of 
hidden  anomalies  during  pregnancy  and  at  birth 
will  be  discussed. 

methods 

Congenital  malformations  recorded  on  Oregon 
birth  and  death  certificates  for  1957-1961,  sup- 
plemented with  data  from  clinical  records  and 
autopsy  reports,  were  compared  by  birth  weight 
and  length  of  gestation  to  a standard  popula- 


tion of  births.  The  standard  population  used  was 
the  group  of  34,407  single  live  births  recorded  in 
Oregon  for  the  year  1963.°'  The  classification 
used  is  similar  to  that  of  Yerushalmy  et  al, 
shown  in  table  one.- 

Table  1 

Birth  Weight  Gestation 

Classification  Group  Lb.-Oz.  Weeks 

Very  small 

infant  group  I 3-8  or  less  all  gestations! 

Small  immature 

infant  group  II  3-9  to  5-8  less  than  37 

Small  mature 

infant  group  III  3-9  to  5-8  37  or  more 

Large  immature 

infant  group  IV  5-9  or  more  less  than  37 

Large  mature 

infant  group  V 5-9  or  more  37  or  more 

tThe  very  small  infant  includes  a small  number  (5.6%) 
of  infants  of  37  weeks  or  more  gestation. 

This  study  underestimates  the  true  incidence 
of  malformation  in  low  birth  weight  infants.8 
Only  20  per  cent  of  the  deaths  recorded  on 
Oregon  death  certificates,  as  death  due  to  pre- 
maturity, were  autopsied.  Certainly  more  mal- 
formations would  have  been  discovered  in  the 


*1963  was  selected  as  the  standard  population  as  it  is  the 
mid-year  in  a comprehensive  study  of  malformations. 
The  distribution  of  single  births  did  not  appear  to  vary 
significantly  in  previous  years. 
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Table  2 

Congenital  malformations  recorded  on  Oregon  birth  and  death  records,  1957-1961,  rates  per  1000 
live  births,  classified  by  birth  weight  and  gestation  and  compared  to  a standard  population  of  single 
live  births.? 

Population  With 

Standard  Population!  Congenital  Malformations! 


linfant 

Born 

Died  Under 

Total 

Group  Classification 

Births 

Deaths 

Alive 

1 Year 

Deaths 

I 

Very  small  infant 

9.8 

6.9 

25.1 

2.7 

13.1 

II 

Small  immature  infant 

18.8 

2.4 

67.7 

13.1 

39.3 

III 

Small  mature  infant 

27.9 

1.3 

90.1 

21.3 

53.5 

IV 

Large  immature  infant 

14.8 

0.8 

26.8 

3.8 

12.0 

V 

Large  mature  infant 

928.6 

8.3 

790.2 

127.8 

298.2 

TOTALS 

1,000.0 

19.7 

1,000.0 

168.7 

416.1 

iBased  on  data  from  Vital  Statistic  Section  of  Oregon  State  Board  of  Health. 

^Standard  population  refers  to  the  distribution  by  birth  and  gestation  of  34,407  single  live 
births  (in  rates  per  1,000);  infant  deaths  includes  678  infants  who  died  under  1 year  of  age; 
Oregon,  1963. 

||Group  classification  was  modified  from  that  of  J.  Yerushalmy,  Amer  J of  Dis  Child 
109:43-57,  1965. 

tPopulation  with  congenital  malformations  refers  to  1,831  single  live  births  including  762  who 
later  died  (309  of  which  were  under  1 year  of  age)  with  congenital  malformations,  Oregon, 
1957-1961. 


remaining  80  per  cent.  In  addition,  the  accuracy 
of  gestational  age  as  estimated  on  the  birth  certif- 
icates can  be  questioned.  Recording  of  the  data 
of  the  last  menstrual  period  would  undoubtedly 
increase  the  accuracy  of  this  data. 

results 

Table  two  presents  the  1957-1961  births  and 
deaths  with  congenital  malformations  compared 
to  a standard  population  of  births  and  deaths 
and  classified  according  to  table  one  (all  data 
are  presented  in  numbers  per  1,000  live  single 
births ) . 

Figure  one  demonstrates  differences  in  the 
incidence  of  death  associated  with  congenital 
malformations  in  five  categories  of  birth  weight 


DEATHS  WITH  CONGENITAL  MALFORMATIONS  COMPARED  TO 
A STANDARD  POPULATION  OF  SINGLE  BIRTHS  IN  OREGON 


INFANT  GROUP 
CLASSIFICATION 


IV 


[-X-3  Percenl  distribution  of  single 
births  in  slondord  population 

■ Percent  distribution  of  single 
births  dying  with  congenitol 
malformations 


! 


and  gestation  for  single  births  occurring  in  the 
State  of  Oregon. 

analysis  of  results 

These  data  indicate  the  following  associations 
of  congenital  malformations  in  infants  divided 
into  groups  dependent  on  weight  as  well  as 
gestation. 

1.  Births  of  infants  with  congenital  anomalies 
occurred  two  to  four  times  more  frequently  in 
the  first  four  groups  as  in  the  large  mature 
infant  group  V. 

2.  Thirty-four  per  cent  of  all  deaths  with  con- 
genital anomalies  occurred  in  six  per  cent  of 
infants  who  were  5-1/2  pounds  or  less  at  birth 
(groups  I,  II,  and  III). 

3.  A higher  proportion  of  these  deaths  occurred 
in  undersized  mature  infants  (group  III)  than 
in  premature  infants. 

4.  The  large  immature  infant  (group  IV)  has 
malformation  incidence  double  that  of  the  large 
mature  infant  (group  V). 

Thus,  growth  disturbances,  relative  under  or 
over-nutrition  in  utero,  as  well  as  prematurity, 
are  associated  with  a high  risk  of  congenital 
malformation  in  the  infant. 


maternal  conditions  associated  with 
congenital  abnormalities 

The  physician  should  anticipate  the  problem 
of  high  incidence  of  congenital  anomalies  in  low 
birth  weight  infants.  Early  discovery  may  allow 
correction  of  defects  which  may  be  lethal  if 
recognition  is  delayed.  The  physician  should  be 
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alerted  to  the  possibility  of  hidden  congenital 
malformations  by  attention  to  maternal  and 
perinatal  warning  signs. 

History  of  complicated  pregnancies  indicates 
the  likelihood  of  similar  complications  in  subse- 
quent pregnances.  History  of  low  birth  weight 
infants,  or  multiple  abortions,  or  both,  is  fre- 
quent in  the  family  of  both  the  premature  infant 
and  the  undersized  mature  infant.  Previous  low 
birth  weight  infants,  especially  those  known  to 
have  malformations,  may  provide  clues  to  spe- 
cific inherited  anomalies  likely  to  recur.  Habitual 
abortions  has  been  associated  with  hidden  fam- 
ilial chromosomal  abnormalities,  and  indicates 
a need  for  investigation  of  parents’  chromosomes. 
Over  one-third  of  abortions  have  demonstrable 
chromosomal  anomalies  as  opposed  to  less  than 
one  per  cent  in  full  term  infants.4  The  incidence 
of  such  malformations  in  premature  and  under- 
sized mature  infants  must  be  relatively  high. 

In  addition,  a history  of  abnormally  large 
infants  is  known  to  be  associated  with  maternal 
diabetes,  which  is  also  associated  with  increased 
risk  of  malformation  in  the  infant,  particularly 
hypoplasia  of  the  long  bones  of  the  lower  ex- 
tremity. 

In  dizygous  twinning,  a highly  familial  con- 
dition, infants  are  usually  small  and  more  likely 
to  be  malformed  than  single  large  infants. 

Complicated  pregnancies  should  alert  the 
physician  to  increased  risk  of  a defective  fetus. 
Certain  acute  viral  infections  occurring  in  the 
first  trimester  may  be  carried  to  the  embryo  and 
cause  deformities.  Exposure  of  the  mother  to 
radiation  or  teratogenic  drugs  increases  risk  to 
the  fetus.  Hypothyroidism  or  abnormality  in  the 
genital  tract  in  the  mother  also  increase  hazard 
to  normal  fetal  development. 

Among  the  most  important  prenatal  signs  of 
fetal  congenital  abnormality  are  those  of  amni- 
otic  fluid  or  excess  or  decrease. 

Hydramnios  (accumulation  of  over  2 liters  of 
amniotic  fluid)  is  associated  with  fetal  malfor- 
mations in  over  50  per  cent  of  affected  preg- 
nancies. Most  frequently  associated  defects  are 
stenosis  or  atresia  in  the  gastrointestinal  tract 
and  serious  central  nervous  system  malformation. 
Prevention  of  absorption  of  amniotic  fluid  by 
the  fetal  gastrointestinal  tract  in  the  former,  or 
interference  with  the  swallowing  mechanism  in 
the  latter  prevents  normal  fetal-maternal  transfer 
of  the  amniotic  fluid.  Bile-strained  amniotic  fluid 
may  signify  fetal  regurgitation  associated  with 
intestinal  obstruction.  Toxemia,  erythroblastosis 


and  twinning  may  also  be  associated  with  hy- 
dramnios. 

A decreased  amount  of  amniotic  fluid,  oligo- 
amnios, may  indicate  severe  renal  anomalies  in 
the  fetus,  since  amniotic  fluid  accumlation  is  de- 
pendent upon  the  addition  of  fetal  urine.  Chronic 
loss  of  amniotic  fluid  through  a small  leak,  pla- 
cental insufficiency  due  to  postmaturity,  or  fetal 
death  may  also  produce  oligoamnios. 

Fetal  signs  are  important.  Abnormal  fetal 
activity,  particularly  inactivity  or  loss  of  fetal 
movement,  may  indicate  neuromuscular  or  cen- 
tral nervous  system  disease.  A disproportion  be- 
tween the  size  of  the  fetus  and  estimated  gesta- 
tional age  should  alert  the  physician  to  a fetal 
problem. 

Natal  warning  signs  of  congenital  fetal  anom- 
aly include  placental  abnormalities,  such  as  two 
vessel  cord  (one  umbilical  artery).  This  abnor- 
mality occurs  in  approximately  1 per  cent  of  all 
deliveries  and  is  associated  in  10-50  per  cent  of 
affected  infants  with  major  congenital  malforma- 
tions. Velamentous  insertion  of  the  cord,  particu- 
larly in  monozygotic  twins  (invariable  attached 
to  the  smaller  twin)  has  an  increased  association 
with  congenital  malformations. 

neonatal  observations  indicative  of  possible  anomaly 

When  maternal  complications  or  placental 
variations  have  been  noted,  or  the  infant  is 
premature  or  of  large  or  small  size  for  his  gesta- 
tion, careful  examination  is  of  particular  im- 
portance. Specific  investigations  include  the 
following  (avoidance  of  cold  exposure  and  ob- 
servance of  medical  judgment  in  handling  the 
infant  within  the  limits  of  his  size  and  maturity 
must  be  employed): 

1.  Pass  a 2-hole  catheter,  number  12,  to  deter- 
mine patency  of  the  esophagus  and  record  the 
amount  and  color  of  the  gastric  fluid  obtained. 
Over  15  ml  is  unusual,  and  fluid  with  a green 
color  strongly  suggests  intestinal  atresia  (me- 
conium passage  associated  with  fetal  asphyxia 
stains  amniotic  fluid  green  and  when  swallowed 
may  produce  a similar  color). 

2.  With  the  same  catheter,  check  the  patency 
of  the  anus  and  rectum,  also  noting  the  type  and 
color  of  meconium  present.  Absence  of  greenish- 
black  meconium  suggests  intestinal  obstruction, 
and  rubbery  meconium  may  indicate  obstruction 
due  to  a meconium  plug. 

3.  In  the  presence  of  early  respiratory  distress 
or  cyanosis,  pass  a catheter  into  each  nostril  for  a 
distance  of  2-3  cm  to  evaluate  choanal  patency. 
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In  addition,  an  immediate  chest  x-ray  may  define 
such  conditions  as  diaphragmatic  hernia,  lung 
defects,  or  abnormal  cardiac  contours  or  position. 

4.  Consider  genito-urinarv  defects  by  palpata- 
tion  for  variation  in  kidney  size  or  position,  and 
later  observe  for  urinary  dribbling  or  delay  in 
urination. 

5.  Look  for  physical  deviations  known  to  have 
frequent  association  with  specific  malforma- 
tions e.g., 

a.  twn  vessel  cord  and  major  anomalies 

b.  misshapen  or  low'  set  ears  and  renal 
anomalies 

c.  lymphedema  and  Turner’s  syndrome 

d.  hypertelorism  and  congenital  heart  dis- 
ease 

e.  cleft  palate,  and  other  system  abnormal- 
ities 

f.  Mongolism  and  congenital  heart  disease 


g.  variations  in  head  shape  and  size  and 
central  nervous  system  disease 

6.  The  presence  of  one  major  anomaly  is  fre- 
quently associated  with  others  (25  per  cent). 
Three  or  more  anomalies  suggest  a chromosomal 
defect  (10  per  cent). 

summary 

A six-fold  increase  in  incidence  of  mortality 
among  infants  with  birth  defects  occurs  in  small 
premature,  undersized  mature  and  large  pre- 
mature infants  over  that  found  in  normal-sized, 
mature  infants.  Thus,  growth  disturbances,  rela- 
tive under  or  over  nutrition  in  utero  as  well  as 
prematurity  are  associated  with  a high  risk  of 
congenita]  malformation.  Attention  to  warning 
signs  will  aid  the  physician  in  early  identification 
of  potentally  lethal  but  possibly  correctable  de- 
fects in  the  newborn 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 
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abstracto 

A pesar  dc  epic  el  porcentaje  total  de  nacimic- 
ntos  es  bajo  para  los  grupos  de  inmaturos  chicos, 
maturos  chicos  e inmaturos  grandes,  el  procentajc 
total  de  muertes  debido  a defectos  congenitos  es 
mas  also  para  estos  grupos.  De  tal  manera  que, 
trastornos  de  crecimiento,  baja  nutricion  o sobre 
alimentacion  relativa  en  utero  y prematuridad, 
que  son  causas  de  nacimientos  prematuros  y bajo 
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peso  al  nacer,  estan  asociados  con  tin  alto  riesgo 
de  malformaciones  congenitas. 

Algunas  condiciones  maternas,  an ormalidades 
de  la  placenta  y varkiciones  neonatales  estan 
asociadas  con  mayores  probabilidades  de  mal- 
formaciones congenitas.  La  atencion  a estos  sig- 
nos,  ayudara  al  medico  a la  deteccion  temprana 
dc  defectos  potencialmente  mortales  pero  posi- 
blemente  corregibles  en  el  recien  nacido. 
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The  Compleat  Clinician 

LOUIS  J.  SCHEINMAN,  M.D.,  Seattle,  Washington 

Cool  research  on  cooling  the  prostatic  bed  helps  the  patient  cool  his 
hospital  bed.  The  compleat  clinician  keeps  cool  when  met  by  cold  stares. 


Are  you  engaged  in  the  private  practice  of 
medicine?  Do  you  pay  monthly  phone  bills, 
laundry  bills,  salaries,  bills  for  office  rent  and 
office  supplies,  quarterly  federal  and  state  taxes? 
Is  practice  sometimes  too  busy  and  sometimes  too 
slow?  Are  the  journals  piling  up? 

Now,  one  more  question.  Did  you  ever  get 
the  urge  to  do  research,  write  a paper,  or  were 
you  discouraged  by  lack  of  fancy,  university- 
type  laboratories  with  animals,  equipment,  large 
volumes  of  ward  patients,  eager  interns,  typists 
and  librarians  to  do  the  labor  and  literature 
research?  Maybe  you  had  an  idea  for  clinical 
research.  I did.  Let  me  tell  you  about  it. 

prostate  problems 

My  specialty,  urology,  faces  the  almost  daily 
problem  of  post-prostatectomy  bleeding.  The 
sooner  it  stops,  the  sooner  we  can  remove  the 
catheter  and  get  the  patient  out  of  the  hospital. 
If  the  postoperative  bleeding  period  could  be 
shortened  by  only  one  day,  annual  savings 
throughout  the  country  would  amount  to  thous- 
ands of  dollars. 

Various  hemostatic  medications  have  been 
used,  (Adrenosem,  Premarin,  Mephyton,  Ami- 
car)  with  variable  and  dubious  success.  Pres- 
sure (by  traction  on  the  Foley  bag)  may  halt 
bleeding  from  large  venous  sinuses  but  doesn’t 
seem  to  arrest  capillary  ooze,  and  may  damage 
the  sphincter  muscle.  Cooling  has  been  tried, 
by  means  of  cold  irrigating  fluid  during  trans- 
urethral resections  and  by  rectal  instillation  in 
the  immediate  postoperative  period.  My  feeling 
about  the  latter  has  been  cool,  if  not  cold. 

thermal  theory 

It  occurred  to  me  that  the  strategic  location 
for  the  application  of  local  hypothermia  would 
be  in  the  Foley  bag  of  the  urethral  catheter 
which  lies  on  and  above  the  prostatic  fossa. 
By  reducing  blood  flow,  and  even  thrombosing 
oozing  vessels  at  the  operative  site,  more  rapid 
hemostasis  could  be  achieved.  Although  this  idea 
is  not  original,  I have  not  seen  it  published  in 
a national  medical  journal. 

It  seemed  so  simple.  All  I needed  was  a special 


retention  catheter  having  two  inlets  to  the  Foley 
bag  instead  of  one  (to  allow  for  continuous  flow 
of  chilled  water),  some  metal  coils  to  put  in  a 
bucket  of  ice,  and  a pump  to  circulate  the  water 
through  the  iced  coils  and  then  through  the 
Foley  bag.  By  continuous  flow  in  closed  circuit, 
the  operative  bed  could  be  chilled  for  several 
hours  thus  reducing  bleeding. 

A friend,  Mr.  A1  Hender,  our  ACMI°  repre- 
sentative, was  most  cooperative.  A few  weeks 
after  telling  him  what  I wanted,  he  brought 
three  catheters  made  to  order  for  my  research 
project.  (They  then  lay  in  the  back  of  my  car 
for  a year.) 

elusive  equipment 

The  pump  and  coils  were  next  on  the  list. 
Having  heard  that  such  a pump  was  used  during 
open  heart  surgery,  I approached  a few  of  my 
surgical  acquaintances. 

My  best  lead  was  to  the  Pacific  Northwest 
Research  Foundation,  a location  started  by 
donation  and  continued  by  various  grants  for 
the  research  projects  (chiefly  endocrinologic 
and  physiologic)  being  therein  pursued.  A tech- 
nician there  was  most  helpful.  He  gave  me  a 
few  discarded  aluminum  coils  and  located  a 
blood  perfusion  pump  which  did  not  work.  He 
also  telephoned  the  only  local  outfit  which  made 
these  pumps,  and  we  were  quoted  a price  — 
$1,300.00!!  This  slowed  me  down  considerably. 
(I  stored  the  coils  in  my  car  next  to  the  cathe- 
ters. ) 

I looked  elsewhere  for  a pump.  It  seems  there 
are  two  types,  roller  and  finger,  whose  names 
are  descriptive  as  to  how  they  cause  the  sterile 
liquid  contents  of  rubber  tubing  to  flow. 

grants  gone 

My  next  thought  was  to  obtain  a grant  to 
purchase  a pump.  I came  across  a booklet 
entitled  “Life  Insurance  Medical  Research  Fund”. 
Who  else  would  be  more  interested  in  reducing 
hospital  costs?  The  insurance  companies  ought 
to  go  for  my  idea. 


•American  Cystoscope  Makers,  Inc. 
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I was  mistaken.  As  I perused  this  pamphlet 
I learned  that  this  fund  was  20  years  old,  has 
given  out  almost  $20,000,000  in  grants  and  is 
supported  by  over  140  insurance  companies. 
However,  basic  research  is  favored,  and  medical 
school  affiliation  seems  a requirement.  A few 
titles  of  projects  receiving  grants  are:  Catechola- 
mines in  Cardiac  Inotropic  Responses,  Quinone 
Function  in  Cytochrome  Oxidase  and  Heart  Mus- 
cle Mitochondria,  Chemical  and  Enzymatic 
Studies  of  Polynucleotides,  Sodium  and  Water 
Transfer  Across  Single  Renal  Tubles;— certainly 
too  rich  a diet  for  the  independent  practitioner. 
I wrote  an\wvay  and  received  a rather  discourag- 
ing reply— besides,  their  awards  had  all  been 
made  for  the  year. 

Then  in  desperation,  I wrote  the  following 
letter: 

Secretary 

Department  of  Health,  Education  & Welfare 
Washington,  D.C. 

Dear  Sir: 

I’m  interested  in  obtaining  a grant  for  clinical 
research  which  I understand  is  given  by  the  National 
Institutes  of  Health,  a subsidiary  of  your  depart- 
ment. I would  prefer  that  this  grant  not  be  obtained 
through  the  medical  school  in  my  town.  I am  affili- 
ated with  several  excellent  hospitals,  all  of  which 
are  eager  to  accommodate  my  clinical  research. 

Please  advise  me  of  what  is  available  and  how  I 
might  apply. 

Very  truly  yours, 

LOUIS  J.  SCHEINMAN,  M.D. 

and  received  the  following: 

Louis  J.  Scheinman,  M.D. 

626  Stimson  Building 
Seattle,  Washington  98101 

Dear  Dr.  Scheinman: 

The  Public  Health  Service  may  award  a grant  to 
an  appropriate  non-profit  institution  or  public  author- 
ity, on  behalf  of  an  investigator,  to  pay  the  costs  of 
salaries,  equipment,  supplies  and  other  expenses  of 
research,  provided  that  the  research  is  on  a problem 
of  health  or  disease,  including  related  research  in 
the  biological,  behavioral  or  physical  sciences,  and 
that  the  proposal  is  deemed  by  our  consultant  re- 
viewers to  be  of  sufficient  scientific  merit.  In  assess- 
ing this  merit,  the  reviewers  consider  the  significance 
of  the  proposed  investigation,  the  validity'  and 
feasibility'  of  the  approach,  the  qualification  of  the 
investigators  for  the  work  to  be  done,  the  adequacy 
of  the  available  facilities  and  other  resources,  and 
the  appropriateness  of  the  requested  budget. 

In  requesting  a grant  from  the  Public  Health 
Service  for  a research  project,  you  would  need  to 
submit  to  us  a formal  application  which  gives  the 
details  of  your  plans  and  the  funds  that  you  would 


require.  Enclosed  for  your  use  is  a set  of  applica- 
tion forms  with  instructions  for  completing  the  forms 
and  a copy  of  “Public  Health  Service  Grants  for  Re- 
search Projects,  Policy  Statement.” 

Applications  received  in  this  office  before  June  1, 
1966,  will  be  scheduled  for  review  at  the  meetings 
of  the  National  Advisory  Councils  and  Committees 
in  November.  Information  on  subsequent  deadlines 
appears  in  the  instructions  included  with  the  research 
grant  application  kit. 

Sincerely  yours, 

MORDECAI  H.  GORDON,  PH.D. 

Deputy  Chief 
Research  Grants  Review'  Branch 
Division  of  Research  Grants 

The  aforementioned  application  forms  were 
never  received.  I w'as  being  introduced  to  the 
subtile  sport  of  Grantsmanship. 

inactive  interlude 

Time  passed.  I w'as  busy.  I lost  interest  in 
the  idea  of  research.  Then  one  evening  I dis- 
cussed my  project  informally  at  dinner  prior  to 
a hospital  meeting.  One  of  the  doctors  at  my 
table,  John  Hansen,  Chief  of  Anesthesiology  at 
Seattle’s  Harborview  Hospital,  solved  my  prob- 
lem a few  days  later  by  sending  me  a circular 
describing  a perfusion  pump  that  worked  on  a 
different  principle  and  cost  only  $37.50! 

Would  this  pump  deliver  at  enough  pressure 
to  keep  a 30  cc  Foley  bag  inflated? 

The  Chemical  Rubber  Company 
2310  Superior  Avenue 
Cleveland,  Ohio  44114 

Gentlemen: 

I am  interested  in  your  pulsation  pump  (Cat.  No. 
207/55). 

My  project  entails  keeping  the  Foley  bag  of  a 
Foley  catheter  inflated  (in  a closed  circuit,  of 
course).  The  purpose  is  to  pump  ice  water  continu- 
ously through  a cooler  and  into  the  catheter  bag. 
Would  your  pump’s  pressure  be  adequate  to  main- 
tain distention  of  this  rubber  bag? 

Very  truly  yours 

LOUIS  J.  SCHEINMAN,  M.D. 


Louis  J.  Scheinman,  M.D. 

626  Stimson  Building 
Seattle,  Washington 

Gentlemen : 

We  refer  to  your  letter  of  March  14th  regarding 
the  Pulsation  pump. 

The  pump  can  produce  pressure  of  up  to  10  PSI 
which  should  be  sufficient  to  keep  the  bag  inflated. 
We  can  add  that  the  pump  can  maintain  an  almost 
constant  rate  of  flow  varying  only  with  normal 
fluctuation  of  voltage  in  your  power  line. 
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By  using  an  inexpensive  powerstat  or  other  vari- 
able voltage  transformers  of  15  watt  capacity  to 
vary  the  pump’s  input  power,  extremely  low  flow 
rates  (down  to  a few  drops  per  minute)  or  cali- 
brated flow  rates  can  be  obtained. 

We  enclose  our  latest  brochure  and  literature  on 
this  unit. 

Sincerely  yours, 
The  Chemical  Rubber  Co. 

HAROLD  GERSTEN 

Purchasing  Agent 

How  much  pressure  is  10  PSI  (pounds  per 
square  inch)?  I inflated  a Foley  bag  in  the 
office  and,  leaving  the  30  cc  syringe  attached, 
placed  2 lbs.  of  books  on  top  of  the  plunger. 
The  bag  stayed  inflated. 

Harold  Gersten 

The  Chemical  Rubber  Co. 

2310  Superior  Avenue 
Cleveland,  Ohio 

Dear  Sir: 

I would  like  to  order  a Vibrostaltic  Pulsation  pump 
catalogue  #305. 

Enclosed  is  a check  for  $37.50. 

Very  truly  yours, 

LOUIS  J.  SCHEINMAN,  M.D. 

This  pump  works  by  a somewhat  different 
principle  than  the  finger  and  roller  pump.  A bar 
alternately  compresses  and  releases  rubber  tub- 
ing 120  times  a minute.  A pinching,  spring  clip 
on  the  tubing  on  one  side  of  the  pump  allows 
fluid  through  (when  compression  occurs)  but 
not  back  (when  releasing  occurs).  In  this  man- 
ner, fluid  is  propelled  through  the  tubing  in  the 
direction  of  the  spring  clip. 

preliminary  proof 

I first  tried  my  contraption  at  home,  filling 
metal  coils  and  attached  rubber  tubing  with 
water,  setting  the  coils  in  hot  water  then  inflating 
the  Foley  bag  and  attaching  its  two  ends  to 
the  tubing  thus  forming  a closed  circuit.  I 
started  the  pump,  and  in  moments  the  inflated 
Foley  bag  became  hot.  It  worked!! 

My  next  demonstration  was  in  the  recovery 
room  at  Seattle  General  hospital.  Mrs.  Chichester, 
the  nurse  in  charge,  was  most  cooperative  and 
very  interested.  We  filled  a bucket  with  ice 
to  cool  the  coils.  Then  I filled  the  tubing  with 
water  and  again  hooked  up  to  one  of  my  special 
double-tailed  Foley  catheters.  With  the  pump 
working,  the  bag  soon  became  quite  cool,  al- 


though a thermometer  placed  close  to  the  Foley 
bag  in  the  catheter  tip  showed  only  a few 
degrees  drop.  The  rest  of  the  catheter,  too,  did 
not  feel  cool,  probably  because  of  the  narrowness 
of  the  passages  to  the  inflatable  portion  and  the 
thick,  surrounding,  non-conducting  rubber.  This 
observation  reassured  me  that  the  urethral  mu- 
cosa would  probably  not  be  affected  as  cold 
water  passed  nearby.  We  turned  off  the  pump 
for  awhile,  and  ice  must  have  formed  in  the 
aluminum  coils,  because  we  later  noticed  four 
cracks  in  the  metal,  from  which  water  leaked. 
After  that  we  switched  to  saline. 

You’d  think  aluminum  or  copper  coils  would 
be  easy  to  acquire.  Well,  not  in  Seattle.  Calls 
at  six  or  seven  hardware  and  metal  shops  pro- 
duced only  cold  stares,  “Ya  gonna  make  a still?” 
Finally,  at  Alaskan  Copper  Works  and  for  $10.00 
I had  my  coils. 

clinical  confirmation 

Eventually,  on  April  30,  1966,  the  first  clinical 
trial  was  performed.  A 73  year  old  post  transure- 
thral prostatectomy  patient  was  the  subject.  Mrs. 
Viola  Mackay,  surgical  supervisor,  solicitously 
hovered  nearby  like  a worried  mother  hen,  much 
concerned  with  certain  aspects  of  my  contraption 
(“What  if  the  Foley  bag  breaks  in  the  bladder? 
The  solution  and  tubing  must  be  sterile!”) 
Everything  went  surprisingly  well  for  three  hours 
except  for  occasional  noisy  vibration  of  the 
pump.  At  this  time  a leak  occurred  and  the 
catheter  came  out.  It  was  replaced,  though 
cooling  was  not  continued. 

Drainage  from  the  catheter  was  almost  clear 
24  hours  later  and  became  absolutely  clear  by 
the  second  day.  The  catheter  was  removed  on 
the  third  post-operative  day.  The  second,  third 
and  fourth  cases  on  which  cooling  was  used 
( three  hours ) , also  transurethral  prostatectomies, 
experienced  the  same  minimal  bleeding,  and 
again  the  catheter  was  removed  on  the  third 
day  after  a 24  hour  period  of  clear  urine 
drainage. 

Perhaps  good  results  in  these  four  were  not 
due  to  the  effect  of  cooling.  I’ll  continue  to 
investigate  and  continue  to  enjoy  my  clinical 
research  project.  Eventual  results  may  or  may 
not  be  a contribution,  but  the  doing  has  been 
instructive,  rewarding,  and  fun— something  a lit- 
tle different  from  every  day  routine.  And  I shall 
try  to  keep  cool  while  continuing. 

626  Stimson  Bldg.  (98101) 
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Family  Planning:  Experience  at  Five  Seattle  Hospitals 

GEORGE  C,  DENNISTON,  M.D.  Seattle,  Washington 


Experience  at  the  Family  Planning-Postpartum  Clinics  of  two  major  Seattle 
hospitals  over  a one  year  period  indicates  considerable  patient  acceptance 
of  methods  of  birth  control.  Fifty-four  per  cent  of  the  clinic  patients  who 
delivered  at  these  hospitals  during  the  period  under  study  returned  and 
obtained  a means  of  contraception.  Twenty  per  cent  selected  the  oral  contra- 
ceptive. The  method  most  frequently  chosen  was  an  intrauterine  device;  76  per 
cent  of  the  patients  requesting  contraception  selected  this  method. 


Is  there  a demand  for  methods  of  birth  limitation 
among  the  less  affluent  Americans  and,  if  so, 
how  well  do  these  patients  accept  the  newer 
methods?  To  answer  these  questions,  data  were 
collected  from  two  major  Seattle  hospitals,  King 
County  Hospital  (Harborview)  and  the  Univer- 
sity7 Hospital.  Both  hospitals  had  recently  begirn 
to  offer  all  the  major  methods  of  birth  limitation 
as  an  integral  part  of  maternal  care. 

Obstetrical  services  at  the  two  hospitals  are 
staffed  with  residents  from  the  Department  of 
Obstetrics  and  Gynecology  at  the  University7  of 
Washington.  King  County7  Hospital  is  a welfare 
hospital  where  900  deliveries  take  place  each 
year.  Some  800  clinic  patients  are  delivered  at 
the  University  Hospital  each  year.  The  two  hos- 
pitals care  for  two  distinct  patient  populations. 
With  few  exceptions,  patients  at  both  hospitals 
have  incomes  below  the  national  average.  How- 
ever, the  patients  at  the  University  Hospital 
have  higher  socio-economic  expectations.  Many 
of  them  are  students.  Almost  all  county  hospital 
patients  are  on  welfare. 

The  combined  Family7  Planning-Postpartum 
Clinic  is  held  one  afternoon  each  week.  At  each 
hospital,  it  is  staffed  by  medical  students,  interns, 
and  obstetric  residents.  Competent  nursing  assist- 
ance is  provided  by  the  regular  out-patient 
department  nurses.  Materials  for  traditional 
methods  of  contraception  are  provided  by7  vari- 
ous pharmaceutical  companies  and  are  available 

Dr.  Denniston  is  a Senior  Research  Fellow  in  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of  Wash- 
ington. 

This  work  was  supported  by  a grant  from  the  Ford 
Foundation. 


free  of  charge  at  the  County7  Hospital  clinic. 
Oral  contraceptives  and  intrauterine  devices 
( Lippes  Loops ) are  also  available  without  charge 
to  patients  at  King  County  Hospital.  The  hos- 
pital purchases  both  the  pills  and  the  intra- 
uterine devices  with  county  funds. 

Most  patients  learn  about  the  various  methods 
of  contraception  during  prenatal  care,  or  during 
their  hospital  stay  at  the  time  of  delivery7, 
although  there  is  no  organized  educational  pro- 
gram. The  patient  may7  choose  whatever  method 
of  contraception  she  prefers,  if  any.  Most  have 
decided  upon  a method  before  their  return  for 
their  six  week  postpartum  checkup.  Every7  pa- 
tient receives  the  method  she  selects  if  there  are 
no  medical  contraindications.  An  unmarried 
minor  living  with  her  parents  must  have  written 
parental  permission  in  order  to  receive  a contra- 
ceptive. 

results 

This  report  covers  a one  year  period  which 
began  several  months  after  the  reorganization  of 
the  postpartum  clinics.  From  January  1,  1965, 
to  January7  1,  1966,  1,688  clinic  patients  delivered 
at  both  hospitals.  Of  these,  1,076  or  64  per  cent 
(Table  1)  returned  for  at  least  one  postpartum 

Table  1 

Distribution  of  Returning  Postpartum  Patients 
February  16,  1965 — February  15,  1966 
King 

County  University  Both 
Hospital  Hospital  Hospitals 

Number  of  postpartum 

patients  returning  592  484  1076 

Number  of  deliveries  during 

comparable  time  period  863  825  1688 

Per  cent  69  59  64 
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visit.  At  that  time,  they  had  the  opportunity 
to  discuss  contraception.  Private  patients  are  not 
included  in  this  study. 

Material  or  device  for  some  method  of  contra- 
ception was  actually  received  by  908  women 
(Table  2).  One  hundred  and  sixty-eight  patients 
did  not  receive  any  contraceptive  device  or 
material  either  because  they  did  not  wish  any 
or  because  they  intended  to  use  non-prescription 
methods. 

Table  2 

Outcome  for  Returning  Patients 
King 

County  University  Both 
Hospital  Hospital  Hospitals 

Patients  receiving  contra- 


ceptive  device  or  material 

491 

417 

908 

Patients  not  receiving  contra- 

ceptive device  or  material 

101 

67 

168 

Total 

592 

484 

1076 

Of  these  908  patients  receiving  advice  on  a 
method  of  contraception,  76  per  cent  were  fitted 
with  the  intrauterine  device;  20  per  cent  received 
the  oral  contraceptives;  and  only  4 per  cent 
asked  for  and  received  instruction  and  materials 
for  other  methods,  i.e.,  vaginal  foams,  diaphragm 
and  jelly,  rhythm,  tubal  ligation,  and  hysterec- 
tomy, (Table  3). 

Table  3 

Family  Planning  Clinic  Visits 
Contraceptive  Method  Used 

King  County  University  Both 


Method  chosen 

Hospital 

Hospital 

Hospitals 

Intrauterine 

No. 

Per  cent 

No. 

Per  cent 

No. 

Per  cent 

device 

Oral 

397 

81 

295 

71 

692 

76 

contraceptives 

84 

17 

98 

23 

182 

20 

Other  methods 

10 

2 

24 

6 

34 

4 

TOTAL 

491 

100 

417 

100 

908 

100 

The  908  patients  who  received  a contraceptive 
represent  54  per  cent  of  the  deliveries  at  both 
hospitals  during  the  year  (Table  4). 

effectiveness  of  the  methods 

One  pregnancy  was  reported  in  patients  using 
the  intrauterine  device.  No  pregnancies  were 
reported  in  woman  on  the  oral  contraceptives. 
Pregnancies  are  known  to  occur  in  women  using 
both  methods.  The  pregnancy  rates  is  of  the 
same  order  of  magnitude:  1 to  2 pregnancies 
in  100  women  using  either  method  for  one  year. 


Table  4 

Per  Cent  of  Clinic  Patients  Obtaining  Method  of  Contraception 
February,  1965 — February,  1966 
King 

County  University  Both 
Hospital  Hospital  Hospitals 

Number  of  postpartum 


patients  obtaining  method 
of  contraception 

491 

417 

908 

Number  of  deliveries  during 
comparable  time  period 

863 

825 

1688 

Per  cent  obtaining  method 
of  contraception 

57 

50 

54 

The  original  field  study  with  oral  contraceptives 
reports  a pregnancy  rate  of  2.1  per  100  woman- 
years.1  Experience  with  intrauterine  devices  dur- 
ing the  early  years  of  the  national  field  study 
shows  a range  of  1 to  3 per  100  woman-years, 
depending  on  the  device  being  used.3  3 Preg- 
nancies that  occur  after  the  IUD  is  expelled  from 
the  uterus  are  counted  as  IUD  failures,  while 
pregnancies  occurring  after  the  pillls  are  dis- 
continued, whatever  the  reason,  are  commonly 
not  included  in  the  pill  failure  rate.  Since  both 
may  be  patient  failures  (the  patient  has  for- 
gotten to  check  for  the  presence  of  the  device, 
or  she  has  forgotten  to  purchase  the  pills)  it 
would  seem  reasonable  to  conclude  that,  for 
most  persons,  the  methods  are  equally  effective. 

Failure  of  any  method  discourages  voluntary 
return  to  follow  up.  But  followup  approaching 
100  per  cent  is  necessary  to  obtain  accuracy 
with  these  low  pregnancy  rates.  We  could  not 
attempt  this  in  our  study.  Pregnancy  rates  (fail- 
ure rates)  are  derived  from  the  studies  cited.3 15 

Many  factors  probably  contribute  to  the  high 
degree  of  acceptance  for  the  intrauterine  device. 
Cost  may  have  been  a factor  at  the  University 
Hospital,  but  it  was  not  a factor  at  King  County' 
Hospital,  since  all  methods  are  offered  free  of 
charge. 

The  presence  of  the  same  medical  staff  at 
both  clinics  might  account  for  the  equally  high 
acceptance  rates  for  the  IUD  at  the  two  hospitals. 
However,  acceptance  of  the  devices  in  two  of 
the  major  concurrent  world  studies  was  almost 
identical.  In  Taiwan,  during  an  eight  month 
period,  acceptance  was  79.8  per  cent.8  In  Thai- 
land, during  its  first  month  of  operation,  a 
family  planning  clinic  sponsored  by  the  Popula- 
tion Council  of  New  York  experienced  81  per 
cent  acceptance  of  the  IUD,  15  per  cent  for  the 
oral  pills,  and  4 per  cent  for  traditional  methods.7 

Major  factor  in  popularity  of  the  IUD  is  the 
nature  of  the  device  itself.  Once  inserted,  little 
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further  attention  need  be  paid  to  it— the  patient 
is  relieved  of  the  constant  responsibility  involved 
in  other  methods,  and  she  is  confident  because  it 
is  highly  effective  in  preventing  pregnancy. 

At  both  hospitals,  the  postpartum  check-up 
proved  to  be  a favorable  time  for  insertion  of 
the  IUD.  At  King  County,  the  concurrent  well 
baby  clinic  on  the  same  floor  may  have  contribut- 
ed to  patient  return;  it  can  be  recommended 
as  an  effective  means  of  bringing  more  patients 
to  followup. 


summary 

Experience  at  the  Family  Planning-Postpartum 
Clinics  of  two  major  Seattle  hospitals  over  a 
one  year  period  indicates  considerable  patient 
acceptance  of  methods  of  birth  control.  Fifty-four 
per  cent  of  the  clinic  patients  who  delivered  at 
these  hospitals  during  the  period  under  study 
returned  and  obtained  a means  of  contraception. 
Twenty  per  cent  selected  the  oral  contraceptive, 
while  the  majority  of  patients,  76  per  cent,  chose 
an  intrauterine  device. 

University  of  Washington  98105 


abstracto 


La  experiencia  en  las  Clmicas  Plan  Familiar 
Postpartum,  de  dos  hospitales  grandes  en  Seattle, 
en  mas  de  un  aho,  indica  considerable  aceptacion 
de  parte  del  paciente  de  los  metodos  de  control 
del  embarazo.  Cincuenta  y cuatro  por  ciento  de 
pacientes  de  la  clinica,  que  tuvieron  el  parto  en 
estos  hospitales  durante  el  periodo  de  estudio, 


regresaron  y obtuvieron  instrucciones  en  un 
metodo  especifico  de  contracepcion.  El  veinte 
por  ciento  selecciono  el  contraceptivo  oral.  El 
metodo  escojido  mas  frequentemente  fue  el  intra- 
uterino;  setenta  y seis  por  ciento  de  los  pacientes 
que  requirieron  contraceptivos,  seleccionaron 
este  metodo. 
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The  Consultant’s  Report 

A Study  of  Opinions  Expr  essed  by  Referring  Physicians 

W.  O.  ROBERTSON,  M.D.,  Seattle,  Washington 

Plujsicians  referring  patients  to  consultants  on  a university  staff 
are  satisfied  with  promptness  of  reporting,  prefer  letter  communication,  and 
feel  that  reports  are  adequate.  They  seek  less  emphasis  on  history,  more  on 
hospital  course  and  suggestions  for  follow  up.  Consultants  prefer  to  make  tele- 
phone reports  to  referring  physicians.  This  study  indicates  some  failure  of 
agreement  about  expected  material  but  offers  important  indication  that  infor- 
mation is  most  readily  transmitted  when  a patient  is  being  discussed. 


In  1865,  Mendel  first  “transmitted”  his  revolu- 
tionary deductions— the  basis  of  modem  theory 
of  heredity.  But  neither  his  verbal  nor  his 
written  reports  were  really  “received”  until 
almost  fifty  years  later!  Contrast  this  with  the 
communication  employed  in  exploiting  a recent 
pronouncement  of  the  first  successful  “artificial 
heart”.  Here  time  passage  from  press  conference 
to  radio  or  T.V.  broadcast  and  reception  bor- 
dered on  the  instantaneous.  Clearly,  communica- 
tion technique  itself  has  made  remarkable  im- 
provement to  the  benefit  of  Big  Science  and 
Big  Medicine. 

Virtually  all  would  agree,  however,  that  the 
everyday  interchange  between  doctor  and  doctor, 
or  doctor  and  patient,  so  vital  to  successful 
physician  function  has  not  made  comparable 
advance.  Some  would  suggest  that  more  mun- 
dane forms  of  communication  (speaking  and 
writing)  have  actually  regressed  towards  Ne- 
anderthal times.  Regardless,  quantitative  data 
to  support  either  pro  or  con  convictions  are  con- 
spicuous by  their  absence. 

In  gathering  relevant  data  on  this  topic,  the 
following  simple  studies  were  performed: 

study  format:  material  and  methods 

In  November  1964,  as  part  of  a survey  of 
referring  physicians’  reactions  to  services  provid- 
ed to  them  and  their  patients  at  the  University 

Dr.  Robertson  is  Associate  Dean.  School  of  Medicine, 
University  of  Washington  and  Medical  Director  of  the 
University  Hospital. 


Hospital,  a four  page  questionnaire  was  given  to 
1,695  physicians  who  had  referred  patients  over 
the  preceding  ten  month  interval.  Of  those 
questionnaires,  770  ( 45  per  cent ) were  completed 
and  returned  within  sixty  days.  Since  many  of 
the  referring  physicians  queried  had  referred 
only  one  patient  and  thus  would  be  expected 
to  not  complete  the  questionnaire,  the  percent- 
age of  returns  is  significantly  higher  than  had 
been  anticipated. 

A portion  of  the  questionnaire  form  ( Fig.  1 ) 
was  reduced  to  “return  post  card  size”  and 
dispatched  with  three  representative  samples  of 
discharge  summaries  or  summary  letters  in  the 
months  of  March  1965,  August  1965  and  No- 
vember 1965.  The  total  response  rate  of  com- 
pleted and  return  cards  (42  per  cent)  was  simi- 
lar to  the  first  survey.  This  has  remained  rela- 
tively constant. 


University  Clinics  and  Hospital 
UNIVERSITY  OF  WASHINGTON 

Dear  Doctor: 

We're  evaluating  our  summaries  and  letters.  Would  you  help? 

WnxiAM  O.  Robertson,  M.tt. 
Medical  Director 


Regarding  this  particular  (summary),  (letter),  I End: 

Too  detailed 

1.  The  present  illness  _ 

2.  The  past  history 


3.  The  family  history 

4.  The  physical  examination 

5.  The  laboratory  findings 

6.  The  hospital  or  clinic  course  _ 

7.  The  diagnostic  impression 

8.  Treatment 

9.  Drug  Therapy 

10.  Suggestions  for  follow  up 

1 1.  Specific  follow  up  plans 

Remarks: 


Too  skimpy 


Patient  No 

Med.  Surg.  Ob-Gyn.  Peds.  N.S.  Ortho.  Uro.  Plas  Rad  PM&R  Psych. 
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Quite  inadvertently,  just  prior  to  the  Uni- 
versity of  Washington  Board  of  Regents’  action 
eliminating  their  previous  requirement  of  a 
physician  referral  at  University  Hospital.  100 
consecutive  letters  of  “referral”  received  either 
directly  or  indirectly  by  the  Clinic  Registration 
Supervisor  were  duplicated.  They  were  analyzed 
by  the  author  for  those  ingredients  cited  by 
deAlarcon  et  al  as  being  important  constituents 
of  such  communications.1 

results 

The  November  1964  survey  proved  most  illum- 
inating in  the  data  it  provided  concerning 
reports  dispatched  to  referring  physicians.  Ex- 
amples include: 

Regarding  their  hospitalized  patients,  35 
per  cent  of  the  responding  referring  physicians 
indicated  that  the  reports  were  “alway  adequate 
ineidated  that  the  reports  were  “always  adequate 
and  prompt”;  40  per  cent  “usually”;  10  per  cent 
“sometimes”;  6 per  cent  “rarely”;  and  9 per  cent 
withheld  comment.  For  reports  on  outpatients, 
comparable  percentages  were  30,  28,  10,  4,  and 
28  respectively. 

Regarding  specifics  within  the  report,  re- 
spondents indicated  that  “present  illness”,  “past 
histor>r”  and  “family  history”  tended  to  be  too 
detailed;  descriptions  of  “hospital  course”,  sug- 
gestions for  follow  up  and  “follow  up  plans” 
were  “too  skimpy”. 

Surprisingly,  50  per  cent  of  the  respondents 
favored  “letter  only”  communications  from  con- 
sultants; 38  per  cent  indicated  “both  telephone 
and  letter”  with  remainder  indicating  circum- 
stantial admixtures. 

In  defining  “satisfactory'  promptness,”  31 
per  cent  of  the  respondents  indicated  this  meant 
to  them  the  arrival  of  the  consultants’  letter  with- 
in 4 to  6 days,  71  per  cent,  before  ten  days, 
and  the  remainder,  again,  circumstantial  ap- 
propriateness. 

Regarding  outpatients  who  are  being  fol- 
lowed on  a regular  basis,  12  per  cent  of  the 
respondents  indicated  a preference  for  some  type 
of  communication  after  each  visit,  35  per  cent 
at  regular  intervals  and  53  per  cent  only  after 
major  changes  in  either  diagnosis  or  treatment. 

Finally,  more  than  90  per  cent  of  the  respon- 
dents indicated  that  the  contents  of  the  con- 
sultants’ reports  agreed  closely  with  what  the 
patients  told  them  concerning  their  illness,  treat- 
ment and  progress. 


Subsequent  post  card  surveys  have  tended 
to  confirm  above  results  although  they  have  been 
less  critical.  For  example,  only  3 of  172  respond- 
ents indicated  that  too  much  detail  had  been 
included.  Table  one  indicates  the  rank  order  of 
those  items  specified  by  respondents  as  being 
“too  skimpy”  in  content.  Here,  too,  the  added 
comments  were  particularly  rewarding  for  their 
interpretation.  They  suggest  that  a “central  ten- 
dency” (i.e.  tendency  to  check  the  “adequate” 
column)  may  have  masked  more  critical  con- 
sideration of  content.  Relative  rather  than  abso- 
lute merit  should  be  ascribed  to  these  data. 

Table  1 

Deficits  in  Summaries 

1.  Suggestions  for  follow  up 

2.  Specific  follow  up  plans 

3.  Family  history 

4.  Treatment  in  hospital 

5.  Past  history 

Review  of  the  referral  letters  suggested  to  the 
author  a bimodal  distribution;  two  different 
types  of  letters  being  received.  The  first  was 
a brief  note,  “Mrs.  T.  L.  Jones  wants  to  be  seen 
at  University  Hospital”;  it  suggested  that  the 
physician  had  been  pressured  by  the  patient. 
In  contrast,  the  second  type  of  letter  offered 
a very  detailed  account  of  the  problems  con- 
fronting the  patient.  Table  2 lists  the  nine 
points  as  emphasized  by  consultants  in  deAlar- 
con’s  report  as  being  important  per  cent  of 
inclusion  in  the  referral  letters  is  noted.  For  com- 
parison, data  from  his  survey  of  500  letters  in 
Britain  are  also  included.  Some  contrasts  are 
striking— witness  the  sharp  difference  in  avail- 
ability' of  typewriters! 

Table  2 

Analysis  of  100  Referral  Letters 


Item 

Per  cent  included 
Present  Study  deAlarcon 

1. 

Reason  for  Referral 

79 

81 

2. 

Patient’s  Age 

57 

55 

3. 

Patient’s  Sex 

99 

99 

4. 

Clinical  Findings 

56 

22 

5. 

Laboratory  Studies 

30 

11 

6. 

Diagnostic  Ideas 

59 

41 

7. 

Previous  Treatment 

50 

23 

8. 

Legibility  (typewriter) 

98 

12 

9. 

Non  Medical  Problems 

12 

15 
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discussion 

The  response  rates  by  referring  physicians  to 
these  surveys  are  interpreted  as  indicative  of 
their  awareness  of  the  problems  of  day  to  day 
communication.  However,  answers  to  questions 
about  physician-physican  communications  sug- 
gest that  a wide  variety  of  expectations  exist 
among  respondents.  Informal  verbal  exchanges 
with  consultants  confirm  this  interpretation.  For 
example,  many  consultants  see  the  telephone  as 
being  more  desirable  than  a letter  to  report  to 
their  referring  physicians.  A majority  of  referring 
physicians  do  not  agree  with  this  approach. 
If  no  concurrence  is  found  at  this  simple  level 
of  method  of  communication,  consider  the  po- 
tential for  sharp  contrasts  in  expectations  when 
the  problem  is  content. 

One  other  tendency  warrants  emphasis:  The 
failure  to  indict  communications  going  in  either 
direction  as  “too  complete”.  Throughout  the 
first  two  sections  of  the  survey,  not  a single 
comment  emphasized  the  value  of  conciseness 
and  brevity.  Oversimplified,  this  finding  could 
be  interpreted  as  indicative  of  a “when  in  doubt, 
include  everything”  attitude.  Such  an  attitude 
penalizes  only  errors  of  omission  and  not  those 
of  commission.  Certainly,  in  these  days  of  the 
information  explosion,  this  attitude  will  present 
increasing  problems.  Perhaps  objective  analysis 
of  the  value  of  content  matter  to  referring 
physician  and  patient  would  permit  development 
of  mutually  defined  and  agreed  expectation  of 
ingredients  of  such  letters.  Mutual  awareness 
of  these  expectations  would  prove  beneficial  both 
to  referring  physicians  and  consultants  and  to 
trainees  preparing  for  both  functions.2  Follow 
up  investigations  are  being  designed  to  test  the 
validity  of  this  hypothesis. 

One  final  point  warrents  emphasis.  Since  Os- 
ier’s time,  patient-centered,  bedside  teaching  has 
been  given  almost  canonical  status  in  medical 
education.  The  theoretic  basis  for  this  is  motiva- 
tion for  learning  as  well  as  ease  of  information 
exchange. 

An  intimate  and  personal  student-patient 
relationship  is  deemed  better  for  learning  than  is 
a remote  relationship.  Relating  this  theory  to 
continuing  education,  it  is  obvious  that  in  no 
instance  is  the  referring  or  consulting  physician 
more  likely  to  be  highly  motivated— and  as  intent 
to  learn  — as  when  he  deals  with  his  own 
patient.  Consequently,  as  an  avenue  for  continu- 
ing education,  our  written  communications  about 


our  patients  have  the  potential  for  being  most 
rewarding.  Surprisingly  little  research  has  been 
conducted  in  this  field. 

summary 

The  value  of  formulating  and  agreeing  on 
common  expectations  is  apparent  from  recent 
investigations  into  doctor-doctor  communications 
about  patients.  Such  communications  have  the 
potential  to  serve  as  effective  techniques  for 
the  field  of  continuing  medical  education.  ■ 

University  of  Washington  98105 

Editor’s  note.  A member  of  the  review  committee 
of  the  Editorial  Advisory  Board  made  the  following 
thoughtful  comment  after  reading  Dr.  Robertson’s 
report: 

“Brevity  and  conciseness  are  of  great  importance 
in  the  current  ‘information  explosion’,  but  I find  that 
complete,  although  reasonably  long,  reports  usually 
are  received  with  a great  deal  of  gratitude  by  the 
referring  physician,  at  times  when  I act  as  a consult- 
ant in  an  internal  medical  problem.  On  this  basis, 
I feel  that  the  educational  value  of  logical,  sequential 
development  of  the  deductive  reasoning  necessary  to 
reach  a diagnosis  is  of  real  value  to  the  referring 
physician,  inasmuch  as  it  points  out  to  him  the 
logical,  sequential  steps  through  which  one  must  pass 
to  reach  the  final,  conclusive  diagnosis  which  we 
presume  is  always  right. 

“Therefore,  on  this  particular  point,  I tend  to  both 
agree  and  disagree  with  the  author,  in  that  I feel 
that  his  point  of  the  consultant’s  report  to  the  refer- 
ring physician  as  a vehicle  for  continuing  medical 
education  is  a good  one,  but  I cannot  quite  fuse 
this  thought  in  a reasonable  fashion  with  the  plea 
for  conciseness  and  brevity.” 

abstract  o 

Medicos  que  refieren  pacientes  a consultantes 
de  un  cuerpo  universatario  estan  satisfeehos  con 
la  prontitud  de  los  reportes,  prefieren  comunica- 
ciones  escritas  y sienten  que  los  reportes  son 
adecuados.  Elios  piden  menos  enfasis  en  la 
historia,  mas  en  el  curso  de  la  hospitalizacion  y 
sugestiones,  para  futuro  tratamiento.  Los  medi- 
cos considtantes  prefieren  hacer  reportes  tele- 
fonicos  a los  medicos  que  envian  sus  pacientes 
para  considtas.  Este  e studio  indica  alguma  falla 
en  la  comunicacion  al  proveer  el  esperado  ma- 
terial pero  ofrece  la  indicacion  importante  de 
que  la  informacion  es  mas  prontamente  trans- 
mitida  cuando  un  paciente  esta  siendo  discutido. 
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Therapeutic  Exercise  in  Motion  Problems.  Part  I of  III 

ROBERT  H.  JEBSEN,  M.D.,  Seattle,  Washington 


The  neuro-muscular-skeletal  system  is  kept  in  normal , functioning  condition 
by  normal  use.  Immobilization  permits  shortening  and  loss  of  elasticity.  Deform- 
ity and  restriction  of  motion  can  be  prevented  or  corrected  by  therapeutic 
exercise,  prescribed  according  to  the  patient’s  age,  general  condition,  and 
specific  medical  problem. 


Exercise  is  widely,  if  not  wisely,  used  by  the 
lay  public  to  gain  or  lose  weight,  to  gain  or  lose 
inches,  and  as  a change  from  the  day’s  activities, 
or  to  gain  peace  of  mind  (or,  in  the  ease  of 
golfers,  to  lose  it).  It  is,  of  course,  impossible  to 
lose  weight  in  any  specific  location  by  exercise— 
to  lose  weight  at  all  by  exercise  is  very  difficult 
since  over  3000  calories  must  be  burned  to  lose 
one  pound.  The  best  exercise  to  prescribe  for 
losing  weight  is  still  a straight-arm  thrust  with 
hands  placed  firmly  on  the  edge  of  the  dinner 
table. 

general  principles 

What  the  weight  conscious  public  may  not 
realize  is  the  fact  that  exercise,  carefully  pre- 
scribed and  directed,  can  improve  or,  in  some 
cases  prevent  loss  of,  a patient’s  ability  to  use 
his  neuro-musculo-skeletal  apparatus  in  perform- 
ing various  activties. 

Before  discussing  basic  aspects  of  therapeutic 
exercise,  I should  like  to  comment  on  prescrip- 
tion writing  for  physical  therapy  and  occupation- 
al therapy.  Prescriptions  for  special  diets  or  for 
medication  must  be  well  written  or  the  patient 
wall  not  receive  effective,  safe  treatment.  The 
same  is  true  of  prescriptions  for  physical  and 
occupational  therapy.  Therapists  can  administer 
safe  and  effective  treatment  if  they  are  informed 
of  the  patient’s  problems,  the  doctor’s  goals, 
and  the  treatment  he  desires.  Thus,  every  pre- 
scription should  provide  the  patient’s  age,  sex, 
and  other  identifying  data,  the  significant  diag- 
nosis, the  goals  of  treatment,  the  specific  treat- 
ment orders,  the  frequency  of  treatment  desired, 
and  any  special  precautions  necessary'. 

In  formulating  the  prescription,  the  patient’s 

Supported  in  part  by  the  Vocational  Rehabilitation  Ad- 
ministration. Washington,  D C.,  Research  and  Training 
Grant  #3. 


medical  problems,  age,  and  general  condition 
should  be  taken  into  consideration.  The  patient 
who  is  elderly,  the  child,  the  patient  with  cardiac 
decompensation,  dysphasia,  angina,  or  asthma, 
must  be  treated  with  the  pertinent  facts  in  mind. 
Several  brief  periods  of  treatment,  may  be  used 
or  the  prescription  may  be  otherwise  modified 
because  of  these  factors.  Specific  safety  precau- 
tions for  conditions  such  as  seizures,  poor  sensa- 
tion, or  mental  confusion,  should  be  mentioned. 
An  accurate  assessment  of  the  status  of  the  pa- 
tient’s neuro-musculo-skeletal  system  should  be 
basic  to  the  prescription. 

functional  analysis 

Estimate  of  the  patient’s  capability  is  obtained 
by  testing  for  range  of  motion,  strength,  endur- 
ance, balance,  coordination,  and  performance 
of  specific  activities,  such  as  walking.  Having 
arrived  at  this  analysis,  the  therapeutic  exercise 
programs  may  be  considered  in  three  categories: 
1.  Range  of  motion,  2.  Strength  and  endurance, 
and  3.  Coordination  and  balance. 

RANGE  OF  MOTION 

Normal  range  of  motion  encompasses  not  only 
mobility  of  the  joints  but  also  normal  extensi- 
bility7 of  muscles  and  tendons.12  Soft  tissue 
contractures  involve  loss  of  length  and  elasticity7 
in  the  connective  tissues  of  the  locomotor  sys- 
tem; that  is,  in  the  periarticular  structures  and 
muscles.  Loss  of  joint  motion  is  commonly  ap- 
preciated; however,  muscle  shortening  is  found 
with  equal  frequency.  Figure  one  is  a diagram- 
matic representation  of  muscles  that  frequently 
develop  contractures.  WTien  shoulder  motion  is 
restricted,  the  pectoralis  major  and  minor,  teres 
major  and  minor,  subscapularis  and  other  shoul- 
der muscles  also  may  become  shortened.  Soft  tis- 
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sue  contractures  may  render  the  patient  unable 
to  perform  necessary  motions  in  normal  fashion, 
even  when  strength  and  sensation  are  intact. 
Because  of  such  limitation,  pain  may  occur  when 
the  structures  are  moved,  resulting  in  voluntary 
splinting,  more  stiffness,  more  pain  and  so  on, 
in  a vicious  circle  that  may  eventuate  in  severe, 
painful  contractures. 


Fig.  1.  Diagrammatic  illustration  of  muscles  which  fre- 
quently develop  contractures  in  disorders  of  the  locomotor 
system. 


Normally,  full  range  of  motion  is  maintained, 
and  soft  tissue  contractures  prevented,  by  usual 
daily  activities  which  keep  these  structures 
stretched.  Connective  tissue  loses  elasticity  with 
age,  and  older  people  are  more  prone  to  develop 
contractures.  Immobilization  reduces  elasticity 
and  also  results  in  actual  connective  tissue  short- 
ening, thus  producing  contractures.  Loss  of  nor- 
mal mobility  is  due  to  varying  degrees  of  im- 
mobilization which  prevent  normal  stretching. 
The  only  exceptions  to  this  are  connective  tissue 
diseases,  such  as  polymyositis  or  scleroderma,  in 


which  contractures  develop  without  immobiliza 
tion.  Some  common  causes  of  immobilization  fol 
low: 

1.  Inadvertent  immobolization 

Bed  rest.  Patients,  when  left  to  themselves, 
usually  lie  in  bed  with  the  shoulders  adducted, 
elbows  flezed,  hips  adducted  and  flexed,  and 
ankles  plantar  flexed.  The  supine  and  side  lying 
positions  in  bed  encourage  shortening  of  the 
hip  adductors,  hamstrings,  hip  flexors,  and  gas- 
trocnemii.  A soft  mattress  allows  the  buttocks 
to  sink  down,  thus  flexing  the  hips  and  knees. 
Tight  sheets  may  hold  the  ankles  plantar- 
flexed.  The  shoulders  are  seldom  abducted.  Pro- 
longed rest  in  these  positions  will  lead  to  con- 
tractures. 

Chair  and  wheelchair  me.  When  walking  is 
not  possible,  constant  hip  and  knee  flexion  in 
the  sitting  position  promotes  hip  and  knee  flex- 
ion contractures  and  hip  adduction  contractures. 

Fractures.  Even  joints  not  incorporated  in  the 
cast  may  get  stiff  from  disuse.  For  example,  pa- 
tients being  treated  for  Colles’  fracture  may 
develop  a shoulder  contracture  through  failure 
to  move  the  upper  arm  and  shoulder  girdle. 

2.  Therapeutic  immobilization 

Post-trauma. 

Post-surgery. 

Infection. 

Acute  arthritis. 


3.  Immobilization  due  to  pain 

Soft  tissue  trauma.  For  example,  if  surgical 
repair  is  not  elected,  rotator  cuff  tear  in  the 
older  patient  often  results  in  splinting  due  to 
pain,  producing  contracture. 

Burns.  Lack  of  motion  allows  scar  tissue  to 
shorten  as  it  matures,  producing  contractures. 

Arthritis  and  other  joint  problems.  Constant 
voluntary  splinting  in  the  acute  stage  often 
leads  to  permanent  limitation. 

4.  Neuromuscular  causes  of  immobilization 

Central  diseases.  Spasticity  and  rigidity,  in 
such  conditions  as  Parkinsonism,  stroke,  and 
cerebral  palsy,  result  primarily  in  muscle  short- 
ening with  only  secondary  periarticular  involve- 
ment and  joint  limitation.  With  such  spasticity 
or  rigidity,  flexors  may  never  be  stretched  to 
full  length  (Fig.  2). 

Conditions  causing  weakness.  Weakness  may 
result  in  inability  to  move  a part,  causing  stiff- 
ness of  joints  and  muscles,  particularly  when 
parts  are  positioned  poorly.  Contractures  are 
especially  difficult  to  deal  with  when  growth  is 
superimposed,  as  in  children. 
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Fig.  2.  In  this  patient,  with  spastic  right  hemiparesis, 
the  long  finger  flexors  cannot  be  stretched  to  full  length 
on  the  right  side.  The  left  flexors  are  fully  extensible. 

diagnosis  of  range  of  motion  problems 

Complaints  of  joint  or  muscle  tightness  are 
unusual  except  in  arthritis.  More  commonly, 
patients  complain  of  pain  or  weakness.  For  this 
reason,  an  active  search  for  contractures  must  be 
carried  out  whenever  conditions  exist  that  are 
likely  to  cause  difficulty  in  moving  body  parts. 

The  two  parts  to  the  examination  for  con- 
tractures, usually  done  together,  are;  test  for 
joint  range  of  motion  and  examination  for  tendon 
contractures.  These  can  be  done  quickly  by  an 
experienced  examiner.  Techniques  for  examin- 
ing the  more  difficult  areas  will  be  described. 

The  neck  normally  has  70  to  75  degrees  of 
flexion,  extension  and  rotation  and  45  degrees 
of  lateral  tilt.  Loss  of  lateral  tilt  is  an  early  sign 
of  degenerative  joint  disease  of  the  cervical 
spine.  The  shoulder  should  have  180  degrees 
abduction  (sideway  elevation),  two-thirds  of 


which  occurs  at  the  glenohumeral  joint  with 
one-third  being  rotation  of  the  scapula  on  the 
thorax.  Since  the  latter  third  will  be  present 
with  a completely  frozen  glenohumeral  joint, 
glenohumeral  motion  should  be  isolated  and 
checked  while  one  hand  stabilizes  the  scapula 
and  the  other  moves  the  humerus.  Both  external 
rotation  (Fig.  3)  and  internal  rotation  (hand 
pointed  down ) should  have  range  of  90  degrees. 
Pronation  and  supination  should  have  range  of 
90  degrees  and  should  be  tested  with  the  elbow 
flexed  so  that  substitution  of  shoulder  rotation  for 
lost  motion  is  eliminated.  The  metacarpo- 
phalangeal joints  flex  slightly  more  than  90 
degrees,  the  proximal  interphalangeal  joints 
much  more  than  90  degrees  and  the  distal  inter- 
phalangeal joints  often  considerably  less  than 
90  degrees  (Fig.  4).  The  thumb  interphalangeal 
joint  flexes  90  degrees,  but  the  first  metacarpo- 
phalangeal joint  often  can  only  be  flexed  20  to 
30  degrees;  it  is  the  most  limited  joint  in  the 
hand.  The  most  important  joint  in  the  hand  is 
the  first  carpal-metacarpal  joint  where  opposition 
occurs.  Loss  of  motion  at  this  joint,  or  loss  of 
flexibility  of  the  thumb  web  space  (skin  and 
adductor  pollicis  muscle)  will  interfere  seriously 
with  hand  function.  The  long  finger  and  thumb 
flexors  cross  many  joints  and  tightness  is  fre- 
quent in  this  muscle  group  (Fig.  4). 


Fig.  3.  Testing  for  external  rotation  of  the  shoulder.  Full 
rotation  of  90  degrees  allows  the  hand  to  point  upward 
with  the  elbow  flexed  90  degrees. 


4. 


A.  The  distal  interphalangeal  joints  may  normally 
flex  to  less  than  90  degrees. 

B.  The  proximal  interphalangeal  joints  should  flex 
more  than  90  degrees. 

C.  The  metacarpo-phalangeal  joint  of  the  thumb 
may  flex  only  20  degrees  to  30  degrees  in  normal 
subjects. 

D.  The  first  metacarpal  carpal  joint — this  is  the 
most  important  joint  in  the  hand,  since  thumb 
opposition  occurs  here. 


Fig. 
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In  the  lower  extremity,  the  ankle  joint  should 
dorsiflex  about  15  degrees  beyond  the  neutral 
position.  Tightness  in  the  gastrocnemius  muscle 
may  prevent  this  when  the  knee  is  extended; 
tightness  in  the  soleus  may  prevent  it  even  the 
knee  is  flexed.  Since  hip  abduction  is  often  ob- 
scured through  motion  in  the  back  or  hip,  it 
should  be  tested  in  reference  to  a perpendicular 
line  drawn  through  the  anterior  superior  iliac 
spines  (Fig.  5).  Both  hip  joint  or  adductor 


Fig.  5.  Passive  range  of  hip  adduction  should  be  tested 
with  reference  to  a line  drawn  between  the  anterior 
superior  iliac  spines.  This  will  eliminate  any  possible  sub- 
stitution of  lumbar  spine  or  contralateral  hip  motion  for 
lost  mobility. 

muscle  tightness  may  restrict  abduction.  The 
Thomas  test  for  hip  flexion  contracture  provides 
for  stabilization  of  the  lumbar  spine  by  flexing 
the  other  hip  maximally  as  in  figure  6,  then  ex- 
tending the  hip  to  be  tested.  The  examiner 
should  be  able  to  rest  the  thigh  flat  on  the 
table.  Hip  rotation  (60  degrees-70  degrees  ex- 
ternal, 15  degrees-20  degrees  internal)  should 
be  tested  with  the  hip  and  knee  each  flexed  to 
90  degrees  to  eliminate  back  motion.  This  is 
usually  the  first  motion  lost  in  degenerative 
hip  disease.  The  hamstring  muscles  should  allow 
straight  leg  raising  of  70  degrees  in  adults. 

prevention  and  treatment  of  reduced  range  of  motion 

Surgical  lengthening  or  severance  of  contract- 


Fig.  6.  In  testing  for  hip  flexion  contracture  on  the  right 
side  by  means  of  the  Thomas  test,  the  left  hip  and  knee 
are  flexed  by  the  patient  until  the  examiner’s  right  hand 
under  the  patient  can  feel  the  lumbar  spine  flatten  against 
the  table.  The  right  hip  is  then  extended  maximally.  In 
the  example  above,  the  amputated  side  has  a 45  degree 
flexion  contracture.  This  testing  technique  eliminates  com- 
pensation for  the  contracture  by  lumbar  lordosis. 

ed  soft  tissue  may  be  used  in  severe  cases.  Heel 
cord  contracture  is  probably  the  most  common 
example.  The  only  way  to  elongate  shortened 
tissues  conservatively  is  to  subject  them  to 
varying  degrees  of  stretch.  Heat  is  often  used 
before  stretching  to  provide  analgesia  and  to 
increase  elasticity.  Mild  stretch  must  be  used 
when  there  is  pain  or  danger  of  tearing  soft 
tissue  or  fracturing  osteoporotic  bone.  The  mild- 
est form  of  stretch  is  active  range  of  motion 
exercise,  in  which  the  patient  moves  the  part 
himself,  elongating  the  tight  structures  within 
tolerance.  A typical  prescription  after  removing 
a cast  might  read: 

Man,  age  56,  post-Colles  fracture: 

1.  Whirlpool  at  1 03  F for  30  minutes. 

2.  Active  wrist  and  elbow  motion  to  tolerance 
for  last  10  minutes  in  water. 

3.  Treat  daily  for  10  visits  to  improve  range  of 
motion. 

Here  the  heat  of  the  water  aids  relaxation  and 
its  buoyancy  allows  gravity-eliminated  active 
motion. 

Passive  range  of  motion  exercises  vary  from 
very  mild  to  very  vigorous  stretch.  The  most 
vigorous  is  manipulation  under  anesthesia  by  a 
physician,  during  which  some  deliberate  tissue 
tearing  often  takes  place. 

For  the  acute  rheumaoid  joint,  gentle  passive 
range-of-motion  exercise  is  necessary,  used  to- 
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gether  with  rest  splints,  to  prevent  contracture. 
Sample  prescription  might  read: 

Woman,  age  47,  rheumatoid  arthritis: 

1.  Infrared  to  left  knee  for  15  minutes. 

2.  Gentle  passive  range-of-motion  left  knee  with 
no  more  than  mild  discomfort  during  motion, 
6-8  motions. 

3.  Quadriceps  setting,  10  times. 

4.  Treat  twice  a day 

Vigorous  stretch  may  be  required  in  correcting 
contractures  of  strong  tissue,  such  as  the  Achilles 
tendon.  Part  of  such  a prescription  might  read: 
"Passive  vigorous  stretch  to  left  heel  cord.” 

Contractures  should  always  be  stretched  dir- 
ectly and  not  across  intervening  normal  tissues. 
Thus,  if  an  attempt  is  made  to  stretch  the  heel 
cord  by  pressing  against  the  ball  of  the  foot, 
the  normal  plantar  structures  wall  give  away  first, 
resulting  in  stretching  of  the  arch.  Pressure 
should  be  against  the  anterior  calcaneus.  Doing 
this  with  shoe  on  will  protect  the  arch  (Fig. 
7).  Similarly  in  the  shoulder,  the  scapula  must 
be  stabilized  when  stretching  the  periarticular 
structures  about  the  glenohumeral  joint. 


Fig.  7.  One  technique  of  stretching  a tight  Achilles  ten- 
don. Pressure  should  be  exerted  on  the  anterior  calcaneus 
rather  than  on  the  ball  of  the  foot,  to  prevent  stretching 
of  the  arch.  Doing  this  with  the  shoe  on  may  help  protect 
the  arch. 

Prolonged  stretch  is  more  effective  in  treating 
some  contractures.  A very  good  way  to  stretch 
mild  hip-flexor  tightness  is  to  have  the  patient 
lie  prone  on  a firm  surface,  with  the  hips  ad- 
ducted, for  30  minutes,  twice  daily  (Fig.  8). 
If  edema  is  present,  elevation  and  elastic  wrap- 
ping or  other  measures  to  reduce  edema  should 


Fig.  A.  In  early  stages  of 
acute  subdeltoid  bursitis, 
gravity  can  assist  in  main- 
tain shoulder  range  of 
motion.  Patient  bends  for- 
ward slowly,  allowing  the 
arm  to  hang  down.  She 
then  starts  a circular, 
swinging,  pendulum-like 
motion. 


In  a case  of  acute  subdeltoid  bursitis  secondary 
to  calcific  tendonitis  of  the  supraspinatus,  one 
of  the  major  goals  of  the  physician  should  be  to 
prevent  the  development  of  shoulder  contract- 
ures. A sling  will  relieve  tension  on  the  should- 
er, and  will  support  the  arm  while  the  patient 
bends  forward  (Fig.  A),  allowing  the  shoulder 
to  be  flexed.  The  patient  should  do  this  several 
times  daily.  As  the  inflammatory  reaction  sub- 
sides, she  may  be  instructed  in  “wand”  exer- 
cises (Fig.  B)  in  which  the  normal  arm  assists 
in  regaining  full  shoulder  motion.  Such  a home 
program  may  prevent  the  development  of 
severe  contractures  which  would  require  pro- 
longed physical  therapy. 


Fig.  B.  Using  a cane  or 
broomstick,  the  normal 
extremity  can  assist  in  re- 
gaining or  maintaining 
shoulder  range.  Motions 
involving  flexon,  abduc- 
tion and  rotation  are 
taught. 
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Fig.  8.  Lying  prone  on  a firm  surface  will  provide  gentle, 
prolonged  stretch  to  tight  hip  flexors. 


be  used,  since  edema  will  restrict  motion,  espe- 
cially in  the  hand. 

As  with  any  disorder,  the  best  treatment  is 
prevention.  Because  we  know  that  contractures 
are  likely  to  occur  whenever  conditions  exist 
that  reduce  mobility,  we  can  often  anticipate 
trouble  and  prevent  it  by  instituting  range  of 
motion  exercises.  Contractures  will  rarely  de- 
velop if  joints  and  muscles  are  put  through  a 
normal  range,  three  to  five  times  each,  for  two 
sessions  per  day.  A more  intensive  program 
would,  of  course,  be  required  in  the  presence 
of  contractures,  especially  if  spasticity  is  pres- 


ent. Obviously  the  exercises  to  be  done  depend 
on  where  the  immobilization  is.  Thus,  when  a 
patient  has  suffered  a stroke,  general  range  of 
motion  exercises  should  be  done  passively  every 
day  after  the  first  24  hours,  as  long  as  mobility 
is  limited.  This  requires  no  effort  on  the  part 
of  the  patient,  a general  preventive  range  of 
motion  exercise  program,  such  as  might  be  used 
in  stroke  follows: 

Man,  aged  72,  acute  left  cerebral  hemorrhage 

and  right  hemiplegia. 

1.  Passive  range  of  motion  of  right  hip,  knee 
and  ankle,  shoulder,  elbow,  wrist  and  all 
hand  joints. 

2.  Passive  gentle  stretch  of  right  hamstrings, 
hip  flexors,  hip  adductors,  gastroc-soleus, 
long  finger  flexors  and  thumb  web  space. 

3.  Do  each  exercise  5 times. 

4.  Treat  (twice  a day)  to  main  range  of  motion. 

Caution:  avoid  exerting  patient— condition  still 

not  stable. 

Most  patients  with  rheumatoid  arthritis  should 
be  instructed  in  a preventive  range  of  motion 
exercise  program  which  they  should  perform 
twice  daily  every  day. 

to  be  continued 
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Mesenteric  Cysts:  A Diagnostic  Conundrum 

MICHAEL  J.  McKEOWN,  M.D./JAMES  L.  BURKS,  M.D.,  Chicago,  Illinois 


Mesenteric  cysts  may  be  embryonic,  traumatic,  neoplastic,  or  infective.  They 
are  medical  curiosities  and  occur  infrequently.  Correct  prepoperative  diagnosis  is 
virtually  impossible  as  they  are  easily  confused  with  ovarian  cysts,  retroperitoneal 
tumors  or  cysts,  pancreatic  cysts,  hydronephrosis,  and  tumors  of  bowel  or  kidney. 


M 3senteric  cysts  are  medical  curiosities  of  his- 
toric and  diagnostic  interest.  Antonio  Benivieni, 
a Florentine  anatomist,  first  recorded  such  a 
tumor  in  1507. 1 He  described  a “callus”  among 
the  “messaraic”  veins  in  an  eight-year-old  boy. 

The  first  classification  was  in  1803  by  Portal, 
a physician  to  Louis  XVIII  of  France.  Rokitan- 
sky, the  father  of  systematic  pathology,  described 
a chylous  mesenteric  cyst  in  1842  and  attributed 
it  to  cystic  degeneration  of  lymph  nodes.  Til- 
laux  first  successfully  removed  a mesenteric  cyst 
in  1880.  Mesenteric  cysts  are  rare  and  in 
Sprague’s  experience  occur  less  than  once  per 
100,000  hospital  admissions.2  Those  presenting 
clinically  as  a pelvic  tumor  are  even  more  rare. 

CASE  REPORT: 

A twenty-one-year-old,  gravida  two,  para  two, 
Caucasian,  was  delivered  in  May,  1964,  following  an 
uneventful  pregnancy.  At  her  six  week  postpartum 
examination  a pelvic  mass,  the  size  of  an  eight 
weeks  gestation,  was  found.  It  was  cystic,  freely 
movable,  and  non-tender.  She  was  asymptomatic 
except  for  intermittent,  mild  lower  abdominal  dis- 
comfort. Colon  x-rays  showed  normal  colon  and 
terminal  ileum,  and  a retroperitoneal  mass  arising 
from  the  pelvis.  Intravenous  pyelograms  were  normal 
except  for  presence  of  a soft  tissue  mass  in  the  pelvic 
cavity,  compressing  the  superior  border  of  the  ur- 
inary bladder.  She  was  admitted  to  the  hospital  for 
exploratory  laparotomy  with  preoperative  diagnosis 
of  ovarian  cyst. 

At  laparotomy  a cyst  was  found  in  the  ileal  mesen- 
tery fifteen  centimeters  proximal  to  the  ileocecal 
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junction.  Examination  of  the  pelvic  organs  revealed 
a small  left  parovarian  cyst.  The  ovaries  were  grossly 
normal.  The  mesenteric  cyst  was  easily  enucleated 
and  the  defect  in  the  mesentery  closed.  There  was 
no  communication  between  the  bowel  and  the  cystic 
mass.  The  postoperative  course  was  uneventful. 

The  cyst  measured  14x6.5x11  cm  and  contained 
500  cc  of  mucinous  fluid.  The  inner  surface  was 
smooth,  with  a prominent  vascular  pattern.  The 
cyst  wall  was  composed  of  connective  tissue  and 
smooth  muscle.  It  was  lined  by  a single  layer  of 
high  columnar,  mucous-secreting  epithelium.  There 
was  no  resemblance  to  intestinal  mucosa. 


Fig.  1.  Photomicrograph  (1x1900)  depicting 
the  cyst  wall  and  the  mucosal  lining. 
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discussion 

Several  attempts  at  classification  of  mesenteric 
cysts  are  found  in  the  literature.  The  term 
simply  implies  a cyst  lying  within  the  mesentery 
of  the  bowel.  Their  etiology  is  varied  and  has 
led  to  some  confusion  in  classification.  Early 
classifications  were  purely  descriptive.  Dowd 
was  the  first  to  base  a classification  upon  origin.3 

Mesenteric  cysts  can  be  divided  into  two  large 
groups,  developmental  and  acquired.  Baker  con- 
siders developmental  mesenteric  cysts  to  be  those 
that  occur  in  or  near  the  mesentery,  are  not 
dermoid  or  parasitic,  and  do  not  arise  in  a 
normally  placed,  retroperitoneal  organ.4  This  is 
at  slight  variance  with  the  extensive  classification 
of  Beahrs,  et  al,  seen  in  table  one.6  It  has  also 
been  postulated  that  they  develop  from  embry- 
ologically  misplaced  bits  of  lymphatic  tissue  that 
proliferate  and  accumulate  fluid. 

Table  1 

Classification  of  Mesenteric  Cysts 

1.  Embryonic  and  Developmental  Cysts 

A.  Enteric 

B.  Urogenital 

C.  Lymphoid 

D.  Dermoid 

E.  Embryonic  defects  in  early  formation  of  lymphatic  ves- 
sels, lymph  nodes,  etc. 

2.  Traumatic  or  Acquired  Cysts  (Cyst  wall  composed  of  fibrous 

tissue  without  a lining  membrane) 

A.  Those  caused  by  injury 

1.  Hemorrhage  causing  sanguinous  cysts 

2.  Rupture  of  lacteals 

3.  Extravasation  of  chyle  into  surrounding  tissues 

3.  Neoplastic  Cysts 

A.  Benign  cysts 

1.  Hyperplasia  lymph  of  vessels  resulting  in  lymphangio- 
mata 

B.  Malignant  cysts 

1.  Lymphangioendothelioma 

4.  Infective  and  Degenerative  Cysts 

A.  Mycotic 

B.  Parasitic 

C.  Tuberculosis 

D.  Cystic  degeneration  of  lymph  nodes  and  other  tissue 

Determination  of  origin  is  based  upon  loca- 
tion, contents  of  the  cyst,  and  the  construction 
and  lining  of  the  cyst  wall.  In  attempting  to 
determine  enteric  origin,  the  contents  are  less 
important  than  the  structure  of  the  cyst  wall  and 
its  lining.  Enterogenous  cysts  have  a thick  wall, 
contain  smooth  muscle,  and  possess  a mucosal 
lining  consisting  of  high  columnar  cells  and 
glandular  crypts.  Mesocolic  cysts  are  thought  to 
arise  from  failure  of  adjacent  layers  of  peri- 
toneum to  coalesce  during  stages  of  fetal  rota- 
tion of  the  intestine. 


Developmental  cysts  of  urogenital  origin  are 
generally  unilocular,  filled  with  clear  fluid,  and 
are  lined  with  columnar  or  cuboidal,  glandular 
epithelium.  These  are  considered  to  be  either 
rudiments  of  the  mesonephros  or  sequestrations 
of  the  urogenital  folds  which  project  into  the 
celomic  cavity  on  either  side  of  the  primitive 
dorsal  mesentery.  Parovarian  cysts  are  included 
in  this  category. 

Lymphoid  developmental  cysts  usually  arise 
from  lymphangiomas.  They  have  serous,  chylous, 
or  hemorrhagic  content,  a thin  wall  of  fibrous 
or  elastic  tissue  and  are  lined  with  flat  endo- 
thelium. It  is  not  infrequent  that  exact  determ- 
ination of  origin  is  impossible.  As  Bobbins  points 
out,  the  most  important  feature  is  a clear  demon- 
stration that  they  do  not  arise  from  any  definitive 
organ.” 

The  present  case  is  likely  of  enteric  origin 
because  of  its  location  and  histological  charac- 
teristics. Approximately  50  per  cent  of  described 
mesenteric  cysts  have  been  found  in  the  mesen- 
tery of  the  small  bowel  and  the  majority  of 
these  in  the  mesentery  of  the  ileum. 

Correct  preoperative  diagnosis  is  virtually  im- 
possible to  establish  if  the  cyst  arises  in  the  ileal 
mesentery  or  from  the  urogenital  system.  The 
present  case  illustrates  the  difficulty.  The  pre- 
senting complaint  may  vary  from  transient  epi- 
sodes of  mild  lower  abdominal  pain  to  an  intra- 
abdominal crisis  following  torsion,  volvulus,  in- 
testinal obstruction,  or  rupture  of  the  cyst.  When 
present,  these  cysts  are  frequently  found  on 
routine  examination  as  asymptomatic  masses. 
They  are  visualized  by  x-ray  only  if  they  contain 
calcium  or  produce  pressure  enough  to  cause 
distortion  in  gastrointestinal,  biliary,  or  genito- 
urinary systems.  There  is  no  definite  correlation 
with  age,  sex,  ethnic  or  racial  group.  The  most 
frequent  mistaken  diagnoses  are  duplication  of 
the  bowel,  ovarian  cyst,  retroperitoneal  tumor 
or  cyst,  pancreatic  cyst,  hydronephrosis,  tumors 
of  the  bowel  or  kidney  and  intussusception. 

Basic  principle  of  treatment  is  obliteration  of 
the  cyst.  Various  methods  successfully  used  in- 
clude enucleation,  simple  excision,  combined 
resection  of  the  cyst  and  adjacent  wall  of  the 
bowel,  marsupialization,  aspiration,  and  anasta- 
mosis  of  the  cyst  to  the  bowel. 

The  true  mesenteric  cyst,  lying  between  the 
leaves  of  the  mesentery,  can  be  easily  enucleated. 
The  greatest  danger  is  inadvertent  damage  to 
the  vascular  supply  of  the  bowel.  An  enteric  or 
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bowel  duplication  usually  requires  resection  and 
anastamosis.  Marsupialization  may  be  the  only 
possible  approach  with  huge  cysts  such  as  the 
one  reported  by  Ford.7  Aspiration  and  external 
drainage  may  be  necessary  when  dealing  with  a 
largely  retroperitoneal  cyst. 

With  treatment  dependent  upon  the  situation 
discovered  at  the  time  of  laparotomy  one  should 
be  prepared  to  carry  out  any  definitive  pro- 
cedure, including  bowel  resection.  Meticulous 
hemostasis  must  be  observed  to  prevent  intra- 
mesenteric  hematoma  with  hazard  to  bowel 
viability.  All  cystic  tissue  should  be  removed  if 


abstract  o 

Quistes  mesentericos  pueden  ser  embrionicos, 
traumdticos,  neoplasicos  o infectados.  Elios  son 
curiosidades  medicas  y ocurre  infrequentemente. 
Correcto  diagnostico  pre-operatorio  es  virtual- 


possible.  Phenolization  has  been  recommended 
for  irremovable  remnants  but  this  is  not  without 
danger.  No  cases  of  recurrence  have  been  noted 
in  the  literature,  regardless  of  type  of  treatment. 

summary 

Mesenteric  cysts  are  medical  curiosities  and 
rarely  pose  a diagnostic  problem  in  gynecology. 
Correct  preoperative  diagnosis  is  frequently  im- 
possible to  establish.  It  should  be  included  in 
the  differential  diagnosis  of  any  freely  movable, 
intra-abdominal,  cystic  mass. 

5841  Maryland  Avenue  60637 


inente  imposible,  es  asi  como  ellos  facilmente 
son  confundidas  con  quistes  ovdricos,  tumores  o 
quistes  retroperitoneales,  quistes  pancreaticos, 
hidronefrosis  y tumores  del  intestino  o de  los 
rinones. 
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X-Ray  of  the  Month 


Chest  x-ray  of  a 3 month  old  white  female  infant  who  was  delivered  2-1/2 
months  prematurely  after  the  spontaneous  onset  of  labor.  The  delivery  was  otherwise 
uncomplicated.  Birth  weight  was  1 pound  3-1/2  ounces.  Tachypnea  and  cyanosis 
developed  shortly  after  birth.  Growth  and  development  were  fairly  normal  but 
she  was  totally  dependent  upon  oxygen  for  life.  The  infant  died  from  respiratory 
distress  approximately  2-1/2  weeks  after  the  x-ray  was  taken. 

Main  clinical  findings  were  oxygen  dependent  cyanosis  and  tachypnea. 
She  became  weak  and  lethargic  when  taken  out  of  oxygen.  Rales  were  occasionally 
heard  at  the  lung  bases.  There  was  also  intermittent  cardiac  murmur.  Laboratory  find- 
ings were  essentially  normal. 

The  accompanying  chest  film  shows  a diffuse,  disorganized,  bilateral  pulmonary 
infiltrate,  somewhat  lace-like  in  appearance.  There  appear  to  be  focal  areas  of  atelectasis 
and  emphysema. 


see  page  761 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B]  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  82  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B|2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


® colloidal  solution 
of  denatured 
proteolytic  enzyme 

provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 


• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 


. 
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OREGON 


Oregon  Medical  Association -2164  s.  w.  park  place,  Portland,  Oregon  97205 

president  Ernest  T.  Livingstone,  M.D.,  Portland 
secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 
Annual  meeting,  September  27  - October  1,  1966,  Portland 


Proceedings  of  Executive  Committee  of 
the  Board  of  Trustees 

The  Executive  Committee  of  the  Board  of  Trustees 
met  on  Saturday,  August  6,  1966,  in  accordance 
with  the  action  of  the  Board  of  Trustees  at  its  meet- 
ing on  June  6th.  The  following  members  of  the 
Executive  Committee  were  in  attendance:  John  E. 
Tvsell;  Glenn  M.  Gordon;  and  Clinton  S.  McGill. 

Because  of  vacation  schedules  the  following  mem- 
bers of  the  Executive  Committee  were  not  in  attend- 
ance: Ernest  T.  Livingstone;  James  H.  Seacat;  Wil- 
liam C.  Scott;  Alfred  C.  Hutchinson;  and  Paul  W. 
Sharp. 

Melvin  W.  Breese,  member  of  the  Committee  on 
Medical  Education,  was  present  at  the  meeting  and 
special  guest  Donald  D.  Parker,  Ph.D.,  Dean  of 
the  School  of  Business  Administration  at  Portland 
State  College. 

Others  in  attendance  at  the  meeting  of  the  Execu- 
tive Committee  present  at  a meeting  constituted  a 
tive  secretary;  Robert  O.  Bissell,  associate  executive 
secretary;  and  Mrs.  Doris  Bennett,  office  secretary. 

In  the  absence  of  Ernest  T.  Livingstone,  President 
of  the  Association  and  Chairman  of  the  Executive 
Committte,  John  E.  Tvsell,  President-Elect,  presided 
at  the  meeting. 

It  was  determined  that  in  accordance  with  CHAP- 
TER VII,  Section  9 (e)  three  members  of  the  Execu- 
tive Committee  present  at  a meeting  constitutes  a 
quorum.  It  was  therefore  voted  to  proceed  with  the 
agenda  for  the  meeting. 

The  following  actions  were  taken  by  the  Executive 
Committee. 

1.  It  was  voted  that  the  report  of  the  Special 
Committee  to  Study  the  Association’s  Continuing 
Medical  Education  programs  created  by  the  House 
of  Delegates  at  its  1966  midyear  meeting  be  ap- 
proved as  written  and  submitted  to  the  House  of 
Delegates  at  its  1966  annual  meeting  to  be  held  in 


Portland,  September  27-30.  The  report  was  pre- 
sented and  discussed  by  Melvin  W.  Breese,  member 
of  the  Special  Committee. 

2.  It  was  voted  that  the  Association  retain  Donald 
D.  Parker,  Ph.D.,  Dean  of  the  School  of  Business 
Administration  and  Robert  E.  Dodge,  Ph.D.,  Pro- 
fessor of  Marketing  in  the  School  of  Business  Ad- 
ministration at  Portland  State  College  to  develop 
statistics,  information  and  other  data  for  the  Special 
Committee  on  Title  XIX  of  Public  Law  89-97  in 
accordance  with  the  recommendations  of  the  Com- 
mittees on  Public  Policy  and  Charitable  Medical 
Care  and  adopted  by  the  Executive  Committee  at  its 
meeting  on  July  9,  1966;  and  that  Dr.  Parker  and 
Dr.  Dodge  be  compensated  jointly  in  an  amount  of 
$5,000  to  be  paid  in  three  installments. 

Dr.  Parker  was  present  at  the  meeting  of  the 
Executive  Committee  and  both  he  and  Dr.  Dodge 
had  previously  been  interviewed  by  members  of  the 
Special  Committtee  on  Title  XIX  and  had  been 
favorably  recommended. 

It  was  likewise  voted  that  this  subject  be  a con- 
tinuing item  on  the  agenda  of  the  Executive  Com- 
mittee and  the  Board  of  Trustees  and  that  the 
payment  on  the  headquarters  as  directed  by  the 
Executive  Committee  on  July  9th  be  held  until  fur- 
ther consideration  has  been  made  by  the  Committee 
or  the  Board. 

3.  It  was  voted  that  the  Executive  Secretary  be 
authorized  to  replace  Mrs.  Esther  J.  Austin,  part  time 
bookkeeper  and  membership  secretary,  with  a full 
time  employee  by  August  31,  1966.  The  Executive 
Secretary  had  reported  that  Mrs.  Austin  had  sub- 
mitted her  resignation  as  of  the  above  date  to  accept 
full  time  employment  with  the  Multnomah  County 
Medical  Society  and  the  Doctors  Official  Telephone 
Exchange. 

4.  Received  as  information  an  unsigned  letter 
from  the  Oregon  House  Physicians’  Association  relat- 
ing to  the  compensation  of  interns  and  residents. 
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Dear  Doctor: 


TEAR 

OUT 

AND 

MAIL 

f 


■ Please  take  J minutes 
to  fill  out  the  reverse 
side  of  this  survey  post- 
card for  your  Journal 


FIRST  CUSS 

Permit  No.  3189 
Seattle,  Washington 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 

POSTAGE  WILL  BE  PAID  BY- 


NORTHWEST  MEDICINE 
500  Wall  Street 
Seattle,  Washington  98121 


T hank 

you! 


What  is  your  specialty? 

What  is  your  secondary  specialty? 

In  what  size  town  do  you  practice? 

□ Under  50,000  □ 50,000-100,000  □ 100,000-250,000  □ Over  250,000 

What  is  your  age? 

□ Under  40  □ 40-60  □ Over  60 

How  much  time  do  you  devote  to  each  issue  of  this  journal? 

□ Under  15  min.  □ 15  min.  to  1 hr.  □ Over  1 hr. 

Do  you  maintain  this  journal  in  a permanent  file? 

□ Yes  □ No 

What  features  of  this  journal  do  you  regularly  read? 


Do  you  see  pharmaceutical  detailmen 

□ Regularly?  □ Seldom?  □ Never? 

Do  you  read  pharmaceutical  mail 


FILL  in  readership  survey 

• TEAR  OUT  POSTCARD  AND  MAIL 


The  letter  was  presented  by  the  Executive  Secretary. 

5.  Voted  to  approve  a recommendation  of  the 
Oregon  Mdical  Political  Action  Committee  that 
Mr.  C.  Walter  Folkstad,  Lincoln  City  pharmacist, 
be  appointed  to  the  Board  of  Directors  of  that 
Committee. 

The  Bylaws  of  the  Oregon  Medical  Political 
Action  Committee  provides  that  the  Executive  Com- 
mittee of  the  Board  of  Trustees  of  the  Oregon  Medi- 
cal Association  shall  approve  all  appointments  to 
the  Board  of  that  Committee. 

6.  Voted  that  the  resignation  of  Max  H.  Parrott 
as  delegate  to  the  American  Medical  Association  be 
accepted  inasmuch  as  he  was  elected  to  the  Board 
of  Trustees  of  the  American  Medical  Association 
at  that  Association’s  1966  annual  meeting  in  Chicago 
in  June  of  this  year.  It  was  noted  that  Dr.  Parrott’s 
term  as  an  Association  delegate  expires  on  December 
31,  1968  and  therefore  a vacancy  exists  and  should 
be  filled  at  this  Association’s  1966  annual  meeting. 

7.  The  Executive  Secretary  presented  a report 
on  the  current  status  of  developing  an  application 
for  a planning  grant  under  P.L.  89-239  which 
included  the  information  that  because  of  the  “Guide- 
lines” published  by  the  National  Institutes  of  Health 
for  the  administration  of  this  Act,  the  University  of 
Oregon  Medical  School  had  been  requested  to  act  as 
the  fiscal  agent  and  that  the  Planning  Committee  be 
appointed  to  develop  an  Oregon  Regional  Medical 
Program  was  in  the  process  of  completing  its  mem- 
bership so  as  to  conform  to  the  provisions  of  the  Act. 

8.  John  E.  Tysell  and  the  Executive  Secretary  re- 
ported on  the  current  status  of  relationships  with 
the  State  Public  Welfare  Commission  relative  to 
the  establishment  of  the  “usual  and  customary”  fees 
charged  in  the  various  areas  of  the  State  and  by 
physicians  in  certain  fields  of  practice. 

9.  The  Executive  Secretary  presented  a report  of 
the  current  status  of  relationships  with  the  State 
Workmen’s  Compensation  Board  as  they  relate  to 
the  establishment  of  the  “usual  and  customary”  fee 
principle  in  compensating  physicians  for  services 
rendered  to  injured  workmen  and  information  re- 
garding the  survey  of  such  fees  conducted  by  the 
Committee  on  State  Industrial  Affairs.  The  Executive 
Secretary  reported  that  the  results  of  the  survey 
had  been  transmitted  to  the  Workmen’s  Compensa- 
tion Board  and  acknowledgement  had  been  received. 

10.  The  Associate  Executive  Secretaiy  reviewed 
the  status  of  the  plans  for  the  1966  Annual  Meeting. 

11.  Voted  to  tentatively  establish  the  dates  for  the 
1971  and  1972  annual  meetings  as  follows: 

1971—  September  21-25 

1972—  September  26-30 

The  Executive  Staff  reported  that  the  Association’s 
annual  meetings  through  1970  had  already  been 
established  and  approved  by  the  Board  of  Trustees 


and  that  definite  reservations  for  the  meetings  had 
been  made  with  Portland’s  Memorial  Coliseum.  They 
stated  that  the  demands  for  that  facility  was  extend- 
ing far  into  the  future  and  it  appeared  wise  to  at 
least  tentatively  establish  the  dates  and  place  of 
the  1971  and  1972  meetings  at  this  time. 

12.  Voted  to  recommend  that  the  Aetna  Life  In- 
surance Company  mail  periodic  bulletins  of  informa- 
tion directly  to  physicians  rather  than  have  them 
mailed  as  special  bulletins  of  the  Association. 

13.  It  was  voted  that  the  appropriate  committee 
of  the  Association  investigate  the  numerous  “Medi- 
gap”  insurance  policies  being  offered  to  the  65  and 
over  which  are  directed  primarily  to  covering  hos- 
pital deductible  and  co-insurance  costs  of  medicare 
recipients  and  offer  only  minimal  benefits  for  such 
costs  for  physicians’  services. 

14.  Voted  to  give  special  recognition  to  the  ap- 
pointment of  John  E.  Tysell  to  the  Hospital  and 
Medical  Facilities  Survey  and  Construction  Advisory 
Council  to  the  Oregon  State  Board  of  Health  by 
Governor  Mark  O.  Hatfield.  Dr.  Tysell  was  among 
the  three  physicians  recommended  to  the  Governor 
for  this  appointment  the  term  of  which  extends  from 
August  2,  1966  to  March  31,  1969. 

15.  Voted  to  authorize  Gilbert  Prentiss  Lee,  Chair- 
man of  the  Committee  on  Public  Law  89-97,  to  send 
a bulletin  to  component  society  presidents,  members 
of  the  Board  of  Trustees,  and  members  of  the  Com- 
mittee regarding  the  certification  and  recertification 
of  hospitalized  patients  under  Public  Law  89-97  and 
to  accompany  the  bulletin  with  a statement  prepared 
by  Blue  Cross  of  Oregon,  intermediary  for  Part  A 
of  Title  XVIII. 

16.  It  was  voted  that  letters  be  sent  to  Senators 
Wayne  Morse  and  Maurine  Neuberger  informing 
them  that  the  Association  favors  the  amendments 
to  the  unemployment  act  contained  in  H.R.  15119 
and  urging  them  to  reject  the  amendments  proposed 
by  the  Senate  which  would  establish  state  standards 
for  unemployment  benefits. 

17.  Voted  to  support  Max  H.  Parrott  in  his  op- 
position to  a proposal  by  the  Board  of  Trustees  of 
the  American  Medical  Association  that  Resolution 
104  introduced  by  the  Oregon  delegation  at  the 
1966  annual  meeting  of  the  American  Medical  As- 
sociation not  be  implemented.  The  members  of  the 
Executive  Committee  also  voted  to  inform  Dr.  Par- 
rott that  they  would  not  object  to  a modification  of 
the  use  of  the  word  “unethical”  in  the  original  text 
of  the  Resolution. 

This  question  arose  inasmuch  as  the  staff  and  the 
legal  counsel  of  the  AM  A advised  the  Board  that 
the  implementation  of  the  Resolution  as  written  and 
as  adopted  places  the  American  Medical  Association, 
its  constituents  and  component  societies  in  serious 
jeopardy  as  far  as  the  federal  antitrust  law  is 
concerned. 


Northwest  Medicine,  September  1966 


One  of  the  three  pleasant  patient  lounges  in  the  new  Shadel  Hospital. 
The  hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is 
completed  and  in  operation  at  12001  Ambaum  Boulevard  S.W.,  Seattle. 
CH  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


756 

Northwest  Medicine,  September  1966 


Oregon  Congressman  Wendell  Wyatt  meets  on  the 
Capitol  steps  with  members  of  OMA-OMPAC  delegation 
to  the  AMPAC  workshop  in  Washington,  D.C.,  May  18-22, 
1966. 

From  left  to  right,  top  row:  Mr.  Bob  Bisseil,  Portland; 
C.  H.  Hagmeier,  Portland,  John  Tysell,  Eugene;  Clem 
Eischen,  Portland;  Clinton  S.  McGill,  Portland;  A.  M. 
Tanaka,  Ontario;  John  R.  Boe,  Grants  Pass;  Max  H. 
Parrott,  Portland;  Donald  F.  Kelly,  Portland;  and  George 
Zupan,  Klamath  Falls. 

Left  to  right  on  steps:  Mr.  John  Misko,  Oregon  City; 
Ralph  Thompsen,  Medford;  J.  Allan  Henderson,  Hood 
River;  E.  T.  Livingstone,  Portland;  Mrs.  Ralph  Thompsen, 
Medford;  Miss  Susan  Henderson,  Hood  River;  Mrs.  Betty 
Ferrell,  Beaverton;  Mrs.  Donald  Kelly,  Portland;  Mrs.  Roy 
A.  Payne,  Milwaukie;  Mrs.  Merle  Pennington,  Sherwood; 
and  Congressman  Wyatt. 

Board  of  medical  examiners 

Allan  L.  Ferrin,  secretary  of  the  Oregon  Board  of 
Medical  examiners  announced  the  licensure  of  thirty- 
eight  doctors.  Those  who  received  licenses  to  prac- 
tice medicine  and  surgery  are; 

Ronald  Louis  Cain;  Raymond  Sykes  Corwin;  Vic- 
tor Dirnfeld;  Pauline  Grodsky;  Dallas  Eugene  Hovig; 
Irving  Katz;  David  Lawrence  Koehler;  Piroska  Olga 
Kramar;  Paul  Davis  Lairson;  Lester  Paul  Rasmussen; 
Mack  David  Richey;  Gary  Byron  Rothenberger;  Em- 
ily Tufts  and  Henry  John  Leonard  Van  Dyk,  all  of 
Portland. 

William  Hicks  Inglis,  Eugene;  Dale  Anthony  von 
Ruden,  Astoria;  William  Gardner  Pitman,  Hillsboro; 
John  McVay  Burket,  Ralph  Dean  Worthylake,  both 
of  Medford;  James  Albert  Brooks,  Roseburg;  Cass 
Hauser  Bailey;  Peggy  Jean  Copple,  Donald  Fred- 
erick Gaiser,  all  of  Salem;  Allan  Douglas  Harlor, 
Jr.,  Sprignfield;  Raymon  Eugene  Giesbrecht,  Tigard; 
and  John  Wing-Chung  Wong,  Wilsonville. 

Others  include:  Ronald  George  Ebel,  Indianapolis, 
Indiana;  William  Ellis  Matthews,  Garden  Grove, 
California;  Frank  Arthur  Moore,  Jr.,  San  Francisco, 


California;  Floyd  Philip  Naugle,  Pleasanton,  Cali- 
fornia; Thomas  Watson  Price,  Unadilla,  Georgia; 
Elmer  Theodore  Sornson,  Jr.,  Iowa  City,  Iowa;  Al- 
bert Winkler,  Jr.,  Clinton  Sherman  AFB,  Oklahoma. 

Those  licensed  to  practice  osteopathy  and  surgeiy 
are: 

Daniel  Ray  Francis,  Central  Point;  Robert  Earl 
McDonald,  Clatskanie;  Robert  Clifford  Todd,  Port- 
land; Howard  Raphael  Nicholas,  Oak  Creek,  Color- 
ado; Robert  Leland  Pettit,  Des  Moines,  Iowa. 

The  next  regular  meeting  of  the  Board  is  Sep- 
tember 29-30,  1966.  Applications  to  be  considered 
then  must  be  filed  with  the  Office  of  the  Board  no 
later  than  August  29,  1966. 


OBITUARY 

LLOYD  A.  WHEELWRIGHT,  M.D.,  of  Milwaukie,  died 

May  18,  1966,  at  the  age  of  62.  Dr.  Wheelwright 
was  born  in  Washington,  Iowa.  He  settled  in  Oregon 
in  1921  and  received  his  medical  degree  from  the 
University  of  Oregon  Medical  School  in  1931.  He 
received  his  license  to  practice  medicine  the  same 
year  and  started  a general  practice  in  Grangeville, 
Idaho.  Cause  of  death  was  pulmonary  atelectasis 
due  to  carcinoma  of  the  larynx. 


BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Congestive  heart  failure.  By  Raymond  T.  Benack,  M.D., 
Clinical  Instructor  in  Medicine,  Georgetown  University 
Medical  School,  Washington,  D.C.,  Formerly  Chief,  Con- 
gestive Heart  Failure  Section  Heart  Disease  Control  Pro- 
gram, U.S.  Public  Health  Service  Physician,  Holy  Cross 
Hospital  of  Silver  Spring,  Maryland.  117  pp.  Price  $5.50. 
Charles  C Thomas,  Springfield,  111.,  1966. 

Research  methodology  and  needs  in  perinatal  studies.  Pro- 
ceedings of  the  Conference  on  Research  Methodology  and 
Needs  in  Perinatal  Studies,  held  in  Chapel  Hill,  North 
Carolina.  By  Sidney  S.  Chipman,  M.D.,  Professor  of  Ma- 
ternal and  Child  Health  School  of  Public  Health,  Univer- 
sity of  North  Carolina,  and  Abraham  M.  Lilienfeld,  M.D., 
Professor  of  Chronic  Diseases,  School  of  Hygiene  and 
Public  Health,  The  Johns  Hopkins  University,  and  Bernard 
G.  Greenberg,  Ph  D.,  Professor  of  Biostatistics,  School  of 
Public  Health,  University  of  North  Carolina,  and  James 
F.  Donnelly,  M.D.,  Director  of  the  Division  of  Personal 
Health,  North  Carolina  State  Board  of  Health.  309  pp. 
Price  $16.50.  Illustrated.  Charles  C Thomas,  Springfield, 
111.,  1966. 

Disorders  of  carbohydrate  metabolism  in  infancy.  By 
Marvin  Cornblath,  M.D.,  Professor  of  Pediatrics,  The  Uni- 
versity of  Illinois,  College  of  Medicine,  Chicago;  and 
Robert  Schwartz.  M.D.,  Associate  Professor  of  Pediatrics, 
Western  Reserve  University  School  of  Medicine;  Cleveland 
Metropolitan  General  Hospital.  297  pp.  Illustrated.  Price 
$8.50.  W.  B.  Saunders  Company,  Philadelphia  and  London, 
1966. 

Genetics  in  medicine.  By  James  S.  Thompson,  M.D.,  De- 
partment of  Anatomy,  University  of  Toronto,  and  Margaret 
W.  Thompson,  Ph  D.,  Departments  of  Pediatrics  and  Zo- 
ology, University  of  Toronto  and  The  Hospital  for  Sick 
Children,  Toronto.  300  pp  Price  $7.50.  Illustrated.  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1966. 

Man  and  Africa.  A Ciba  Foundation  Symposium  jointly 
with  the  Haile  Selassie  I Prize  Trust  under  the  patronage 
of  His  Imperial  Majesty  Haile  Selassie  I Emperor  of 
Ethiopia.  Edited  by  Gordon  Wolstenholme  and  Maeve 
O’Connor.  400  pp.  Illustrated.  Price  $7.50.  Little,  Brown 
and  Company,  Boston,  1965. 

continued  on  page  783 
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starts  fast... 
keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients 


with  known  idiosyncrasies  to  aspirin  or  phenacetin, 


and  in  thOSe  With  blOOd  dySCraSiaS.  Literature  on  request. 

PERCODAN  ^ 


Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  U.  S.  Pats.  2,628,185  and  2,907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 


WASHINGTON 


Washington  State  Medical  Association  — 1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Carl  P.  Schlicke,  M.D.,  Spokane 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  18-21,  1966,  Spokane 


v 


Lecture-discussion  series 

“Drugs  and  the  Drug  Problem”  is  the  subject  of 
an  evening  Lecture-Discussion  Series  to  be  present- 
ed this  fall  at  the  University  of  Washington,  be- 
ginning October  4.  Lecturers  will  discuss  the 
different  types  of  drugs  and  their  effects  on  the 
individual,  as  well  as  the  larger  question  of  the 
danger  (or  value)  of  drugs  to  society. 

The  classification  of  drugs  and  their  effects  on 
personality  will  be  discussed,  respectively,  by  Akira 
Horita  of  the  Department  of  Pharmacology  and 
Comelis  Bakker  of  the  Department  of  Psychiatry. 
The  place  of  drugs  in  society  will  be  explored  in 
lectures  by  Joseph  Lohman  (Ph.D.),  Dean  of  the 
School  of  Criminology  at  the  University  of  California 
at  Berkeley;  the  Rev.  James  Royce,  S.J.  (Ph.D.), 
Assistant  Dean  of  the  College  of  Arts  and  Sciences 
at  Seattle  University;  William  Conte,  Director  of 
the  Washington  State  Department  of  Institutions; 
and  Prof.  Luvern  Rieke,  University  of  Washington 
School  of  Law.  Keith  Ditman  of  the  School  of 
Psychiatry  at  the  University  of  California  at  Los 
Angeles  will  examine  the  potentials  of  drugs  for 
human  welfare.  The  series  will  be  coordinated  by 
Prof.  E.  Mansell  Pattison,  instructor  in  the  Division 
of  Social  and  Community  Psychiatry  at  the  Univer- 
sity of  Washington. 

Following  each  lecture,  two  discussants  will  join 
the  lecturer  and  coordinator  to  form  a panel  to  begin 
discussion,  after  which  series  registrants  may  join 
in.  These  discussants,  drawn  from  the  University  and 
the  the  community,  will  represent  points  of  view 
of  special  relevance  to  the  topic  of  the  lecture. 

The  registration  fee  for  the  series  is  $16.  Further 
information  may  be  obtained  by  calling  the  Univer- 
sity’s Office  of  Noncredit  Programs  at  543-2140. 


Oct.  4 Classification  of  I.  Horita,  M.D.,  As- 


Drugs  for  Legal 
and  Medical 
Purposes 

sociate  Professor,  Phar- 
macology, University  of 
Washington 

Oct.  11 

Effect  of  Drugs 
on  Personality 

C.  Bakker,  M.D.,  As- 
sistant Professor,  Psy- 
chiatry, University  of 
Washington 

Oct.  18 

Legal  Policy 
on  Drugs 

L.  Rieke,  Professor, 
Law,  University  of 
Washington 

Oct.  25 

Treatment  Pro- 
grams for  Drug 
Abusers 

W.  Conte,  M.D.,  Direc- 
tor, Mental  Health, 
State  of  Washington 

Nov.  1 

Moral  Issues  and 
Public  Attitudes 

Father  J.  Royce,  Ph.D., 
Dean,  Seattle  Uni- 
versity 

Nov.  8 

Social  Factors  in 
Drug  Abuse 

J.  Lohman,  Ph.D., 
Dean,  School  of  Crim- 
inology, University  of 
California,  Berkeley 

Nov.  15 

Potentials  of  Drugs 
to  Human  Welfare 

K.  Ditman,  M.D.,  Asso- 
ciate Professor,  Psychi- 
atry, University  of  Cali- 
fornia, Los  Angeles 

Nov.  22  Public  Policy 

Regarding  Drugs 

open 

Symposium  for  x-ray  technologists 

The  continuing  education  department  of  the  Uni- 
versity of  Washington  School  of  Medicine  is  offering 
a two  day  course  for  x-ray  technologists  on  October 
8 and  9,  1966. 

This  course  will  explore  and  explain  some  of 
the  recent  technical  advances  in  Radiology.  Tuition 
fee  is  $15.00. 
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PRESIDENTS  page 


Route  to  Excellence 


CARL  P.  SCHLICKE,  M.D. 


The  subject  of  this  month’s  page  might  well  be  entitled  “The  Case  of  the  Missing 
Commencement  Address”  which,  no  doubt,  sounds  like  something  straight  from  Erie 
Stanley  Gardner.  Actually,  it  wasn’t  really  a speech.  It  was  simply  a “Message  from  the 
WSMA  President”  for  the  June  issue  of  SAMA  News,  the  official  newsletter  of  the 
Student  American  Medical  Association  of  the  University  of  Washington.  Unfortunately, 
through  a conspiracy  of  time,  space  and  human  frailty,  the  June  issue  never  saw 
the  light  of  day.  As  a result,  a class  of  aspiring  young  physicians  was  thrust,  all 
unsuspecting,  into  a harsh  and  hostile  world  without  proper  advice,  guidance  or 
preparation.  This  in  itself  seemed  less  calamitous  than  that  my  time  should  have  been 
spent  in  vain,  particularly  since  I rather  liked  the  piece  and  hated  to  consign  it 
unread  and  unappreciated  to  the  waste  basket.  I therefore  beg  your  indulgence  to 
permit  me  to  submit  it  for  your  consideration,  particularly  since  some  of  the  sentiments 
are  as  applicable  to  the  seasoned  practitioner  as  to  the  neophyte: 


“Time  flies— it  hardly  seems  possible  that  this 
is  the  last  message  I will  be  sending  you.  As  com- 
mencement day  approaches  I should  like  to  address 
myself,  principally,  to  those  of  you  who  are  about 
to  graduate,  yet  I would  hope  that  the  rambling 
thoughts  will  be  of  interest  to  members  of  the  other 
classes  as  well. 

“As  you  read  this,  Medicare  is  already  upon 
us.  What  effect  it  will  have  on  our  lives  and  upon 
the  practice  of  medicine,  what  the  reaction  of  the 
public  will  be  to  its  implementation,  time  alone  will 
tell.  In  the  minds  of  many  physicians,  the  main  factor 
which  gives  them  hope  that  things  will  not  be  ‘all 
bad’  is  the  character  of  the  man  whom  President 
Johnson  appointed  Secretary  of  the  Department  of 
Health,  Education  and  Welfare.  The  Honorable  John 
W.  Gardner  is  a man  with  great  intellectual  endow- 
ments, a man  possessed  of  a high  degree  of  integrity, 
a professional  man. 

“A  number  of  years  ago,  while  President  of  the 
Carnegie  Foundation,  Secretary  Gardner  penned 
some  memorable  lines.  Many  of  you,  I am  sure,  are 
familiar  with  them.  All  of  you  would  do  well  to 


consider  them  at  this  epochal  moment  in  the  history 
of  the  medical  profession.  In  an  address  to  the 
Association  of  Urban  Universities  he  said, 

‘Excellence  is  where  you  find  it.  I would  extend 
this  generalization  to  cover  not  just  higher  edu- 
cation but  all  education  from  the  vocational  high 
school  to  the  graduate  school.  There  may  be 
excellence  or  shoddiness  in  every  line  of  human 
endeavor.  We  must  learn  to  honor  excellence, 
indeed  to  demand  it  in  every  socially  accepted 
human  activity,  however  humble  the  activity, 
and  to  scorn  shoddiness,  however  exalted  the 
activity.  There  may  be  excellent  plumbers  and 
incompetent  philosophers.  An  excellent  plumber 
is  infinitely  more  admirable  than  an  incompetent 
philosopher.  The  society  which  scorns  excellence 
in  plumbing,  because  plumbing  is  a humble 
activity,  and  tolerates  shoddiness  in  philosophy 
because  philosophy  is  an  exalted  activity,  will 
have  neither  good  plumbers  nor  good  philos- 
ophy. Neither  its  pipes  nor  its  theories  will  hold 
water.’ 

“You  have  been  fortunate  in  attending  an  excellent 
medical  school.  Gomparatively  new  as  medical 
schools  go,  the  University  of  Washington  Medical 
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School  has,  in  the  few  years  since  its  founding,  at- 
tained an  incredibly  high  status  and  an  enviable 
reputation.  It  is  a source  of  pride  to  every  citizen 
of  the  State  of  Washington.  It  proves  that  a care- 
fully selected  faculty  of  scholars  with  ability  and 
imagination,  can  in  less  than  two  decades,  establish 
standards  of  excellence  which  have  eluded  genera- 
tions of  effort  in  other  institutions.  Yours  is  the 
responsibility  now  to  maintain  comparable  standards 
of  excellence  in  your  professional  lives. 

“This  is  not  an  easy  task.  There  has  been  a regret- 
table tendency  in  the  past  to  regard  medical  school 
education  as  a terminal  program.  This  concept  must 
be  abandoned.  Henceforth  your  alma  mater  must 
make  available  to  you  a never  ending  program  of 
continuing  education.  No  matter  how  busy  you 
become  in  your  practice  you  must  develop  and  main- 
tain systematic  habits  of  reading  current  scientific 
periodicals.  A good  way  to  keep  up  with  the  new 
medical  books  is  to  review  them  for  a journal. 
This  provides  opportunity,  incentive  and  helps  in 
building  up  a good  personal  library.  You  must  take 
time  from  your  practice  to  attend  scientific  meet- 
ings. It  is  easy  for  a busy  doctor  to  get  into  an 
intellectual  rut.  In  the  presence  of  the  current  explo- 
sion of  scientific  knowledge,  this  is  catastrophic. 
You  should  attempt  to  maintain  liaison  with  scien- 
tists in  other  disciplines  so  as  to  take  advantage  of 
advances  in  their  fields  which  may  be  of  value  in 
yours.  Budget  a little  time  for  reading  in  the  humani- 
ties as  well.  The  good  physician  is  a man  of  culture 
and  not  just  a technician. 

“Whether  you  go  into  research,  teaching  or  prac- 
tice, live  up  to  your  responsibilities  as  a citizen. 
Exercise  your  franchise  at  every  opportunity.  Simply 
to  be  a competent  practitioner  is  not  enough.  Ad- 
vances in  preventive  medicine  must  be  consolidated 
by  appropriate  legislation.  Research  must  be  free 
and  unhampered  by  restrictive  laws.  The  quality  of 
medical  care  must  not  be  compromised  by  venal  or 
misguided  politicians.  These  are  your  responsibilities. 

“In  your  dealings  with  patients  you  would  do  well 
to  consider  the  characteristics  of  today’s  patient.  He 
is  well  informed.  He  is  well  insured,  privately  and 
governmentally.  He  regards  the  latest  and  best  in 
medical  treatment  as  his  right.  Moreover,  he  wants 
this  up-to-date,  super-care  delivered  with  compas- 
sion and  with  interest  in  him  as  an  individual  human 
being.  He  wants  the  ultimate  in  what  science  has  to 
offer,  regardless  of  expense,  but  he  also  wants  balm 
for  his  soul.  It  is  this  dichotomous  desire  which  the 
inexperienced,  the  harassed  or  the  ultrascientific 
doctor  is  apt  to  overlook,  and  this  is  why  the  patient 
is  unhappy  with  many  of  us.  He  knows  we  are  moral- 
ly and  legally  responsible  for  his  welfare,  but  he 
feels  we  no  longer  care.  This  is  certainly  not  tine 
and  yet  it  is  understandable  how  he  could  obtain 
this  impression.  The  average  doctor  today  carries  a 


larger  case  load  than  ever  before.  There  is  an 
infinite  variety  of  things  he  can  do  for  and  to  his 
patients.  Many  of  these  tasks  he  must  delegate  to 
others.  Above  all,  he  usually  doesn’t  have  time  to  sit 
and  chat  in  a friendly,  sympathetic,  kindly  manner. 
The  patient  is  disturbed  by  the  value  which  the 
physician  places  on  his  services,  although  professional 
fees  have  risen  less  than  the  overall  cost  of  living 
and  far  less  than  hospital  costs.  Outward  manifesta- 
tions of  prosperity  which  he  regards  as  marks  of 
success  in  his  banker,  broker,  shopkeeper  and  lawyer, 
he  resents  in  his  doctor  since  the  patient  feels  he 
made  them  possible  with  his  life’s  blood.  Many 
physicians  no  longer  feel  omnicient  in  all  branches 
of  medicine  and  frequently  call  on  their  colleagues 
for  consultation  and  aid.  The  patient  often  distrusts 
this  indication  of  what  he  regards  as  division  of 
responsibility.  It  is  a sad  paradox  that  at  a time 
when  from  a scientific  standpoint,  if  I may  use  a 
colloqualism,  ‘he  never  had  it  so  good,’  he  is  dis- 
affected with  his  physician. 

“There  is  no  easy  solution  to  this  dilemma.  How- 
ever, if  we  remember  it,  if  we  strive  to  make  each 
patient  aware  that  we  are  concerned  with  him  as  a 
person,  if  we  carry  out  each  therapeutic  task,  how- 
ever trivial  it  may  seem,  to  the  best  of  our  ability, 
if  we  have  before  us  always  the  goals  of  excellence, 
emphathy  and  consideration,  we  will  be  good  physi- 
cians. If  we  are  good  physicians  in  the  best  and 
broadest  sense  of  the  term,  public  relations  and  ‘the 
Image’  will  take  care  of  themselves  as  we  continue 
our  efforts  to  prevent,  alleviate  and  cure  disease.” 

X-Ray  of  Month  on  Page  751 

Wilson-Mikity  Syndrome 

The  Wilson-Mikity  Syndrome  is  a clinical  syn- 
drome characterized  by  permaturity  (or  immaturity, 
i.e.,  weight  less  than  1500  grams),  respiratory  dis- 
tress and  cyanosis  beginning  a few  hours  to  several 
days  after  birth.  Recently,  a similar  case  has  been 
described  in  a full  term  infant.  Attacks  of  apnea  and 
tachypnea  have  been  described  in  a full  term  in- 
fant. Rales  and  wheezing  are  as  a rule  not  present. 
Oxygen  dependent  cyanosis  is  the  outstanding  clini- 
cal finding.  Laboratory  studies  are  not  specific.  The 
etiology  remains  obscure.  Approximately  one  half 
of  the  described  cases  have  lived,  with  radiographic 
findings  returning  to  normal  in  a few  months. 
Histologic  studies  of  post  mortem  specimens  show 
septal  thickening  with  excessive  connective  tissue 
and  patchy  area  of  emphysema. 

The  characteristic  x-ray,  combined  with  the  clini- 
cal features  separate  this  entity  from  many  other 
causes  of  neonatal  respiratory  distress. 
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Current  concepts  in  drug  therapy 

A course  designed  to  assist  physicians  in  effective 
use  of  new  drugs  will  be  offered  by  the  Uni- 
versity of  Washington  School  of  Medicine  on  Octo- 
ber 13  and  14,  1966.  Topics  treated  include: 
hematology;  drugs  in  hemorragic  disease;  clini- 
cal pharmacology;  genetics;  nuclear  medicine; 
nephrology;  arthritis;  pulmonary  diseases;  der- 
matology; allergy;  and  infectious  diseases. 

Tuition  fee  is  $50.00  Acceptable  for  accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. 


OBITUARIES 

john  h.  schutz,  M.D.,  77,  a Seattle  physician,  died 
June  1,  1966.  Dr  .Schutz  was  born  in  Odessa  in  the 
Ukraine  and  came  to  the  United  States  in  his  child- 
hood. He  received  his  medical  degree  in  1917  from 
the  University  of  Louisville  School  of  Medicine.  He 
came  to  W ashington  soon  after  graduation  practicing 
first  in  Yakima  County  and  then  in  Seattle’s  Uni- 
versity district. 


john  m.  finney,  m.d.,  a Spokane  physician  since 
1924,  died  June  11,  1966.  Dr.  Finney  was  born  in 
Ohio  in  1881  and  he  received  his  medical  degree 
from  the  University  of  Cincinnati  College  of  Medi- 
cine in  1910.  He  retired  from  his  general  practice 
in  1957.  His  death  was  caused  by  cerebralthrom- 
bosis. 


EUGENIA  MURPHY  VANDERWILT,  M.D.,  Everett,  died 

June  4,  1966.  She  was  the  wife  of  Bert  Vanderwilt, 
Everett  Port  Commissioner.  Dr.  Vanderwilt  was  born 
in  1910  in  Montana.  She  attended  the  University 
of  Wisconsin  Medical  School  in  Madison  and  re- 
ceived her  degree  in  medicine  in  1936.  Dr.  Vander- 
wilt was  a pediatrician.  Cause  of  her  death  was 
multiple  myeloma. 


henry  dwight  norris,  m.d.,  died  June  10,  1966, 
at  his  home  in  Seattle.  He  was  66.  Dr.  Norris  was 
born  in  1899  in  Middletown,  Maryland.  He  attended 
the  University  of  Oregon  Medical  School  in  Port- 
land and  received  his  degree  in  1928.  In  1929, 
he  received  a Washington  license  to  practice  medi- 
cine and  started  a general  practice  in  Seattle.  His 
death  resulted  from  coronary  occlusion  due  to  arterio- 
sclerosis. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with ..... 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

BICIIMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Doctor, 

* 

Here  is  the  Abbott  anorectic 
)rogram  designed  to  meet 
he  individual  needs  of  your 
iverweight  patients. 


mood  elevation 


Abbot 

Anorectic 

Prograrr 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can't  take  plain  amphetamine, 

put  her  on  DESBUTAl!  Gradumet 


Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)tocalmthe  patientanc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 

That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

^ (J 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

It 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  »n  anorectic  m tieitmeni  of 
obesity . »»so  to  counteract  anxiety  and  mJd  depression 
Desbutal  s contramdcated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor  Nervousness 
oi  excessive  sedat»n  have  occasionally  tieen  observed, 
often  these  eltects  will  disappeai  alter  a lew  days  Use 
wild  caution  in  patients  with  hypertensnn.  cardiovascular 
disease  hyperthyroidism  oi  who  are  sensitive  to  sympa 
thorn  imetx  diugs  Caielul  supervision  a advisable  with 
mated  listed  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  of  meld 
amphetamine  hydrochloric  and  60  mg  of  pentobarbital 
sodium  Desbutal  15contains  15 mg  ol  methamphetamine 
hydrochloride  end  90  mg  ol  pentobarbital  sodium  In 
bottles  ol  100  and  500 


Press  oul  tablets  l»om  this  side  lot  no  7(4  1331 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  - 


For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  "watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid- 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


what 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


it’s  time 

to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


is  it? 


4 14-6-4046 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gam 
home  remedies  without  success,  pleasant-ta 
cremomycin  can  answer  the  call  for  help.  It  c a 
counted  on  to  consolidate  fluid  stools,  soothe  i 
tinal  inflammation,  inhibit  enteric  pathogens, 
detoxify  putrefactive  materials  — usually  with 
few  hours. 


cremomycin  combines  the  bacteriostatic  ag 
succinylsulfathiazole  and  neomycin,  with  the 
sorbent  and  protective  demulcents,  kaolin  and 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstructio 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersens 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prerr 
infants,  or  during  first  week  of  life  in  the  newborn. 
WARNINGS:  Use  only  after  critical  appraisal  in  patients 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  d 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasi; 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  ci 
hepatic  and  renal  function  tests  during  intermittent  or  ct 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if 
is  history  of  significant  allergies  and/or  asthma.  Continue 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Wati 
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yourl^for 
Cremomycin 
can  provide  relief 


u e-like  neuromuscular  block  during  anesthesia  if  neomycin 
s ed  preoperatively  in  large  doses  when  renal  function  is 
x>  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
-ic  possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
til  dosage. 

” EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
a,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
opathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
:hiae,  purpura,  hematuria,  and  crystalluria  have  been  noted, 
ced  fecal  output  of  thiamine  and  decreased  synthesis  of 
itiin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

ice  prescribing  or  administering,  read  package  circular  with 
) r jet  or  available  on  request. 

3 )mptly  relieves  diarrheal  distress 

Cremomycin® 

£ JTIDI ARRHEAL  47 

k position:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
e ivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
).  im.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


OMERCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


» ere  today’s  theory  is  tomorrow’s  therapy 


k 
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REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine 
may  be  borrowed  by  any  subscriber.  Write  Miss  Ruth 
Harlamert,  Librarian,  King  County  Medical  Society  Li- 
brary, Room  105,  Cobb  Bldg.,  Seattle,  Wn.  98101.  The 
library  appreciates,  but  does  not  demand,  reimbursement 
for  postage. 

Fundamentals  of  Clinical  Hematology 

Fundamentals  of  clinical  hematology.  By  Byrd  S.  Leavell,  M.D., 
Professor  of  Internal  Medicine,  Physician-in-charge,  Hematol- 
ogy section.  University  of  Virginia  School  of  Medicine,  Attend- 
ing Physician,  University  of  Virginia  Hospital.  Oscar  A.  Thorup, 
Jr.,  M.D.,  Associate  Professor  of  Internal  Medicine,  Physician- 
in-charge,  Hematology  clinic.  University  of  Virginia  School  of 
Medicine,  Attending  physician.  University  of  Virginia  Hospital. 
574  pp.  $12.50.  W.  B.  Saunders  Company,  Philadelphia,  1966. 

This  book  of  approximately  600  pages  is  an  up 
to  date  review  of  clinical  hematology.  Anemias  are 
broken  down  into  five  chapter  headings:  Disorders 
Of  Vitamin  B-12  And  Folic  Acid  Metabolism,  Dis- 
orders of  Iron  Metabolism,  Bone  Marrow  Failure, 
Hemolytic  Anemia,  and  Anemia  Resulting  From 
Other  Disorders.  This  division  does  facilitate  dis- 
cussion and  consideration  of  the  anemias. 

Other  problems  in  clinical  hematology  are  dis- 
cussed adequately,  but  not  extensively. 

This  book  would  be  a generally  useful  one  in  the 
library  of  the  general  practitioner  or  the  general 
internist,  since  it  is  both  up  to  date  and  concise. 


For  these  very  reasons,  it  would  probably  not  be 
of  value  to  the  hematologist. 

FRED  T.  DARVILL,  JR.,  M.D. 

The  Cancer  Story.  A Brief  Look  at  Cancer  and  Science 

Public  Health  Service  Bulletin  1162-B.  Prepared  by  Research 
Information  Branch,  National  Cancer  Institute,  National  Insti- 
tutes of  Health.  Bethesda,  Md.  20014.  50  pp.  25  cents. 

This  50  page  booklet  is  designed  to  provide  the 
general  reader  with  the  “substance”  of  ‘Science  and 
Cancer’  written  by  Dr.  Michael  Shimkin  in  1964.” 
It  is  well  written  and  has  a glossary. 

Various  facets  of  cancer  are  taken  up  in  short 
chapters.  Many  historical  tibits  of  the  development 
of  our  knowledge  and  research  are  interestingly  inter- 
larded. Among  the  conclusions  in  the  last  chapter 
is  that  there  should  be  a list  of  long  term  follow  up 
of  the  many  workers  that  are  being  exposed  to  the 
ever  increasing  new  chemical  agents  used  in  industry. 

Unless  some  one  has  particularly  studied  cancer 
he  will  undoubtedly  find  unexplored  and  interesting 
areas  about  cancer  in  this  book.  I think  it  would  be 
most  valuable  for  distribution  in  the  doctors  office. 
Many  patients  and  their  relatives  could  read  it  with 
interest  and  profit. 

DAVID  METHENY,  M.D., 

Chairman,  Cancer  Coordinating  Committee 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 

John  R.  Montague,  M.D. 

Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 

Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  consult- 

ing  Psychiatrist 

Physicians 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.3  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1  Oth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.3  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.0- 10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  tp  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K (Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 

References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  146: 164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
144:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240: 173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  143: 230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford.  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin" 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


'The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  rn  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.: New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-4613 

Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 


new  from  Ames 
5 basic  uro-analyticai 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available.-  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


flledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 

Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out  ”,2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  froi  j 
secretions  penetrating  the  bronchi  and  bronchioli 
In  laryngospasm,  there  are  both  inspiratory  and  e!| 
piratory  stridor  and  difficulty  in  inflating  the  ches  ; 
in  bronchospasm  there  is  an  expiratory  wheeze,  bi  i 
not  as  much  difficulty  in  inflation,  although  son- 
resistance  may  be  felt.  Stridor  is  due  to  partial  t 
complete  closure  of  the  vocal  cords  in  spasm  and  tl  j 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produci  i 
difficulty  in  ventilation  through  the  mouth  until  th  ( 
patient  is  deep  enough  to  place  an  oral  airway.  A , 
intravenous  agent  can  be  given  to  facilitate  the  i 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed  t 
ventilate  the  patient.  For  example,  teeth  can  t 
broken  by  too  vigorous  attempts  at  intubation,  c f 
the  intubation  itself  may  be  technically  difficult  du  j 
to  secretions  obstructing  the  view  of  the  glottis.  Tb 
postoperative  sequelae  of  intubation  ranges  fror  ' 
mild  laryngitis  to  pneumonia  with  atelectasis,  an 
are  seen  far  more  commonly  in  patients  sufferin 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  which  produce  the  ch. 
acteristic  stridor  or  "crowing”  sound. 


wogression  of 

bronchioles  into  bronchospasm. 

(amplications  during  the  maintenance  of 

nesthesia  Bronchospasm  can  occur  in  an  un- 
atubated  patient  due  to  secretions  entering  the  bron- 
hial  tree  from  above,  and  acting  as  an  irritant  to 
me  bronchi  and  bronchioles.  Secretions  accumulate 
uickly  and  the  patient  has  to  be  suctioned  continu- 
illy.  The  whole  cycle  of  coughing,  bucking,  laryngo- 
oasm  and  bronchospasm  may  ensue.  The  difficult 
ecision  here  is  whether  it  is  better  to  suction  the 
•atient  continually  or  to  use  an  endotracheal  tube 
hich  protects  the  cords  and  bronchi  but  introduces 
te  risk  of  attendant  complications. 

(ostoperative  complications  Postoperatively, 

implications  can  be  more  serious  than  even  the  intra- 
lesthesia  complications,  and  occur  much  more  fre- 
aently  in  a patient  who  has  been  intubated.4 

ore  throat  and  pharyngitis  can  result  both  from  the 
reoperative  upper  respiratory  infection  and  from 
le  drying  of  the  mucous  membranes  which  occurs 
uring  anesthesia. 

racheitis  and  bronchitis  often  result  from  secre- 

Sons  trickling  down  the  tracheobronchial  tree. 

aryngitis  is  frequently  seen  in  patients  with  upper 
:spiratory  infections  who  have  been  intubated, 
here  is  a significant  increase  in  the  incidence  of 
ryngitis  compared  to  that  in  patients  without  up- 
i er  respiratory  infections. 

■ 'ib glottic  edema  is  a condition  which  occurs  mainly 
i children  who  have  been  intubated.  This  pathol- 
gy  results  from  an  exudate  developing  in  the  areo- 
.r  tissue  just  below  the  cords.  Because  of  the  small 
ze  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatment5,6,7'8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Open  noses  all  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


FahTriaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate 25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 

Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  sue 
tioned  from  the  airway  during  anesthesia. 


Give  intravenous  fluids  to  those  patients  who  appear 
dehydrated  due  to  a cold.  In  a well  hydrated  patient 
the  respiratory  tract  secretions  are  less  viscid  and 
more  watery.  This  is  particularly  true  in  asthmatics. 

Summary:  Administration  of  emergency  anesthe 
sia  to  a patient  with  a cold  or  upper  respiratory  in 
fection  can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%— 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe . . . 

Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5%  I 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp 
Administer  every  four  hours.  Side  effects:  Occa 
sional  drowsiness,  blurred  vision,  cardiac  palpi 
tations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa 
tient  should  be  advised  not  to  drive  a car  or  oper 
ate  dangerous  machinery  if  drowsiness  occurs 
Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes  or  thyrotoxicosis. 
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Trivialis  et  Jovialis 


The  Flower  Movers 

FRANK  COLE,  M.D.,  Lincoln,  Nebraska 


Those  of  us  who  make  early  morning  rounds 
or  who  find  ourselves  in  the  hospital  in  the 
middle  of  the  night  when  sensible  people  are 
home  and  asleep  have  witnessed,  not  always,  but 
often  enough  to  marvel,  that  wonderful  pheno- 
menon, the  flowers  in  the  hall.  Why  we  bring 
flowers  to  the  sick  is  an  interesting  enough  prob- 
lem, all  by  itself.  But  why  they  are  removed 
from  patients’  rooms  is  a nuttier  problem,  and 
the  answers  are  even  better.  I have  been  told  by 
flower  movers  that  the  rooms  are  crowded,  as 
though  they  expanded  during  the  day,  only  to 
shrink  at  night.  1 have  been  informed  that  the 
scent  becomes  overpowering  when  the  sun  goes 
down.  I have  heard  that  patients  request  noc- 
turnal flower  removing.  I am  inclined  to  doubt 
this  or  at  best  to  assume  that  patients  have  be- 
come indoctrinated  to  the  point  where  they  feel, 
without  knowing  why,  that  something  dangerous 
and  mysterious  will  happen  if  it  is  not  done,  and 
that  they  are  being  neglected.  I have  been  sol- 
emnly instructed  that  it  is  good  for  the  plants. 
And  of  course  an  older  flower  mover  will  re- 
member what  may  have  been  the  original  excuse 
( I almost  said  reason ) : the  foible  of  floral  physi- 
ology. They  take  in  carbon  dioxide  during  the 
day,  but  when  night  falls,  they  change  all  this 
and  remove  dangerously  large  amounts  of  ox- 
ygen from  the  room  and  exude  equally  danger- 
ous amounts  of  carbon  dioxide.  Well,  visitors  and 
maids  and  nurses,  and  doctors  making  early 
morning  rounds,  also  remove  oxygen  from  the 
room  and  exhale  carbon  dioxide,  and  I cannot 
think  that  a flower  is  more  dangerous  than  a 
physician.  The  funniest  part  of  flower  moving  is 
that  if  you  ask  four  different  movers  why  they 
do  it,  you  will  get  four  different  answers.  But 

Dr.  Cole  is  editor  of  the  Nebraska  State  Medical  Journal. 
The  above  excerpt  is  from  an  editorial  titled  “What  Fools 
We  Mortals  Be”  published  in  the  October,  1965  issue  of  the 
Nebraska  State  Medical  Journal.  It  is  copied  here  by 
permission. 


it  is  something  that  seems  destined  to  go  on  with- 
out end.  Perhaps  not.  It  may  be  something  like 
the  universally  held  belief  that  tomatoes  were 
poisonous,  until  someone,  bolder  than  the  rest, 
ate  one  in  public,  with  relish  and  without  harm. 
Tonight  I shall  sleep  with  a flower  in  my  room. 
And  if  no  harm  comes  to  me  (if  I am  undone 
by  a devilish  daffodil  or  a clever  carnation,  those 
who  read  this  will  know  what  has  happened  to 
me),  I may  increase  the  number  to  six,  and  if  I 
can  afford  it,  to  a dozen.  We  may  even  have  a 
report  of  this  experiment  in  a later  issue.  As  soon 
as  we  get  a government  grant. 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg  /day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

-y-  ^ • 2-mg,  5-mg,  10-mg  tablets 

Valium: 

(diazepam) 


J 


Tareyton... with  the  taste  worth  fighting  for 

America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN*  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  avai  3ble  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  j where  today's  theory  is  tomorrow's  therapy 

Division  of  MercW  & Co  . INC..  Wsst  Point.  Pa  | 
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BOOKS 

continued  from  page  757 


INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephal in-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Fundamentals  of  clinical  hematology,  second  edition.  By 
Byrd  S.  Leavell,  M.D..  Professor  of  Internal  Medicine, 
Physician-in-Charge,  Hematology  Section,  School  of  Medi- 
cine, University  of  Virginia.  Attending  Physician,  Univer- 
sity of  Virginia  Hospital,  and  Oscar  A.  Thorup,  Jr.,  M.D., 
Associate  Professor  of  Internal  Medicine,  Physician-in- 
Charge,  Hematology  Clinic,  School  of  Medicine,  University 
of  Virginia;  Attending  Physician,  University  of  Virgina 
Hospital.  597  pp.  Illustrated.  Price  $12.50.  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1966. 

Current  diagnosis.  A biennial  volume  of  clinical  diagnostic 
methods  and  evaluations.  By  Howard  F.  Conn,  M.D.,  and 
Robert  J.  Clobecy,  M.D.,  and  Rex  B.  Conn,  Jr.,  M.D.,  843 
pp.  Illustrated.  Price  $19.00.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1966. 

Rocky  Mountain  spotted  fever.  By  Jerry  K.  Aikawa,  M.D., 
Associate  Professor  of  Medicine,  University  of  Colorado, 
School  of  Medicine,  Denver,  Colorado.  140  pp.  Illustrated. 
Price  $7.50.  Charles  C Thomas,  Springfield,  111.,  1966. 

The  control  of  infections  in  hospitals.  With  a special  ref- 
erence to  a survey  in  Ontario.  By  W.  Harding  le  Riche, 
M.D.,  M.P.H.  and  Carolee  E.  Balcom,  R.N.,  B.S.  and  Gerald 
van  Belle,  M.A.  341  pp.  Price  $10.50.  Charles  C Thomas, 
Springfield,  111.,  1966. 

The  circulatory  response  to  muscular  exercise  in  man.  By 
Arne  Carlsten,  M.D.  and  Gunnar  Grimby,  M.D.,  From  the 
Department  of  Clinical  Physiology,  University  of  Goteborg, 
Sweden.  129  pp.  Price  $6.50.  Charles  C Thomas,  Spring- 
field,  111.,  1966. 

New  antituberculous  agents:  laboratory  and  clinical 

studies.  By  R.  F.  Allison  et  al.  Editor-in-Chief,  Edward 
M.  Weyer.  681-1120  pp.  Illustrated.  Price  $8.00.  New  York 
Academy  of  Sciences,  1966. 

Current  concepts  of  acid-base  measurement.  By  Gabriel 
G.  Nahas  et  al.  Editor-in-Chief,  Edward  M.  Weyer.  1-274 
pp.  Illustrated.  Price  $6.00.  New  York  Academy  of  Sci- 
ences, 1966. 

Gonadotropins.  Physiochemical  and  immunological  prop- 
erties. By  G.  E.  W.  Wolstenholme,  O.B.E.,  F.R.C.P.,  F.I. 
Biol,  and  Julie  Knight,  B.A.  125  pp.  Illustrated.  Price 
$3.50.  Little,  Brown  and  Company,  Boston,  1965. 

Williams  Obstetrics,  thirteenth  edition.  By  Nicholson  J. 
Eastman,  Professor  Emeritus  of  Obstetrics,  School  of  Medi- 
cine, The  Johns  Hopkins  University;  Obstetrician-in-Chief 
Emeritus  to  The  Johns  Hopkins  Hospital.  Baltimore.  Mary- 
land; Louis  M.  Heilman,  Professor  and  Chairman.  Depart- 
ment of  Obstetrics  and  Gynecology,  State  University  of 
New  York,  Downstate  Medical  Center;  Director  of  Ob- 
stetrics and  Gynecology,  Kings  County  Hospital,  Brooklyn, 
New  York,  with  the  collaboration  of  Jack  A.  Pritchard, 
Professor  and  Chairman,  Department  of  Obstetrics  and 
Gynecology,  Southwestern  Medical  School;  Chief  of  Ob- 
stetrics and  Gynecology,  Parkland  Memorial  Hospital, 
Dallas,  Texas,  and  with  the  assistance  of  Ralph  M.  Wynn, 
Assistant  Professor,  Department  of  Obstetrics  and  Gyne- 
cology, State  University  of  New  York,  Downstate  Medical 
Center.  1182  pp.  Illustrated.  Price  $18.75.  Appleton- 
Century-Crofts,  New  York,  1966. 

The  cell,  its  organelles  and  inclusions.  An  atlas  of  fine 
structure.  By  Don  W.  Fawcett,  M.D.  Hersey  Professor  of 
Anatomy.  Harvard  Medical  School.  448pp.  Illustrated.  Price 
$11.00.  W.  B.  Saunders  Company,  Philadelphia,  1966. 

Diseases  of  the  heart.  Third  Edition.  By  Charles  K.  Fried- 
berg,  M.D.,  Cardiologist  to  the  Mount  Sinai  Hospital  and 
Attending  Physician  for  Cardiology;  Associate  Clinical 
Professor  of  Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University.  1787  pp.  Illustrated.  Price  $18.00. 
W.  B.  Saunders  Company.  Philadelphia  and  London,  1966. 

Upper  respiratory  tract:  a pediatric  aid  in  anatomical 

transparencies.  23  pp.  Illustrated,  n.p.  Carnation  Com- 
pany, Los  Angeles,  1966. 

Mercenene:  In  vivo  effects  of  mollusk  extract  on  the 

sarcoma  180.  By  M.  Rosarii  Schmeer,  and  Cecilia  V.  Huala. 
Editor,  Harold  E.  Whipple.  603-610  pp.  Illustrated.  Price 
$1.50.  New  York  Academy  of  Sciences,  1965. 

Formation  of  noble  gas  compounds.  By  Leland  C.  Allen. 
Editor,  Harold  E.  Whipple.  883-898  pp.  Illustrated.  Price 
$1.50.  New  York  Academy  of  Sciences,  1965. 

Kanamycin:  Appraisal  after  eight  years  of  clinical  appli- 
cation. By  Charles  H.  Mann  et  al.  Editor-in-Chief  Edward 
M.  Weyer.  771-1090  pp.  Illustrated.  Price  $8.00.  New  York 
Academy  of  Sciences,  1966. 
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only  one  in  the  morning 


and  one  in  the  evening 


Now 

b.i.d.  convenience 

plus 

Even  greater  patient  savings 
:ver  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 

TM 

lewTetrer  bi  d CAPS 

(tetracycline  phosphate  complex) 


Kimum  patient  savings.  New 

ZAPS  now  enable  you  to  pre- 
oe  tetracycline  in  an  even  more 
nomical,  more  convenient 
i.  Your  patient’s  prescription 
ar  gets  maximum  value:  a 
/ bidCAPS  dose  is  priced  lower 

I any  other  leading  brand  of 
jcycline— b.i.d.  or  q.i.d. 

II  tolerated.  Tetrex  (tetracy- 
3 phosphate  complex)  is  well 
rated.  Gastrointestinal  side 
cts  are  few;  photodynamic 
:tions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.1  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  60. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular,  Indications.- 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions . Mycotic  or  bac- 
terial superinfecfion  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
? 07: 204  (Feb.)  1961. 


BRISTOL 


?idCAP  contains:  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 


cmmon  cold!  I thought  everything  was  a ''virus”  these  days. 


h gh  he'd  prefer  a more  exotic  name  for  it, 
i mow  he's  suffering  from  an  ordinary,  old 
non  cold.  And,  he's  congested.  He'll  breathe 
jt  when  you  prescribe  Novahistine  LP. 
oong-acting  tablets  in  the  morning  and  two  in 
gening  will  provide  around-the-clock  relief  by 

S3  to  keep  congested  air  passages  clear,  thus 
ig  your  cold  patient  to  enjoy  normal  and 
reathing.  This  action  of  long-acting  Nova- 
-i  • LP  helps  restore  normal  mucus  secretion 
J iliary  activity— physiologic  defenses  against 
jeon  of  the  respiratory  tract. 

• jautiously  in  individuals  with  severe  hyper- 


tension, diabetes  mellitus,  hyperthyroidism  or  urin- 
ary retention.  Tell  patients  who  operate  machinery 
or  motor  vehicles  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains-,  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 


For  relief  of  nasal  congestion. 


PIT  MAN-MO  ORE  Division  of  The 


Dow  Chemical  Company,  Indianapolis 


kj. 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  Vz  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  16  fl.  oz. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York.  N.Y. 


Available  on  prescription  only. 
Exempt  Narcotic. 


l/jf/nthrop 


CO-GEL 

THE  NEW  ANTACID 


Holbert,  J.  M„  Noble,  N„  and  Grote,  I.  W. — Jnl.  Amer.  Pharm.  Assoc.  (Sci.  Ed.)  37,292  (1948). 


Now,  an  antacid  tablet  with  the 
effectiveness  of  a liquid ! 


FORMULA 

Each  CO-GEL  Tablet,  and  teaspoonful  of  CO-GEL 
Liquid,  contains  330  mg.  of  Aluminum  Hydroxide 
Magnesium  Carbonate  Co-Precipitate.  Tablets  have 
a chewable  base.  Both  forms  are  mint  flavored. 


CO-GEL  is  not  just  another  antacid,  but  rather  it’s  an 
entirely  new  antacid  compound  for  gastritis,  hyperacidity 
and  peptic  ulcers.  It  is  an  Aluminum  Hydroxide  formu- 
lation with  Magnesium  Carbonate  Co-Precipitate.  The 
Co-Precipitate,  a new  chemical,  gives  CO-GEL  Tablets 
the  speed  of  action  and  the  duration  of  a liquid  antacid. 

The  above  chart  compares  the  antacid  action  of  the 
COGEL  Tablet  formula  with  both  liquid  and  dry 
Al(OH)3.  Notice  that  CO-GEL  neutralizes  acid  faster 
than  Al(OH)3  dried  gel  tablets  and  has  a prolonged  buffer- 
ing action.  The  CO-GEL  curve  parallels  that  of  liquid 
Al(OH)a. 

Liquid  CO-GEL,  containing  the  Co-Precipitate,  is  also 
available.  CO-GEL  is  reasonably  priced  to  the  patient. 
Availability:  CO-GEL  Tablets  (bottles  of  100  and  1,000) 
CO-GEL  Liquid  (pints  and  gallons). 

For  complete  information  and  samples , 
write  to  Dept.  NW  105. 


CONTRAINDICATIONS 

None. 


DOSAGE 

For  relief  of  hyperacidity,  peptic  ulcers  or  gastritis, 
chew  one  tablet  (or  take  one  teaspoonful).  Repeat 
in  1 hr.  if  necessary. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minn.  55403 
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Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


( 


/ 


‘A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

Similar 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
ch  anges  at  the  cellular  I eve  I 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.1'3 


when  complicated  by  infection 

ueo'synalar 

*T 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  • 1.  Kanee,  B. : Canad  Med  Ass  J 88:999  (May  18)  1963  2.  Schoftz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T.,  Dillaha,  C.  J.,  and 
Honeycutt,  W.  M.:  Arch  Derm  92:283  (Sept.)  1965. 


fluocinolone  acetonide  — an  original  steroid  from 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  add  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE-With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


POSITION  FOR  GENERAL  PRACTICE— In  small  group  practice 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped, 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20-miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E.  Hiemstra,  M.D.. 
Tri-County  Hospital  Association,  Box  547,  Deer  Park, 
Wash.  99006. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


ORTHOPEDIST— For  60-man  clinic.  Starting  income  to 
$24,000  per  year.  Substantial  yearly  increases  thereafter. 
Insurance  benefits,  retirement  program.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Oregon  97217. 


GP  URGENTLY  NEEDED— By  established  group  of  GPs  close 
to  Seattle.  Call  Dr.  Andersen,  Issaquah  EX  2-6456  or  Sno- 
qualmie  Valley  Clinic,  TU  8-3352. 


OUTSTANDING  OPPORTUNITY  FOR  GP  OR  INTERNIST-One 
of  the  most  beautiful  locations  on  Puget  Sound,  15  min- 
utes from  4 hospitals  in  Tacoma,  across  toll  free  Narrows 
bridge.  Large  2-story  house  with  furnished  office  attached. 
Large  enough  for  2 physicians.  Located  on  3 acre  Holly 
orchard.  Town  recently  lost  2 out  of  4 physicians  through 
illness  and  draft.  Contact  Warren  W.  Bacon,  M.D.,  1306 
No.  175th  Suite  110,  Seattle,  Wash.  98133. 


PHYSICIAN  WANTED Immediate  opening  for  emergency 

room  physician  at  Holy  Family,  Spokane’s  newest  hospi- 
tal. The  most  modern  equipment  and  facilities  available. 
Financial  arrangements  open.  Write  Administrator,  Holy 
Family  Hospital,  N.  5633  Lidgerwood  St.,  Spokane,  Wash. 


ENT  PRACTICE  FOR  SALE— Due  to  sudden  death  of  physician 
July  23.  Three  treatment  rooms  fully  equipped,  plus  bunk 
room,  office  and  reception  area.  University  district,  Se- 
attle. Contact  Mr.  F.  E.  Strong,  N B of  C,  Executor,  P.  O. 
Box  3966,  Seattle,  Wash.  98124. 


INTERNIST  (OR  GENERAL  PRACTITIONER)— Unique  opportun- 
ity. For  personal  reasons  I am  leaving  a growing  practice 
of  internal  medicine.  Because  of  the  need  to  leave  soon, 
I am  willing  to  give,  without  charge,  my  equity  in  a 
beautiful  modern  building  (owned  by  10  physicians- 
dentists)  (owners-tenants) , all  my  office  equipment,  all 
purchased  within  the  last  3 years  for  approximately 
$8,000,  and  pay  the  first  2 months  rental.  The  charts  are 
in  excellent  order  with  almost  all  information  typed  and 
well  organized.  The  building  is  located  in  a growing 
suburban  area  of  South  Seattle  near  many  recreational 
facilities  and  close  to  2 open-staff  hospitals.  The  local 
medical  community  is  harmonious  and  includes  represen- 
tatives of  most  medical  specialties.  Contact  Bruce  K. 
Wightman,  M.D.,  14434  Ambaum  Blvd.  S.W.,  Seattle,  Wash. 
98166  or  call  collect,  CH  4-2686. 


HEALTH  OFFICER— Lincoln  County,  Newport,  Oregon,  border- 
ing ocean.  Must  be  eligible  for  license  to  practice  medi- 
cine in  Oregon.  Preferable  M.P.H.  degree  plus  some 
public  health  administrative  experience.  Salary  open 
within  range  of  $15,420  to  $18,420.  Merit  System.  Social 
Security,  State  Retirement  coverage.  Apply  to  Mr.  A.  T. 
Johnson,  Personnel  Director,  Oregon  State  Board  of 
Health,  P.  O.  Box  231,  Portland,  Oregon  97207. 


OUTSTANDING  GP  OR  INTERNIST  OPPORTUNITY— To  asso- 
ciate with  well  established  family  physician,  inside  Seattle. 
Very  little  cash  necessary — just  bring  stethescope.  Share 
expenses,  waiting  room,  EKG,  and  x-ray  in  fully  furnished 
modern  clinic  bldg.  All  advantages  of  partnership  without 
disadvantages.  Hospital  privileges  no  problem.  Present 
associate  retiring.  Write  E.  F.  Moore,  M.D.,  7715-24th  N.W., 
Seattle,  Wash.  98107. 


SURGICAL  PRECEPTORSHIPS— Open  July  1,  1967  for  one  or 
two  year  appointments.  American  Board  credit  if  three 
years  residency  completed.  Salary’  $600-$800.  Oregon  li- 
cense required.  N.  W.  Frink,  M.D.  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Oregon,  97217. 


SEATTLE  INTERNIST— Excellent  opportunity  immediately  to 
step  into  drafted  internist’s  4 year  old  practice.  Full  use 
of  records  and  equipment  in  association  with  another 
internist.  Permanent  arrangement  anticipated.  No  capital 
expense  required.  Call  or  write  Wm.  E.  Jones.  M.D.,  or 
Wm.  P.  Ford,  Jr.,  M.D.,  6040  California  Ave.,  S.W.,  Seattle, 
Wash.  98116.  WE  5-3040. 


LOCATION  DESIRED 


INTERNIST— Young,  well-trained,  board  eligible  internist 
desires  location  near,  or  in  suburb  of  Portland  or  Seattle. 
Write  Box  1-D.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg..  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 
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OFFICE  SPACE 


EQUIPMENT 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


ATTRACTIVE  2 EXAMINING  ROOM  SUITE-Opposite  Swedish 
Hospital.  H.  B.  Garrigues,  M.D.,  EA  2-9000,  Seattle. 


SPACIOUS  PHYSICIAN'S  OFFICE  FOR  RENT— In  building  with 
2 dentists,  near  Northgate,  Reasonabel  rent.  Call  EM 
3-0363,  Seattle. 


OFFICE  SPACE Seattle  north-en4  (Broadview  district)  new 

clinic  for  one  physician  and  one  dentist.  Spacious,  mod- 
em, air-conditioned,  ample  parking.  Primary,  junior-high, 
and  parochial  schools  in  immediate  neghborhood.  Servng 
heavily  populated  district.  High  income  homes.  Only 
one  M.D.  within  3 mile  radius.  10  minutes  from  2 large 
hospitals,  very  desirable  for  general  practitioner.  Con- 
tact H.  T.  Cook,  Suite  206,  1110  North  175th,  Seattle,  Wash. 
LI  6-4131. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


TWO  USED  EXAMINATION  TABLES-$15  each.  MA  3-9020 
ext.  31,  Seattle. 


X-RAY— lg58  Westinghouse,  300  MA,  125  KV,  Full  Wave, 
new  tube,  less  than  one  year  ago.  Fully  equipped  for  hos- 
pital or  clinic,  modern  cream  color.  Two  speed  motorized 
table,  90  tilt  plus,  90  Trendelenberg.  Leishman  spot  film 
device  with  2nd  tube,  many,  many  other  extras.  Cost 
$20,800  new,  replacement  cost  today  $25,000,  plus.  Priced 
for  quick  sale  at  $6,500 — delivered  within  500  miles.  Write 
Box  2-D,  Northwest  Medicine,  500  Wall,  Seattle,  Wash. 
98121. 


PONIES 


REG.  WELSH  MOUNTAIN  PONIES-For  sale.  The  versatile 
aristocrats  of  the  pony  breeds.  Write  for  descriptive  bro- 
chure and  price  list.  Shown  by  appointment.  Camelot 
Welsh  Pony  Farm,  R.  W.  Powers,  M.D.,  1327  Josh  Wilson 
Rd.,  Burlington,  Wash.  98233. 


USE  ‘POLYSPORINi 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs 

Supplied  in  V:  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.ivC.i  Tuckahoe,  N.Y. 


brand 


I ‘POLYSPORWt 

POLYMYXIN  B-BACITRACS 

OINTMENT 

. 1 

ty  prevent  infection hi 
^ums,and  abrasion**# 
aid  in  healing* 
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Seattle  Academy  of  Surgery— 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
See.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept. -May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 

Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpatb  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 

Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  L.  L.  Herr.  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice 

Pres.,  Elmer  Wahlberg,  Tacoma 
Sec.,  Helene  M.  Templeton,  Seattle 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 

Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel.  Jr..  Seattle 
Sec.,  S.  H.  Tarica,  Seattle. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster.  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 


Meetings  OF  medical  societies 


AMA  Annual — Chicago;  Atlantic  City, 
1967;  San  Francisco,  1968. 

AMA  Clinical— Las  Vegas,  Nov.  27-30, 
1966;  Houston.  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — June 
28- July  1,  1967,  Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico— Oct.  4-7,  1966,  Tucson, 

Arizona.  . . 

Sec.,  James  Nauman,  Tucson,  Anz. 

North  Pacific  Pediatric  Society— 

Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 

North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 

Northwest  Regional  Meeting,  American 
College  of  Physicians  - British  Co- 
lumbia Society  of  Internal  Medi- 
cine, Oct.  28-29,  1966,  Vancouver, 
B.C. 

Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 

North-western  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 

Oregon  Medical  Association — 

Sept.  27-Oct.  1,  1966,  Portland 

Pacific  Northwest  Radiological  Society — 

Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association- 
Sept.  18-21,  1966,  Spokane 

West  Coast  Allergy  Society— 

Pres.,  George  M.  Robins.  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 

Pres.,  J.  Robert  Lee,  Portland 
Sec.,  Robert  S.  Miller,  Beaverton 
Oregon  Society  of  Internal  Medicine 
Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June.  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock.  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 
Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 
Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun  , 
Jul.,  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon.  Portland 

Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec..  Wm.  R.  Sweetman,  Portland. 
UOMS  Alumni  Association 

Pres.,  I.  I.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak.  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


you’ve  ever  had  to  hunt  tor 
your  ECG  cables,  straps,  electrodes 
. . . pull  out  the  wall  plug 
and  reverse  it... struggle  with 
paper  that  wouldn’t  thread 
. . . or  needed  a faster  chart 
speed  or  different  sensitivity... 


you 

should  have  a 500  Viso 
to  save  you  time. 


All  electrodes,  straps,  Reverse  power  line  polar-  Reload  Permapaper  chart  All  500  Viso's  have  25  and 

Redux  Creme  and  cables  ity  on  500  by  pushbutton,  rolls  with  no  threading,  in  50  mm/sec.  chart  speeds 

store  conveniently  inside  seconds  (one  roll  makes  ...  V2,  1 or  2X  sensitivity 

500  Viso.  25  12-lead  tests).  settings  for  optimum  trace 

amplitude. 

HEWLETT 

PACKARD  JlD  SANBORN 
M DIVISION 


Measuring  for  Medicine  and  the  Life  Sciences 


— 


Library 
College  of  Phy.  of  Philad. 
19  South  22nd  St. 
Philadelphia,  Pa.  19103 


Tetanus  antitoxin  without  horse  serum  and  its  reactions... 
Provides  protection  with  far  greater  safety  and  far  fewer  units. 


Hyper-Tet” 

[TETANUS  IMMUNE 
GLOBULIN-HUMAN] 


The  Committee  on  Trauma,  American  College  of  Sur- 
geons, has  stated  that  Human  Tetanus  Antitoxin 
should  be  given  in  preference  to  equine  or  bovine 
antitoxins  when  it  is  available.  Hyper-Tet  is  the  first 
human  tetanus  antitoxin. 

Introduced  by  Cutter  in  1957,  it  is  a gamma  globulin 
fraction  of  venous  blood  from  hyperimmunized  humans 
and  contains  no  heterologous  protein — can  cause  none 
of  the  reactions  usually  connected  with  heterologous 
antitoxins.  Also,  Hyper-Tet  can  be  injected  immedi- 
ately— skin  or  conjunctival  sensitivity  tests  should 
NOT  be  given. 

Far  fewer  units  of  Hyper-Tet,  compared  to  equine  or 
bovine  antitoxin,  are  required  for  tetanus  prophylaxis. 
Recent  studies  show  these  lower  dosages  established 
protective  levels  well  above  the  recommended  im- 
munity level  up  to  5 weeks. 

A 250  unit  dosage  is  recommended  in  routine  prophy- 
lactic cases.  In  severe  injury  and  where  the  risk  of 
potential  infection  is  greater,  morp.  than  250  units 

5^  O 

may  be  indicated  together  with  antibiotics.  Hyper-Tet 
is  supplied  in  250  unit  vials. 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylac- 
tic or  serum  reactions  from  gamma  globulin  injection  is 
remote.  Very  rare  serious  reactions  have  been  reported,  how- 
ever, but  their  extreme  rarity  makes  the  prediction  of  oc- 
currence impossible.  Slight  soreness  at  or  over  the  injection 
site  may  be  noted.  Do  not  give  intravenously.  There  are  no 
known  contraindications. 


“A  New  Look  at  Tetanus  Prophylaxis,”  a highly 
informative  scientific  motion  picture,  is  available 
for  your  viewing  from  the  Cutter  Film  Library. 


CUTTER  JIcUmsuUosw&l 


• Fourth  and  Parker,  Berkeley,  California  94710 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oosss 


PARKE-DAVIS 


PARKE,  DAVIS  i COMPANY,  DM  mil.  Michigan  48232 
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Equip  your  ICU  with  the  exact 
monitoring  capabilities  you  need 


You  can  have  a system  “tailored”  to  your  needs 
— using  standard  HP  Sanborn  monitoring  mod- 
ules — whether  it  involves  a few  conditions  for 
a few  patients  ...  or  many  patient  conditions, 
eight  or  more  beds,  and  complete  central  station 
alarm/display/recording  facilities.  Start  with 
780-series  modules  for  monitoring  the  ECG  and 
heart  rate,  for  example  (shown  above),  and  as 
needs  and  budget  enlarge,  add  “780”  modules 
to  monitor  more  functions,  more  patients  or 
both.  (Illustration  below  shows  the  addition  of 
temperature,  respiration  rate,  systolic  and  di- 
astolic pressure  monitoring  functions,  plus  pace- 
maker, to  the  original  two  functions.)  System 
suitability,  economy,  future  functional  and  loca- 
tion adaptability,  and  rapid  staff  training  are  the 
continuing  benefits  of  modular  “780”  systems. 


able  to  free  space  around  beds,  or  two  styles  of 
“780”  carts  give  complete  instrumentation  mo- 
bility. For  Central  Station  use,  a wide  choice  of 
units  is  available  for  visual  display,  audible 
alarm,  signal  switching,  graphic  and  tape  re- 
cording. 

When  complete  cardiac  function  monitoring  is 
needed,  with  automatic  ECG  recording  at  se- 
lected intervals  or  on  distress,  the  780B  Viso- 
Monitor  provides  it  in  a single  bedside  unit. 
Indicators  display  heart  rate,  QRS  event,  brady- 
cardia, tachycardia,  pulse  loss  and  arrest;  in- 
ternal/external pacemaker  is  built  in.  Com- 
panion unit  supplies  visual  display  and  audible 
alarm  of  all  conditions  monitored  by  the  Viso- 
Monitor. 


Specific  capabilities  of  these  units,  in  addition  to 
those  mentioned,  include  venous  pressure  mon- 
itoring . . . internal /external  DC  defibrillation 
. . . and  continuous  ECG  recording  on  endless 
loop  magnetic  tape  units,  with  automatic  read- 
out on  alarm  of  data  immediately  preceding  dis- 
tress condition.  Wall  Mount  Brackets  are  avail- 


10-R-2 


HP/Sanborn  field  offices  can  give  you  valuable 
help  in  system  planning,  installation  and  staff 
training  — and  provide  continuing,  local  service. 
For  details,  send  the  coupon  to  Hewlett-Packard 
Company,  Sanborn  Division,  Waltham,  Mass. 
02154.  In  Europe,  H.P.S.A.,  54  Route  des 
Acacias,  Geneva. 

HEWLETT 

PACKARD  Jw  SANBORN 
M DIVISION 

Measuring  for  Medicine  and  the  Lite  Sciences  0*740 


• Send  detailed  data  on  Sanborn  780  Series  Patient  Monitoring  Systems  to: 


(hospital) 


■ (name) 


' (address) 


I (city) 


(state)  (zip  code) 
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’reludin* 


elps  keep 
:alories  at 
:rm's  length 


:henmetrazine 

ydrochloride 


one  double-blind  program1" 
i/olving  diet,  close  doctor/patient 
operation,  exercise,  posture 
itruction,  and  follow-up  visits,  93 
ese  patients  received  Preludin  or 
lacebo. The  drug  and  placebo  were 
ernated  every  four  weeks. This 
)cedure  lasted  from  8 to  35  weeks. 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 


:ty-one  percent  of  the  patients 
t more  weight  on  Preludin 
in  on  placebo.  In  fact,  they  lost 
average  1.9  pounds  per  week— 


Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in yourweight-control  programstoo 

*Barnes,  R.  H. : J. A. M. A.  166:898, 1958. 


udin®  tablets  of  25  mg. 
jrets5*  prolonged-action  tablets  of  75  mg. 
3ge:One25  mg.  tablet  two  or  three  times  daily, 
ie75  mg.  Endurets  tablet  once  daily. 
t raindications : Severe  coronary  artery  disease, 
jrthyroidism,  severe  hypertension,  nervous 
ability,  and  agitated  prepsychotic  states.  Do 

Bjse  with  otherCNS  stimulants,  including 
) inhibitors. 

miing:  Do  not  use  during  the  first  trimester  of 
■ nancy  unless  potential  benefits  outweigh 
l.ible  risks. 

fautions:  Use  with  caution  in  moderate  hyper- 
on  and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasanttaste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 


For  details,  see  full  Prescribing  Information.  6544-111  (B) 
Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL® 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl'  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  ‘Dexamyl’  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  V/2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  & FRENCH  LABORATORIES 


804 

Northwest  Medicine,  October  1966 


what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 

Tuberculin, 
Tine 


(Rosenthal) 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 14-6 — 4046R 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w*ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Yz  oz.  with  applicator  tip,  and  Ye  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRAGIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


... 
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Soyalac  solves  the  problem 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.  A. 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


cfac£  and  Scmptt&A 
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new  small  size 


15  Gm. 

FOR  TOPICAL  USE  OKU 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


alar  o.o 

(fluocinolone  acetonide)  ereai 


SYNTEX  ■ * /1BB1 

LABORATORIES.  INC  ■ |w  | & . 

Palo  Alto.  Calif.  ™ ■■  ■ • 


CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 


MADE  IN  U.S.A. 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiorit 


topic 


with  th 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  hew 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone1'3 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 


preJ 


Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
ol  its  components  Precautions:  1 General- Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
females  has  not  absolutely  been  established.  Therefore,  they  should 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  (or  prole 
periods  of  time  2 Occlusive  dressing  mefhod-With  occlusion  ol  exit 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  su 
precautions  should  be  taken.  Occasional  patients  may  show  contact 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculu 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique 
development  of  infection  requires  appropriate  antibacterial  therapy  ar 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and 
have  been  reported  with  protracted  occlusive  dressing  therapy  While 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remis 
may  persist  for  several  weeks  to  several  months  in  favorable  cases 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  o 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in 
use.  Similarly,  caution  should  be  employed  when  such  dims  are  used 
left  near  children  to  avoid  the  possibility  o(  accidental  sultocation 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  ac 
corticosteroids  As  with  all  drugs,  however,  a tew  patients  may  react 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn.  M M 
Levy.  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  0 : J 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson.  H.  M.,  Jr.,  Raskin.  J.,  and  Our 
W.  J.  R Southern  Med  J 56  797  (Jut  ) 1963. 


:>f  a modern 
corticosteroid 
economy  of 
hydrocortisone 


v3w... a choice  of  3 
^onomical  sizes 


m 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocinolone  acetomde  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  . PALO  ALTO.  CALIF. 


jr  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 


1/  can't  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
is  ng  the  patient  comfortable  and  the  cold  bearable. 

h patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Sihistine  LP. 

Uihistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity — physi- 
c c mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
Iprovide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
lijoy  normal  and  free  breathing. 

s cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
i nts  who  operate  machinery  or  motor  vehicles 
ic  drowsiness  may  result, 
tei  Novahistine  LP  tablet  contains:  phenyle- 
Ihe  hydrochloride,  25  mg.,  and  chlorpheniramine 
t ate,  4 mg. 

PIAN-MOORE  -pri 

n of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 

For  relief  of  nasal  congestion. 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


)JEL  is  one  of  the  simplest,  yet  one  of  the  most 
t formulations  ever  compounded  to  treat  gastric 
acidity  of  peptic  ulcer.  It’s  a mixture  of  two  types  of 
a gel — one  reactive,  one  demulcent. 

e it  is  non-absorbable  and  non-systemic,  Amphojel 
i systemic  effect  on  acid-base  equilibrium  or  on 
lyte-water  balance.  In  some  patients  it  may  cause 


constipation,  which  can  usually  be  mitigated  by  adjust- 
ment of  diet  or  use  of  a mild  laxative  agent. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


IMPHOJEL 

J INUM  HYDROXIDE  GEL,  WYETH 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


:th  Laboratories 


Philadelphia,  Pa. 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms.1 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.''4 

"[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”1 

“In  short,  treatment  is  indicated.”1 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman.  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965.  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9 675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305.  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H..  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman. 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plemental^. Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX1  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb  J 


'The  Priceless  Ingredient’  of  every  produc 
is  the  honor  and  integrity  of  its  maker. 


Doctor, 

Here  is  the  Abbott  anorectic 
Drogram  designed  to  meet 
:he  individual  needs  of  your 
)verweight  patients. 


mood  elevation 


DESOXYN'  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Abbot'  j 
Anorectic 
Prograrr 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAL  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 table' 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)tocalm  the  patientanc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


Ml 

II  1 

mt  .4  .j 

mRT  - 

controlled  release 


Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


irhe  release  action  is  purely  physical  and  relies  on 
>nly  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
a patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 

hat’s  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
ong  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  w 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

nS  i 

Front  Side 


DESBUTAL  15  Gradumel 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

I 

€•  (0  1 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  »n  anorectic  in  treatment  of 
obesity  also  to  counteract  aniwty  and  mdd  depression 
Desbutal  is  contraindicated  in  pa- 
tients taking  a monoamine  ondise  inhibitor  Nervousness 
or  excessrve  sedation  have  occasionatly  been  observed 
otten  these  eltecls  will  disappear  atter  a lew  days  Use 
with  caution  in  patients  with  hypertension,  cardevascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetK  drugs  Careful  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  of  melh 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  15 contains  15  mg  ol  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 


For  use  in  beverages  and  foods 
—stable  to  heat 


A constant  reminder  to  your  pa- 
tient to  "watch  her  calories" 


A carefully  balanced  formula  to 
prevent  aftertaste 


i 


—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ot  low  and  non-calorc  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Pross  out  tablets  from  this  side 


LOT  NO  714  1X31 


OOQ 

OOO 

For: 

Direction*: 

Dr. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 
, abetic  patients  or  recurrent  monilial  vaginitis 


5.  patients  on  long-term  tetracycline  or  cortico- 
8:tients  with  a past  history  of  moniliasis  steroid  therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfecPion  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions : Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HC1  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


i) 


Tetrex-F 

i-  h capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut 
home  remedies  without  success,  pleasant-tasti 
cremomycin  can  answer  the  call  for  help.  It  can 
counted  on  to  consolidate  fluid  stools,  soothe  intt 
tinal  inflammation,  inhibit  enteric  pathogens,  ai 
detoxify  putrefactive  materials  — usually  within 
few  hours. 


cremomycin  combines  the  bacteriostatic  agent 
succinylsulfathiazole  and  neomycin,  with  the  a 
sorbent  and  protective  demulcents,  kaolin  and  pe 
tin,  for  comprehensive  control  of  diarrhea. 


INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  i 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitiv 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prematu 
infants,  or  during  first  week  of  life  in  the  newborn. 
WARNINGS:  Use  only  after  critical  appraisal  in  patients  Wi 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dysc 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  i 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  courv 
hepatic  and  renal  function  tests  during  intermittent  or  chror 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  the 
is  history  of  significant  allergies  and/or  asthma.  Continued  u 
requires  supplementary  vitamins  B;  and  K.  Neomycin:  Watch  I 
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■ ke  neuromuscular  block  during  anesthesia  if  neomycin 

■ preoperatively  in  large  doses  when  renal  function  is 
sr-atch  for  overgrowth  of  nonsusceptible  organisms.  Con- 

Issibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
iage. 

• rECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
• 31.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
Q-thy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
si  e,  purpura,  hematuria,  and  crystalluria  have  been  noted. 

• fecal  output  of  thiamine  and  decreased  synthesis  of 
Jf K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

m rescribing  or  administering,  read  package  circular  with 
mor  available  on  request. 

) iptly  relieves  diarrheal  distress 

emomyciir 

'IDIARRHEAL  ** 

attion:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
-nt  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

I 

! RCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 

e today’s  theory  is  tomorrow's  therapy 


your  for 
Cremomycin 
can  provide  relief 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


More  to  do  about  " Policy " 

EDITOR,  NORTHWEST  MEDICINE: 

I was  delighted  to  see  your  editorial  “Policy?”  in 
northwest  medicine  June  1966  issue  and  the 
response  from  Ruth  A.  Frary,  Chairman  of  the  Joint 
Committee  on  Health  Problems  in  Education  of  the 
National  Education  Association  and  the  American 
Medical  Association  in  the  August  1966  issue  of 
northwest  medicine.  I have  been  a member 
of  the  American  Medical  Association  for  over  thirty 
years  and  I have  recently  served  a five  year  stint 
with  this  very  same  Joint  Committee.  Those  of  us 
who  are  private  practicing  physicians  with  a strong 
interest  in  organized  medicine’s  role  in  community 
health  promotion,  welcome  others  interest  even  if  it 
appears  to  be  in  controversy. 

The  people,  our  patients,  want  their  medical 
health  needs  promoted  and  protected  by  their  physi- 
cians and  their  physicians’  allied  professionals.  It  is 
difficult  to  think  of  any  field  that  involves  more 
people  at  any  one  time  than  education.  This  is  one 
of  the  most  important  of  America’s  businesses. 
Medicine  and  education  have  worked  side  by  side 
for  over  fifty  years  in  this  liaison  Joint  Committee. 

Its  catalytic  action  has  pointed  the  way  for  schools 
to  meet  their  problems  in  health  education,  school 
health  services  and  the  school  health  environment. 
These  are  not  just  words.  These  three  divisions  of 
school  health  have  volumes  written  about  them, 
and  the  first  books  that  were  prepared— (and  are  still 
being  revised  by  the  Joint  Committee)— were  writ- 
ten by  the  Joint  Committee  of  the  National  Educa- 
tion Association  and  the  American  Medical  Associ- 
ation. 

The  Joint  Committee  membership  is  carefully 
selected.  The  membership  represents  the  family  per- 
sonal physician,  the  parent,  the  college  educator, 
the  city  and  county  superintendents,  the  classroom 
teacher,  the  health  educator,  the  public  health  of- 
ficer, the  specialist  in  medicine,  and  so  on.  Of 
course,  they  may  choose  some  dummy  like  myself,  or 
an  appointee  that  fails  to  attend  regularly,  but  in 
general  these  fine  people  tiy  very  hard.  I can  just 
see  them  after  having  read  your  editorial  on 
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“Policy?”,  and  responding  with  a tired  old  headshake, 
and  an  “Oh,  me,  well,  you  can’t  win  them  all!” 

The  parent  organization  of  the  educators  provides 
the  committee  with  a full  time  consultant  and  any 
outside  consultants  in  education  that  the  committee 
desires.  The  American  Medical  Association  not  only 
provides  a full  time  consultant  from  the  administra- 
tive staff,  but  this  member  sits  as  one  of  the  five 
persons  on  the  medical  side  of  the  table.  This  staff 
member  from  the  American  Medical  Association 
structure  is  frequently  an  M.D. 

Committee  members  and  consultants  know  that 
they  are  individually  and  collectively  responsible 
to  their  parent  organizations.  The  committee  pro- 
motes health  practices  in  the  schools  that  are 
acceptable  to  parent  organization  policy.  This  is 
done  by  publishing  books,  brochures,  and  resolu- 
tions. These  are  written,  rewritten,  and  reviewed  as 
thought  necessary  by  the  Joint  Committee  and  the 
administrative  staffs.  Most  material  in  most  discus- 
sions of  the  committee  never  reach  the  written  state. 
Most  committee  discussion  and  thought  is  not  re- 
leased because  the  subject  is  not  timely,  or  the 
questions  provoked  cannot  be  answered  by  a com- 
mon consensus  of  one,  or  the  other,  or  both  groups, 
or  that  even  consideration  might  be  considered  em- 
barrassing for  either  parent  organization.  The  Joint 
Committee  does  not  make  policy,  per  se,  but  it  does 
state  policy  that  in  its  own  well  supervised  structure 
agrees  with  parent  organization  policy  and  position. 
Much  material  does  go  to  parent  organizations  for 
formal  approval.  Action  of  the  House  of  Delegates 
of  the  American  Medical  Association  is  used  to 
make  a point,  or  strengthen  a resolution,  but  if  it 
were  felt  that  debate  would  result,  then  it  would 
never  get  that  far.  If  the  committee  wanted  to  pro- 
mote a new  policy  that  was  debatable,  then  the 
idea  of  debate  within  the  parent  organization  would 
be  abhorrent  and  such  action  would  weaken  the 
promotion.  In  general  such  subjects  would  be 
avoided. 

The  Committee  would  not,  and  in  my  opinion, 
should  not,  be  hamstrung  by  having  its  resolutions 
debated  on  the  floor  of  the  House  of  Delegates  of 
the  American  Medical  Association.  If  it  were  a mat- 
ter of  a policy  change,  or  a new  policy,  then  there 
are  other  methods  that  would  not  weaken  the 
posture  of  the  committee. 

Actually,  some  state  medical  societies  have  taken 
the  total  annual  resolutions  before  their  house  of 
delegates  and  passed  them  to  further  reinforce 
medicine’s  position  on  health  matters  in  education. 

In  the  State  of  Oregon  we  now  have  a Joint 
Committee  on  Health  Problems  in  Education  of  the 
Oregon  Education  Association  and  the  Oregon  Medi- 
cal Association.  It  takes  a number  of  years  for  pat- 
terns to  develop  in  such  committees.  For  one  thing, 
the  membership  of  such  a liaison  had  never  for- 
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mally  worked  elbow  to  elbow— (not  eyeball  to 
eyeball)— before  serving  on  such  a committee,  and 
so  it  does  take  time  to  be  constructive. 

Dr.  James  Stewart,  our  Washington  County 
Health  Officer  put  it  very  well  when  he  wrote  me  a 
year  ago.— 

“—(the  committee)  is  serving  a useful  function 
in  the  identification  of  problems  and  in  lessening 
the  communication  barriers  which  sometimes  keep 
the  world  of  the  school  isolated  from  the  world  of 
medicine  and  the  health  professions. 

“I  do  think  it  would  be  good  to  give  added  atten- 
tion to  ways  in  which  public  health  departments 
may  help  in  building  and  maintaining  a lasting 
bridge  of  understanding,  and  cooperation  between 
education  and  physicians. 

“It  is  my  observation  that  health  officers  and 
their  staffs  generally  share  the  same  value  systems 
as  the  rest  of  the  medical  community,  and  are 
often  in  a strategic  position  to  define  the  why’s 
and  wherefore’s  of  professional  actions  and  attitudes 
to  outsiders  in  a way  that  carries  conviction  be- 
cause it  is  obviously  remote  from  any  conflict-of- 
interests  bias. 

“Likewise  the  trusted  public  health  worker  may 
help  leadership  of  the  medical  profession  become 
aware  of  particular  problems  where  a change  of 
direction  or  emphasis  on  the  part  of  the  physician 
may  serve  not  only  the  community  interest,  but 
the  self  interest  of  doctors  as  well  when  the  long 
view  is  taken.” 

Now,  it  is  evident  that  my  friend,  the  health 
officer,  saw  the  problems  of  a Joint  Committee  just 
a little  different  than  I did.  Also,  it  is  evident,  that 
the  editor  of  northwest  medicine,  my  medical 
journal,  saw  the  problem  on  “Policy?”  just  a little 
different,  too.  Further  my  friend  Dr.  Ruth  Frary, 
the  present  chairman  of  the  national  Joint  Com- 
mittee, accepted  the  challenge  to  her  committee. 

In  concluding  this  letter  I am  mindful  of  the 
good  intentions  and  constructive  efforts  towards 
change  that  are  implied  in  the  editorial  “Policy?”, 
and  in  the  response  from  the  committee. 

JOHN  F.  ABELE,  M.D. 

Portland,  Oregon 


Quick  strep  report  for  Oregonians 

EDITOR,  NORTHWEST  MEDICINE: 

Thirty-four  cases  of  acute  rheumatic  fever  meet- 
ing Jones  modified  criteria  have  been  placed  on  the 
Oregon  Heart  Association’s  rheumatic  fever  control 
program  from  January  1 through  June  30,  1966. 

Fortunately,  the  individual  physician  seldom 


sees  acute  rheumatic  fever;  but  he  faces  the  almost 
daily  challenge  of  managing  pharyngitis  as  well  as 
the  complications  of  chronic  rheumatic  heart  disease. 

As  recently  reviewed  by  Jackson  and  colleagues 
in  Colorado,1  clinical  impression  is  a poor  guide  to 
therapy  for  pharyngitis.  Rational  medical  manage- 
ment requires  laboratory  confirmation  of  suspected 
Group  A streptococcal  infection,  followed  in  posi- 
tive cases  by  ten  days  of  penicillin  or  erythromycin 
therapy.  A one  to  three  day  delay  in  receiving 
positive  culture  results  of  Group  A streptococcal 
infections  makes  little  difference,  for  clinical  judg- 
ment would  dictate  immediate  antibiotic  therapy  in 
the  toxic  febrile  patient  with  adenopathy  and 
pharyngeal  exudate.  In  the  non-toxic  patient,  delays 
of  antibiotic  treatment  even  longer  than  three  days 
have  resulted  in  no  increased  incidence  of  rheumatic 
fever  sequelle. 

The  Oregon  State  Public  Health  Laboratory  con- 
tinues to  offer  to  Oregon  physicians  rapid  diag- 
nostic service  for  suspected  Group  A streptococcal 
infections  by  means  of  the  fluorescent  antibody 
technique.  The  laboratory  has  adopted  a simplified, 
more  efficient  dry-pack  mailing  envelope  to  replace 
the  old  glass  culture  tube.  The  dry-packs  may  be 
stored  indefinitely  without  regard  to  temperature 
or  humidity  and  their  compact  size  and  negligible 
weight  makes  the  new  Group  A streptococcal  culture 
kits  equally  as  adaptable  for  home  visits  as  for 
office  practice.  Positive  Group  A streptococcal  cul- 
tures are  reported  immediately  to  the  physician  by 
telephone.  This  service  assures  that  any  physician  in 
Oregon  can  have  laboratory  confirmation  of  a sus- 
pected Group  A streptococcal  infection,  generally 
within  a 24  to  47-hour  period  from  the  patient’s 
visit,  and  by  these  means,  the  physician  may  practice 
rational  medical  management  of  pharyngitis,  even  if 
his  practice  is  rural.  The  new  dry-pack  culture  kits 
may  be  obtained  through  local  health  departments 
or  directly  by  writing  to  the  State  Public  Health 
Laboratory. 

Sincerely  yours, 

R.  BRUCE  MC  FADDEN,  M.D. 

Heart  Disease  Control  Officer 
Chronic  Disease  Section 
Oregon  State  Board  of  Health 

john  w.  bussman,  m.d.,  Chairman 
Rheumatic  Fever  Committee 
Oregon  Heart  Association 

Jackson,  H,  Cooper,  J.,  Mellinger,  W.  S.,  Olsen,  A.  R.. 
Streptococcal  pharyngitis  in  rural  practice,  JAMA  197:395, 
1966. 


823 

Northwest  Medicine,  October  1966 


block 
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LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children:  Total  Daily  Dosage  „ - . 

3-6  mo.  . . >/2  tsp’.  t.i.d.  (3  mg.)  1 1 H 
6-12  mo.  . Vi  tsp.  q.i.d.  (4  mg.)  Ill 

1- 2 yr.  ...  Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  j 
5-8  yr. ...  1 tsp.  q.i.d.  (8  mg.) 

8-12 yr.  ..  1 tsp.  5 times  daily  (10  mg.)  ^ 1 1 £ 1 


Hit 


Adults:  . . 2 tsp.  5 times  daily  (20  mg.)<4  ^ M 

(or  2 tablets  q.i.d.)  ee  ee  oe 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


The  Visible  Thr  ead 

Dear  Sir: 

I couldn't  be  at  the  convention  in  New  York,  but  I pass 
along  this  thought.  All  the  state  medical  journal  editors 
must  have  read  and  been  disturbed  by  the  item  in  the 
August  26,  1966  Medical  World  News.  I refer  to  this: 

Doctor  critics  say  that  the  best  scientific  arti- 
cles are  sent  first  to  national  or  specialty 
journals.  Only  the  dregs  are  submitted  to  state 
editors  ...  in  most  state  journals,  the  diffi- 
culty in  getting  quality  contributions  continues. 
Although  the  characterization  of  our  material  as 
"dregs"  seems  a bit  harsh  (in  fact,  it  is  an  inelegant  bit 
of  writing,  isn't  it?)  the  indictment  is  basically  true — 
and  it  has  to  be.  If  I discovered  a new  way  of  replacing 
a detached  retina,  I'd  certainly  send  it  to  JAMA  or  to 
an  ophthalmic  journal:  you  really  wouldn't  expect  me  to 
send  it  to  a state  journal. 

However,  this  is  not  to  say  that  the  material  we  pub- 
lish can  be  branded  as  "dregs".  Essentially  we  are  putting 
out  periodicals  for  GP's,  and  journals  that  tell  one 
specialist  about  what’s  going  on  in  his  colleagues' 
specialties.  The  point  must  be  made  that  an  ophthalmologist 
will  not  read  a journal  of  dermatology;  but  if  he  reads 
his  state  journal,  he'll  pick  up  what's  new  in  dermatology 
at  a level  that  he  can  follow.  This  is  not  only  a real 
service,  it's  an  unique  one.  No  other  journal  does  that. 

But  there's  more  to  it  than  that.  The  state  medical 
journal  is,  in  the  best  meaning  of  the  phrase,  a house 
organ.  It  is  the  visible  thread  that  runs  from  one  corner 
of  the  State  to  another.  It  is,  indeed,  the  only  such 
state-wide  ligature.  It  is  an  opinion  medium  for  legisla- 
tive, organizational,  medicolegal,  economic  and  admin- 
istrative topics.  It  is  the  officers'  best  channel  to  the 
members.  It  the  average  member's  best  vehicle  for  letting 

I their  leaders  know  what  the  membership  thinks  and  reads. 

It  is  a portable  bulletin  board  for  letting  the  members 
know  what's  going  on  in  medicine  around  the  state.  Without 
this  liaison  among  members,  their  esprit-de-corps , their 
feeling  of  professional  identification  (on  the  state  level) 
and  the  organizational  identity  would  undergo  atrophy. 

These  are  valuable  services,  and  I , as  a state  journal 
editor,  see  no  need  to  apologize  for  running  a journal  that 
does  all  that. 

Regards 

HENRY  A.  DAVIDSON,  M.D. 

Editor 

A number  of  editors  of  state  medical  journals  were  asked  to  submit  material  for 
panel  discussion  at  the  meeting  of  the  American  Medical  Writers’  Association  in  New 
York,  September  29-October  1.  The  above  letter  is  one  of  the  replies.  Dr.  Davidson 
is  Editor  of  The  Journal  of  the  Medical  Society  of  New  Jersey  and  author  of  “Guide 
to  Medical  Writing.” 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Medical  Management  of  Congenital  Heart  Disease 


BEVERLY  C.  MORGAN,  M.D.  / DAVID  BAUM,  M.D.  / 

WARREN  G.  G U NTH  E ROTH,  M.D.,  Seattle,  Washington 

Emergencij  problems  rarely  occur  in  the  management  of  pediatric  patients 
with  heart  disease  except  during  infancy.  The  major  problems  which  develop 
in  infancy  are  congestive  heart  failure  and  hypoxia.  Onset  of  either  of  the 
complications  requires  urgent  attention. 

Heart  disease  in  the  older  child  merits  careful  observation,  but  if  the 
patient  has  survived  infancy  without  complication,  his  course  throughout 
childhood  will  probably  be  relatively  benign.  Exercise  restriction  is  usually  not 
required  unless  aortic  stenosis  is  suspected.  Usually,  neither  chest  pain  nor 
arrhythmia  in  children  is  due  to  heart  disease. 

Decisions  regarding  special  diagnostic  studies  and  operative  intervention 
should  be  individualized.  Advances  in  the  field  of  cardiovascular  surgery  justify 
optimism  in  the  management  of  children  with  congenital  heart  disease. 


M any  textbooks  and  review  articles1-3  are  avail- 
able to  provide  general  information  about 
congenital  heart  disease,  as  well  as  detailed 
clinical,1  hemodynamic,5  radiologic,6  electro- 
cardiographic7 and  pathologic8  details.  The  pur- 
pose of  this  article  is  to  provide  information 
which  may  be  helpful  to  the  practicing  physician 
in  the  day  to  day  care  of  infants  and  children 
with  heart  disease. 

Natural  history  of  congenital  heart  disease  is 
extremely  variable.  One  infant  in  the  newborn 
nursery  may  present  with  a loud  murmur  that 
may  disappear  spontaneously,  and  the  child 
may  remain  entirely  asymptomatic  throughout  a 
normal  lifespan.  Another  may  develop  severe 
congestive  heart  failure  and  die  in  the  neonatal 
period.  In  general,  however,  continuing  advances 
in  the  field  of  cardiovascular  surgery  justify 
optimism  in  the  management  of  the  patient  with 
congenital  heart  disease. 

heart  disease  in  infancy 

Six  of  every  thousand  infants  are  born  with 
congenital  heart  disease.0  It  is  estimated  that 
half  of  these  children  die  during  the  first  year  of 
life  without  surgical  intervention.10  Over  70 
per  cent  of  these  infants  may  now  be  aided  by 
corrective  or  palliative  surgery  if  warranted  by 
their  symptoms.  A positive  attitude,  therefore, 
should  be  assumed  toward  the  severely  ill  in- 
fant with  congenital  heart  disease. 


Serious  heart  disease  in  infants  is  indicated 
by  the  development  of  congestive  heart  failure 
or  hypoxia. 

Congestive  heart  failure  has  a relatively  rapid 
onset  in  infants.  History  often  reveals  rapid 
respirations,  weak  cry,  easy  fatigability  (most 
notable  in  poor  feeding)  and  failure  to  gain 
weight.  Physical  examination  typically  discloses 
the  classic  triad  of  findings  in  infants  with  con- 
gestive heart  failure;  dyspnea,  tachycardia  and 
hepatomegaly.  Venous  distention  is  difficult  to 
evaluate  in  infants  and  liver  size  is  more  helpful 
in  evaluating  right  heart  failure.  Pulmonary 
rales  occur  less  frequently,  although  Rudolph 
emphasizes  that  left  ventricular  failure  and 
pulmonary  venous  congestion  are  not  uncommon 
in  infants  with  heart  failure;  the  concomitant 
occurrence  of  pneumonia  may  be  difficult  to 
rule  out.12  Peripheral  and  periorbital  edema  are 
uncommon  and  suggest  severe  failure.  Cardio- 
megaly  is  virtually  always  present.  In  the  pres- 
ence of  relatively  mild,  congestive  heart  failure, 
the  physician  may  choose  to  refer  the  infant  to 
a center  for  medical  therapy,  as  well  as  for 
definitive  diagnosis  and  possible  surgery.  Severe, 
progressive,  congestive  heart  failure,  however, 
represents  a medical  emergency,  and  immediate 
therapy  may  be  required. 

Digoxin0  is  recommended  for  digitalization  of 
pediatric  patients  for  several  reasons.  The  use 
of  a single  digitalis  preparation  avoids  poten- 
tially lethal  dosage  errors  associated  with  con- 
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fusion  between  drugs  with  similar  names,  and 
digoxin  has  the  advantage  of  relatively  rapid 
excretion,  thereby  decreasing  the  hazards  of 
digitalis  intoxication.  Diuretics  are  frequently 
necessary  in  severe  congestion,  but  the  associ- 
ated reduction  in  serum  potassium  may  precipi- 
tate digitalis  toxicity  unless  supplemental  potas- 
sium is  provided.  Supportive  measures,  includ- 
ing rest,  oxygen  administration,  and  low  sodium 
formula  may  be  required.  Administration  of 
morphine,  1 mg/5  kg  may  be  used  for  restless- 
ness and  anxiety. 

Digitalis  toxicity'  is  a potentially  fatal  com- 
plication, and  the  therapeutic  advantage  to  be 
gained  from  digitalization  in  congenital  heart 
disease  is  relatively  small;  therefore,  digitalis 
should  be  used  only  in  moderate  doses  with 
electrocardiographic  monitoring.  The  importance 
of  a pre-digitalization  electrocardiogram  cannot 
be  over-emphasized.  There  is  no  proof  that 
“pushing”  digitalis  is  more  effective  than  a mod- 
erate dose  in  pediatric  patients.  The  principal 
symptoms  of  digitalis  intoxication  are  gastro- 
intestinal (anorexia,  nausea,  vomiting,  diarrhea) 
and  cardiac  (increasing  congestive  heart  failure, 
bradycardia,  heart  block  greater  than  first  de- 
gree, paroxysmal  atrial  tachycardia  with  block, 
nodal  tachycardia,  and  ventricular  premature 
beats).13  The  presence  of  first  degree  A-V  block 
(prolongation  of  the  P-R  interval)  warrants  ex- 
treme caution  in  the  administration  of  additional 
digitalis.  Intravenous  administration  of  potas- 
sium® with  electrocardiographic  monitoring  is 
the  treatment  of  choice  for  patients  with  digitalis 
intoxication  and  normal  renal  function. 

The  other  major  problem  which  may  compli- 
cate the  course  of  infants  with  heart  disease 
is  paroxysmal  hvperpnea  (hypoxic  spells  or  blue 
spells).  Infants  with  cyanotic  congenital  heart 
disease  and  decreased  pulmonary  blood  flow 
may  develop  these  episodes,  characterized  by 
paroxysms  of  increasing  rate  and  depth  of 
breathing,  with  increasing  cyanosis  and  limp- 
ness. These  spells  may  lead  to  death  or  perma- 
nent brain  damage.14  Improvement  usually  re- 
sults if  the  infant  is  placed  in  the  knee-chest 
position  (older  infants  may  spontaneously  as- 
sume this  position).  Administration  of  morphine 
( 1 mg/5  kg ) is  necessary'  in  more  severe  cases 
and  rarely,  general  anesthesia  is  required  to 
interrupt  the  attack. 

•Dosage  schedule  in  Appendix. 


Development  of  congestive  heart  failure  or 
increasing  hypoxia  portends  serious  heart  disease 
and  warrants  consideration  of  surgical  inter- 
vention. Consequently,  it  is  well  for  the  physi- 
cian to  consider  the  possibility  of  consultation 
in  the  management  of  such  patients.  Additional 
indications  for  early  consultation  include  signifi- 
cant cyanosis,  failure  to  thrive,  or  repeated  pul- 
monary infections. 

Abnormalities  of  chest  x-ray  or  electrocardio- 
gram are  not  in  themselves  indications  for  spe- 
cial studies  in  an  asymptomatic  infant,  although 
occasional  exceptions  occur,  particularly  marked 
cardiomegaly.  The  presence  of  a murmur  alone 
is  rarely,  if  ever,  indication  for  catheterization 
in  an  asymptomatic  infant  with  normal  electro- 
cardiogram and  heart  size. 

Onset  of  congestive  heart  failure  after  the  first 
year  is  uncommon  in  childhood;  it  is  estimated 
that  20  per  cent  of  the  children  with  congenital 
heart  disease  develop  congestive  heart  failure  at 
some  time,  90  per  cent  of  these  in  the  first 
year.2  Hypoxic  spells  have  a peak  age  of  onset 
of  1-3  months,  and  rarely  occur  initially  after 
the  first  year.14  The  repeated  pulmonary  infec- 
tions which  occur  primarily  in  patients  with 
large  left-to-right  shunts  seem  to  diminish  in 
frequency  and  severity  after  infancy.  Possibly, 
this  is  related  to  increasing  pulmonary  vascular 
resistance. 

Paroxysmal  supraventricular  tachycardia  (atri- 
al or  nodal)  may  occur  in  infants  without  struc- 
tural cardiac  anomalies,  but  it  is  infrequent  in 
those  with  congenital  heart  disease.  Since  un- 
treated paroxysmal  supraventricular  tachycardia 
may  progress  to  congestive  heart  failure  with 
relative  rapidity,1  therapy  should  be  instituted 
promptly.  Vagal  stimulation  (unilateral  carotid 
massage,  orbital  pressure,  or  gagging)  may  be 
attempted,  but  is  usually  not  successful.  Digital- 
ization is  successful  in  abolishing  the  arrhythmia 
in  the  great  majority  of  infants.  For  the  rare 
patient  who  does  not  respond  to  digitalization, 
phenylephrine  (Neosvnephrine)  (0.01  mg/lb) 
will  almost  invariably  restore  normal  sinus 
rhythm.  If  these  measures  fail,  it  is  likely  that 
the  arrhythmia  is  not  paroxysmal  atrial  tachy- 
cardia. 

heart  disease  in  childhood 

Management  of  the  older  child  with  heart 
disease  is  in  many  respects  simpler  than  that  of 
the  infant.  If  he  has  survived  the  first  year  with- 
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out  significant  symptoms,  his  progress  through- 
out childhood  is  apt  to  be  generally  good.  How- 
ever, additional  problems  may  present  in  older 
children,  such  as  evaluation  of  the  significance 
of  heart  murmurs,  episodes  of  chest  pain  or 
ectopic  beats,  and  decisions  must  be  made  re- 
garding prophylaxis  against  bacterial  endo- 
carditis, and  the  imposition  of  exercise  restric- 
tions. 

The  incidence  of  murmurs  in  normal  children 
and  adolescents  is  as  high  as  50  per  cent;  there- 
fore, it  is  obviously  necessary  to  differentiate 
a significant  murmur  from  an  innocent  one.  If 
real  cardiac  symptoms  or  definite  abnormalities 
of  chest  x-ray  or  electrocardiogram  accompany 
the  murmur,  it  is  probably  significant.  A systolic 
murmur  of  III  intensity  or  greater,  widely  trans- 
mitted, of  long  duration,  and  not  influenced  by 
respiration  or  position  change,  is  likely  to  be 
significant,  as  is  any  diastolic  murmur. 

The  most  common  innocent  murmurs  of 
childhood  include:  the  musical  or  “twanging 
string”  murmur  localized  at  the  low  left  sternal 
border;  the  ejection  murmur  at  the  left  base; 
and  the  continuous  jugular  venous  hum  at  the 
base,  which  disappears  when  the  subject  lies 
down. 

The  indications  for  catheterization  in  the  older 
child  are  less  stringent  than  in  the  infant  since 
the  associated  hazards  are  less.  Significant  symp- 
toms, cardiomegaly  or  significant  abnormality  or 
electrocardiogram  may  be  indication  for  diag- 
nostic evaluation.  A more  difficult  problem  is 
the  asymptomatic  child  with  an  organic  murmur 
whose  electrocardiogram  and  chest  x-ray  are 
normal.  The  decision  regarding  elective  catheter- 
ization in  such  patients  must  be  individualized 
and  depends  upon  many  factors,  including  the 
anxiety  of  the  parents,  the  lesion  clinically  sus- 
pected, etc.  Occasionally  catheterization  may  be 
justified  so  that  decisions  may  be  made  regard- 
ing insurability15  or  participation  in  extremely 
severe  athletics,  particularly  for  teenage  males. 
Generally,  however,  diagnostic  studies  are  per- 
formed to  establish  whether  or  not  surgery  is 
indicated.  In  addition,  certain  congenital  cardio- 
vascular lesions,  such  as  patent  ductus  arteriosus 
and  coarctation  of  the  aorta,  can  be  diagnosed 
with  sufficient  assurance  by  clinical  findings 
alone. 

Although  the  risk  of  catheterization  is  ex- 
tremely small,  potentially  fatal  complications 
may  occur,  and  therefore,  catheterization  is  not 
recommended  as  a routine  procedure  for  all 


children  with  congenital  heart  disease. 

When  cardiovascular  surgery  is  indicated  as 
an  elective  procedure,  it  is  generally  recom- 
mended shortly  prior  to  entry  into  school.  There 
are  several  reasons  for  this,  including  the  fact 
that  surgery  is  well  tolerated  emotionally  and 
physically  by  the  young  patient.  This  program 
allows  the  child  to  enter  school  without  the 
stigmata  of  heart  disease.  For  these  reasons,  elec- 
tive cardiac  catheterization  and  angiocardiog- 
raphy are  often  performed  at  the  age  of  4 to  6 
years. 

Bacterial  endocarditis,  rare  in  infancy,  may 
occur  in  older  children,  although  it  is  uncommon 
in  the  pediatric  age  group.16  Since  prophylactic 
therapy®  significantly  decreases  the  incidence  of 
this  potentially  disastrous  complication,  pro- 
phylaxis is  indicated  for  dental  extractions  and 
manipulation  of  infected  tissue  in  children  with 
organic  heart  disease. 

The  question  of  exercise  restriction  is  fre- 
quently raised.  Children  with  severe  congenital 
heart  disease  usually  limit  themselves  in  activity, 
and  restriction  in  milder  cases  is  generally  not 
indicated.  The  exception  is  the  teenage  child 
with  aortic  stenosis.  Sudden  death,  though  rare, 
has  been  reported.17  The  child  with  aortic  steno- 
sis who  is  asymptomatic  and  has  a normal 
electrocardiogram  and  chest  x-ray  is  generally 
allowed  full  activity  except  for  competitive 
sports.  The  presence  of  angina,  syncope,  or  sig- 
nificant abnormalities  of  electrocardiogram  and 
chest  x-ray  warrant  further  limitation,  and  the 
consideration  of  a definitive  examination.  The 
situation  must  be  individualized  in  an  attempt 
to  allow  optimum  management  of  the  cardiac 
lesion,  without  producing  emotional  or  psychi- 
atric problems  for  the  child.  Fortunately,  mod- 
erate activity  is  healthy,  even  in  children  with 
significant  heart  disease. 

Certain  symptoms  referable  to  the  cardio- 
vascular system  occur  frequently  in  children 
without  heart  disease.  Chest  pain  may  cause 
great  anxiety  to  the  child  and  his  parents;  al- 
though a careful  history  is  usually  adequate  to 
rule  out  cardiac  origin,  occasionally  a chest 
x-ray  and  electrocardiogram  are  indicated  to 
rule  out  organic  heart  disease.  Precordial  pain  is 
unusual  in  children  with  heart  disease,  although 
it  occasionally  occurs  with  severe  aortic  or  pul- 
monic stenosis  or  marked  pulmonary  hyper- 
tension. If  a child  with  the  rough  systolic  mur- 

•Dosage  schedule  in  Appendix. 
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mur  of  aortic  stenosis  reports  anginal  pain  with 
exertion,  natural  concern  is  evoked,  particularly 
if  electrocardiographic  abnormalities  are  present. 
However,  vague  complaints  of  chest  pain  not 
associated  with  exertion,  in  a child  with  an  in- 
significant murmur  and  a normal  electrocardio- 
gram and  x-ray,  are  virtually  always  benign. 
Pericarditis  may  produce  precordial  pain,  but 
associated  clinical  findings  (friction  rub,  ST 
changes  on  electrocardiogram)  aid  in  diagnosis. 
Other  conditions  which  may  cause  chest  pain  in 
children  include  pleurodynea,  pleuritis,  arthritis, 


myositis  or  peptic  ulcer. 

Abnormalities  of  heart  rate  and  rhythm  are 
not  uncommon  in  childhood,  and  often  occur  in 
children  without  heart  disease.  Extrasystoles  may 
be  atrial,  nodal  or  ventricular.  They  occur  most 
commonly  in  normal  children,  but  their  presence 
may  warrant  evaluation.  Increased  frequency  of 
ectopic  beats  with  exercise  suggests  heart 
disease,,  whereas  the  benign  extrasystoles  tend 
to  disappear.  Therapy  beyond  reassurance  is 
rarely  required.  ■ 

University  of  Washington  (98105) 


abstract  o 


Problemas  de  emergencia  raramente  ocurren 
en  el  manejo  de  pacientes  pediatricos  con 
enfermedades  cardiacas  durante  la  infaneia.  Los 
problemas  mayores  que  se  presentan  en  la  in- 
fancia  son  la  folia  cardiaca  congestion  y la 
hipoxia.  La  presentacion  de  cualquiera  de  estas 
complicaciones  requiere  atencion  de  urgencia. 

Enfermedad  cardiaca  en  nihos  de  mas  edad, 
amerita  observacion  cuidadosa,  pero  si  el 
paciente  ha  sobreviviclo  la  infaneia  sin  compli- 
caciones su  curso  durante  la  nihez  probablemente 


sera  relativamente  benigno.  Generalmente  no  se 
requiere  restriccion  del  ejercicio  a no  ser  que  se 
sospeche  estenosis  aortica.  Generalmente  ni  el 
dolor  del  pecho  ni  la  arritmia  en  los  nihos  son 
debidos  a enfermedad  del  corazon. 

Decisiones  referentes  a estudios  diagnosticos 
especiales  e intervenciones  quirurjicas  se  deben 
individualizar.  Avances  en  el  campo  de  la  cirujia 
cardiovascular  justifica  el  optimismo  en  el  manejo 
de  nihos  con  enfermedad  cardiaca  congenita. 
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APPENDIX 

Digitalization  of  Infants  and  Children 


Maximum 


Drug  Route  Digitalization0  0 
Digoxin  Oral  & I.M.  1.5  mg/M2 


Maintenance  Onset  Effect  Duration 

25-30%  daily  1 hour  7 hours  3 days 


< 2yrs.  0.07  mg/kg 
> 2yrs.  & prematures, 

0.05mg/kg 


I.V.  75%  of  above 


10  min.  4 hours  3 days 


Administration  of  Potassium  for  Treatment  of  Digitalis  Intoxication 

8-10  milliequivalents  of  potassium  in  100  ml  5%  dextrose.  Administer  I.V.;  titrate  admin- 
istration with  electrocardiographic  monitoring. 


1.  Dental  manipulations  and  oral  surgery 

a.  Day  of  procedure:  600,000  u procaine  penicillin  | I.M.;  1-2  hrs. 

600,000  u crystalline  penicillin  ) before  procedure 

b.  For  2 days  after:  600,000  procaine  penicillin  (I.M.) 

In  selected  cases,  with  assured  patient  cooperation,  oral  penicillin  may  be  sub- 
stituted: penicillin  V or  phenethicillin  or  buffered  G,  500,000  u qid  and  1 hour 
before  procedure. 

If  a history  of  penicillin  sensitivity  is  obtained,  erhythromycin  20  mg/lb/day 
in  4 divided  doses  (not  to  exceed  1 gram/dav)  may  be  substituted. 


2.  Instrumentation  of  genitourinary  tract,  surgery  of  lower  intestinal  tract  and  child- 
birth. The  above  regimen  plus  streptomycin  50  mg/kg/day  (not  to  exceed  1 gram/day). 

•♦Divided  into  3 doses. 

•••As  recommended  by  the  Committee  on  Prevention  of  Rheumatic  Fever  and  Bacterial  Endo- 
carditis of  the  Council  on  Rheumatic  Fever  and  Congenital  Heart  Disease  of  the  American  Heart 
Association,  1965. 


Prevention  of  Bacterial  Endocarditis*** 
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Physicians  Contribute  to  Educational  Planning 

ELIZABETH  BRYAN,  M.D.,  Lynnwood,  Washington/ 

PATRICK  J.  KELLY,  M.Ed.,  Kent,  Washington 


Increasing  exchange  of  information  is  developing 
in  the  Kent  (Washington)  School  District  be- 
tween family  physicians  and  school  personnel 
concerning  children  with  special  needs.  Children, 
whose  needs  are  not  being  met  in  regular  classes, 
are  studied  by  a team  of  teachers,  special  area 
personnel,  counselors,  social  workers,  psycholo- 
gists, administrators,  and  physicians.  The  team 
utilizes  its  varied  information  to  determine  the 
type  of  educational  program  that  would  be  most 
profitable  for  the  individual.  Until  recently,  the 
medical  diagnosis,  although  quite  complete, 
helped  little  in  the  educational  planning  for 
children.  Realizing  that  the  medical  information 
could  be  of  real  value  to  the  education  of  the 
child,  the  processes  were  reviewed  and  the  fol- 
lowing conclusions  made: 

1.  Initial  referral  to  the  family  physician  often 
was  made  without  any  communication  directly 
from  school  personnel  to  physician. 

2.  Information  sent  from  school  personnel  to 
physician  often  contained  statements  indicating  a 
partial  diagnosis  by  referring  individual  rather 
than  objective  reporting  of  observations  of  school 
behavior  or  performance. 

3.  Information  from  the  physician  was  re- 
quested as  report  of  physical  findings  and  medi- 
cal diagnoses  rather  than  as  an  interpretation 
to  be  used  in  educational  planning  for  the  child. 

When  these  facts  were  recognized  it  seemed 
likely  that  more  would  be  accomplished  by  a 
somewhat  different  approach:  one  involving  the 
family  physician  in  planning  for  the  child  with 
special  educational  needs.  Several  physicians  who 
had  had  a number  of  patients  referred  to  them 
were  consulted  as  to  what  kind  of  observations 
would  be  of  most  value  to  them,  in  coming  to 
conclusions  regarding  the  child’s  medical  condi- 
tion. The  items  they  suggested  were  incorporated 

Dr.  Bryan  is  a school  physician  for  the  Seattle  King 
County  Health  Department. 

Mr.  Kelly  is  Director  of  Special  Education  in  the  Kent 
Public  Schools. 


in  the  “Public  Health  Nurse  Report.”  This  report 
is  routinely  completed  by  the  nurse  as  she  dis- 
cusses the  child  with  his  teacher,  and  is  sub- 
mitted to  the  physician  when  the  child  is  re- 
ferred. 

School  personnel  were  asked  what  information 
might  be  obtained  from  the  doctor  that  would 
be  necessary  or  helpful  in  planning  the  educa- 
tional program  of  the  child.  Surprisingly,  per- 
haps, the  desired  information  could  be  obtained 
from  answers  to  a few  direct  questions  which 
should  be  much  easier  to  provide  than  the  more 
lengthy  reports  which  many  physicians  and 
clinics  had  been  providing  quite  willingly.  These 
are  shown  in  the  “Physician’s  Report”. 

Since  adopting  this  approach  it  is  felt  that 
the  family  physician  is  a member  of  the  group 
planning  for  the  welfare  of  the  child  in  ques- 
tion. He  is  given  the  benefit  of  observations  that 
could  be  made  best  at  school,  and  has  been 
provided  with  a form  on  which  he  places  medi- 
cal information  requested  by  the  school.  This 
information,  when  it  reaches  the  school,  is  al- 
ready interpreted  and  usable.  It  is  hoped  that 
this  will  not  constitute  the  entire  involvement 
of  the  physician,  but  will  be  the  beginning.  On 
a number  of  occasions  his  help  might  be  re- 
enlisted by  letter  or  by  telephone. 

The  problem  frequently  mentioned  in  discus- 
sions of  communications  between  different  agen- 
cies or  individuals  of  how  to  protect  “confi- 
dential” material  is  also  solved  by  this  approach 
since  the  physician  is  requested  to  send  only 
information  pertinent  to  school  management. 
While  any  information  obtained  is  treated  cir- 
cumspectly, neither  the  physician  nor  the  parent 
need  be  concerned  over  any  breach  of  confi- 
dence by  the  inclusion  of  unnecessary  extran- 
eous material. 

Though  this  has  been  a simple  change  it  has 
proved  of  value  in  providing  necessary  informa- 
tion in  planning  the  programs  for  children  with 
special  needs  in  the  Kent  School  District.  ■ 

3800  196th  S.W.  (98036) 


832 

Northwest  Medicine,  October  1966 


PUBLIC  HEALTH  NURSE  REPORT 


School:  Student: 

Parents: 

Address: 

Observations  by  School  Personnel  Remarks  Yes  No 

I.  Excessive  activity,  restlessness 

2.  Shorter  attention  span  than  usual  for  age 

3.  Able  to  follow  directions 

4.  Unpredictable  behavior 

5.  Unusual  clumsiness 
On  playground 

In  class  work  such  as  coloring  and  cutting 

6.  Discipline  problem 

7.  Area  of  most  successful  scholastic  performance 
Subject: 

Oral  or  written  work: 

Is  this  at  grade  level  for  age: 

8.  Relationships 
Teacher: 

Peers: 

9.  Other  observation  of  value 

10.  Results  of  testing  at  school  which  might  be  helpful 

II.  Result  of  any  other  evaluation  which  might  be  pertinent 

INFORMANT:  PUBLIC  HEALTH  NURSE: 


Dear  Doctor: 

As  you  know,  for  many  years  the  schools  have  asked  the  family  doctor  or 
pediatrician  for  help  when  a child  has  shown  certain  symptoms.  With  the  increased 
complexity  of  learning  problems,  we  believe  that  inclusion  of  the  family  medical 
advisor  is  essential.  The  Seattle  Pediatric  Society  and  King  County  Medical  Society 
have  expressed  their  wish  to  be  involved  when  problems  arise  concerning  their 
patients.  In  our  school  district,  we  are  referring  children  with  learning  or  behavior 
difficulties  to  their  family  physicians. 

The  parents  of  this  child  have  been  informed  of  the  school’s  concern  and 
have  agreed  that  a report  from  our  school  nurse  giving  school  information  may  be 
sent  to  you.  In  order  that  we  have  the  information  that  will  help  us  plan  an  educa- 
tional program  for  this  child,  your  recommendations  and  findings  will  be  appreci- 
ated. Please  return  the  enclosed  “Physician’s  Report”  after  you  have  examined 
the  child. 


PHYSICIAN’S  REPORT 
Student:  School: 

Parents: 

Address: 

1.  Do  you  believe  there  is  an  organic  basis  for  the  child’s  symptoms? 

2.  Do  you  believe  there  is  an  emotional  involvement? 

3.  Are  you  continuing  the  treatment  of  the  child  or  referring  to  some  other  source? 

4.  Do  you  have  any  specific  suggestions  for  school  placement  or  management? 

5.  Remarks: 

Doctor’s  Signature 


833 

Northwest  Medicine,  October  1966 


Therapeutic  Exercise  in  Motion  Problems 

Part  II  of  III 

ROBERT  H.  J E B S E N,  M.  D.,  Seattle,  Washington 


STRENGTH  AND  ENDURANCE 

For  a muscle  to  gain  in  strength  and  endurance, 
it  must  be  made  to  work  fairly  hard.  This  means 
working  between  60  and  100  per  cent  of  its 
maximum  capacity.  If  this  is  done  daily,  the 
muscle  will  gain  strength  rapidly,  often  increas- 
ing by  50  per  cent  or  more  over  several  weeks. 
Strength  gained  through  an  exercise  program 
may  be  retained  for  many  months.1 2 6 

simple  tests  for  strength 

In  checking  a patient’s  strength,  a simple 
screening  test  is  valuable.  Observe  his  actions 
in  the  office  such  as  walking,  undressing  and 
so  on,  to  detect  possible  weakness.  Then  have 
him  perform  the  following  gross  activities  to 
stress  particular  muscle  groups: 

1.  Stand  on  one  foot  at  a time 

2.  Walk  on  heels,  then  toes 

3.  Deep  knee  bend 

4.  Abduct  shoulders  against  physician’s  resist- 
ance. 

5.  Flex  and  extend  elbows  against  physician’s 
resistance 

Finally,  the  physician  should  test  the  strength 
of  the  intrinsic  muscles  of  the  hands  and  feet. 
These  are  often  the  first  muscles  affected  in 
diffuse  neuropathies  such  as  diabetic  neuropathy. 
In  the  hand,  abduction  of  the  thumb,  index,  and 
little  finger  is  readily  tested.  In  the  foot,  the 
extensor  digitorum  brevis  muscle  is  important 
since  it  is  the  only  intrinsic  foot  muscle  that 
can  be  readily  seen  and  palpated.  While  resist- 
ing extension  of  the  patient’s  toes,  palpate  just 
lateral  to  the  long  extensor  tendons  on  the  dor- 
sum of  the  foot  where  the  belly  of  the  muscle 
can  be  seen  and  felt  to  contract  (Fig.  9). 

muscle  strength  grades 

If  this  general  screening  test  reveals  possible 
weakness,  more  detailed  muscle  testing  can  be 
done  and  individual  muscle  strengths  graded.3 
The  most  commonly  used  scale  for  grading 
muscle  strength  is  as  follows: 


0—  No  function. 

1—  Muscle  or  tendon  can  be  seen  or  felt  to 
twitch,  but  produces  no  motion  of  the  distal  part. 

II— Muscle  can  move  the  distal  part  through 
a full  range  of  motion  with  gravity  eliminated. 

III—  Same,  against  gravity. 

IV—  Same  as  III,  with  some  added  resistance. 

V—  Normal. 


Fig.  9.  The  muscle  belly  of  the  extensor  digitorum  brevis 
is  pointed  out  while  the  examiner  resists  toe  extension. 
This  muscle  is  often  involved  early  in  the  course  of 
peripheral  neuropathy. 

Grade  III  is  a critical  grade.  At  this  level,  a 
muscle  group  can  lift  the  distal  portion  of  the 
extremity  through  a full  range  of  motion  against 
gravity.  With  this  amount  of  strength,  or  just 
slightly  more,  many  muscles  can  be  useful.  For 
example,  the  elbow  flexors  can  lift  food  to  mouth, 
and  the  wrist  extensors  can  stabilize  the  wrist. 
It  is  interesting  to  note,  however,  that  grade  III 
muscles  do  not  even  have  half  of  normal  strength 
despite  the  fact  that  III  is  halfway  between 
zero  and  V on  our  scale.  For  example,  grade  III 
elbow  flexors  can  barely  lift  the  forearm,  which 
weighs  6 or  7 pounds,  whereas  normal  elbow 
flexors  can  lift  40  to  60  pounds.  Thus,  although 
grade  III  muscles  may  be  useful  in  daily  func- 
tion, they  are  still  quite  weak.  Each  muscle 
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group  is  usually  examined  first  by  testing  to  see 
if  it  can  lift  the  distal  part  against  gravity.  If 
it  reaches  grade  III  at  least,  place  it  in  its 
position  of  function  and  test  its  ability  to  hold 
that  position  against  pull  (Fig.  10).  Grade  it 
somewhere  between  III  plus  and  V,  depending 
upon  the  amount  of  resistance  necessary  to  over- 
come the  muscle  group  being  testing.  The  range 
above  III  is  difficult  to  test  reliably  since  it  is 
so  variable  with  age,  sex,  general  condition,  and 
so  on.  In  unilateral  problems,  the  other  side  can 
serve  as  a good  control.  Otherwise,  the  examiner 
must  depend  on  his  own  past  experience.  In 
cases  where  minimal  weakness  is  suspected, 
electromyography  may  be  of  assistance.4 


Fig.  10:  In  testing  the  elbow  flexors  (biceps,  brachialis 
and  brachioradialis),  the  patient  fully  flexes  the  elbow. 
The  examiner,  while  stabilizing  the  shoulder,  tries  to 
pull  it  into  extension.  Normal  strength  varies  widely 
with  age,  sex,  occupation  and  other  factors. 

Examination  for  weakness  in  young  children 
is  difficult  because  of  their  lack  of  cooperation. 
A series  of  maneuvers,  designed  to  allow  obser- 
vation of  the  functional  use  of  each  of  the 
muscle  groups,  permits  some  estimate  of  muscle 
strength.  This  technique  has  been  well  presented 
by  Johnson.5 

The  numerical  muscle  strength  grading  sys- 
tem was  devised  to  describe  patterns  of  weak- 
ness in  motor  unit  diseases,  especially  those 
produced  by  poliomyelitis,  in  which  there  is 
true  and  consistent  weakness  of  the  muscle  due 
either  to  loss  of  the  lower  motor  neurons,  or  to 


actual  loss  of  muscle  fibers  as  in  muscular  dys- 
trophy. 

In  upper  motor  neuron  disease  such  as  parkin- 
sonism or  hemiparesis,  there  is,  initially,  no 
true  muscle  weakness,  but  rather  a disorganiza- 
tion of  neuromuscular  control.  In  these  instan- 
ces, apparent  muscle  strength  varies  widely  de- 
pending on  the  patient’s  position  and  the  test 
used.  A hemiparetic  patient  may  not  be  able 
to  activate  the  quadriceps  at  all  in  the  supine 
position,  but  may  be  able  to  support  full  body 
weight  with  the  same  muscle  when  the  anti- 
gravity reflexes  are  called  into  play  in  the  stand- 
ing position.  Thus,  in  upper  motor  neuron  dis- 
ease, number-grading  of  muscles  is  of  limited 
use. 

function  of  strengthening  exercises 

Once  the  pattern  of  weakness  is  established, 
the  areas  where  weakness  interferes  with  func- 
tion should  receive  priority  in  the  strengthening 
exercise  program.  Thus,  the  dorsiflexors  are 
more  important  than  the  toe  flexors. 

In  order  to  strengthen  a given  area  effectively 
and  safely,  there  are  certain  prerequisites.  It 
is  obvious,  but  sometimes  forgotten,  that  the 
patient  must  be  able  to  cooperate  in  doing  the 
exercise.  Children  under  the  age  of  four,  patients 
with  severe  brain  damage,  or  semicomatose 
patients  usually  will  be  unable  to  cooperate.  It 
is  also  important  that  the  strengthening  exer- 
cise itself  not  cause  pain;  this  is  especially  a 
problem  in  arthritis,  post-operative  states  and 
after  trauma.  The  patient  must  be  able  to  con- 
trol the  muscle  neurologically;  for  example,  in 
a hemiparetic  patient  the  muscle  itself  is  intact, 
but,  the  pathways  required  for  coordinated  use 
of  the  muscle  may  not  be  functioning.  Finally, 
adjacent  unstable  or  painful  joints  must  be  pro- 
tected. This  is  particularly  true  in  arthritics  in 
whom  joint  pain  and  laxity  of  ligaments  are 
prominent. 

Exercises  may  be  directed  primarily  at  im- 
proving endurance.  Such  exercises  involve  many 
repetitions  with  a relatively  low  load,  usually 
between  30  and  60  per  cent  of  capacity.  The 
lower  extremity  and  trunk  muscles  particularly 
require  good  endurance.  This  is  also  true  of  the 
triceps  and  shoulder  adductor  muscles,  which 
may  be  used  in  crutch-walking.  Thus,  30  minutes 
spent  at  pushing  a weaving  loom  to  which 
weights  are  attached  for  resistance  may  result 
in  better  triceps  endurance  than  a brief  effort 
resisting  a maximum  load. 
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Alternatively,  strengthening  exercises  may  be 
directed  at  improving  the  muscle’s  ability  to  re- 
sist a maximum  load.8  Essentially,  this  is  the 
technique  involved  in  weight  lifting.  Therapeu- 
tic exercise  techniques  used  are  often  a compro- 
mise between  the  extreme  goals  of  maximum 
endurance  and  maximum  peak  strength,  but 
may  lean  toward  one  or  the  other.  The  tech- 
nique used  will  depend  upon  the  muscles  being 
treated,  their  strength,  associated  pain  or  joint 
instability,  the  patient’s  general  condition,  and 
available  equipment. 

isotonic  methods 

The  most  commonly  used  method  for  improv- 
ing strength  and  endurance  is  progressive  resis- 
tance ( PRE  ) . As  described  by  DeLorme,7  the 
maximum  load  a muscle  group  can  lift  ten  times 
through  a full  range  of  motion  against  gravity, 
is  determined  by  trial  and  error.  This  is  called 
the  ten  repetition-maximum  load  (10  RM).  Each 
day,  the  patient  lifts  half  of  this  load  ten  times 
through  a full  range  of  motion,  against  gravity. 
A second  set  of  ten  lifts  is  done  with  3/4  of 
the  10  RM  load  and  a final  set  of  ten  lifts  is 
done  with  the  full  10  RM  load.  This  group  of 
30  lifts  has  enough  repetitions  to  improve  en- 
durance and  is  a load  heavy  enough  to  improve 
strength.  This  exercise  is  usually  done  once  daily. 
Each  week  the  therapist  redetermines  the  10 
RM  load,  and  can  usually  increase  the  weights 
by  about  5 per  cent  after  each  test.  This  is 
obviously  a quite  vigorous  exercise  that  may  not 
be  possible  if  the  involved  joint  is  unstable  or 
painful.  However,  it  is  very  useful  in  strength- 
ening normal  muscles,  as  for  crutch-walking, 
and  for  strengthening  muscles  that  have  under- 
gone disuse  atrophy  or  in  other  situations  where 
pain  and  joint  instability  are  not  problems.  This 
exercise  would  be  ordered  to  improve  quadi- 
ceps  strength  and  endurance  by  requesting: 

PRE  for  right  quadriceps  (FIG.  11) 

In  individuals  for  whom  such  vigorous  exer- 
cise is  not  advisable,  modifications  may  be  made. 
For  example,  for  an  elderly  person  with  parkin- 
sonism, who  is  developing  knee  flexion  contrac- 
tures, we  may  (in  addition  to  range  of  motion 
exercises)  request: 

Strengthen  quadriceps  by  using  20  repetitions 

against  gravity  with  one  half  of  10  RM  load 

twice  a day  on  a home  program. 

Redetermine  10  RM  load  every  two  weeks 


Fig.  11.  Progressive  resistance  exercise  for  the  quadriceps 
can  be  done  in  a physical  therapy  department,  on  a special 
table,  by  lifting  metal  weights  as  described  in  the  text. 
This  technique  can  also  be  adapted  to  home  programs  by 
using  canned  goods  or  scrap  metal  as  weights.  It  is 
adaptable  to  other  muscle  groups  as  well. 

isometric  methods 

The  above  methods  involve  the  use  of  iso- 
tonic exercises;  i.e.,  a constant  load  is  kept  on 
the  muscle  as  it  shortens  during  contraction. 
When  such  motion  against  a load  causes  pain, 
as  it  usually  does  in  arthritic  patients,  an  iso- 
metric technique  should  be  used.  Isometric  con- 
traction of  a muscle  is  one  in  which  the  length 
of  the  muscle  does  not  change  during  contrac- 
tion, and  the  adjacent  joints,  therefore,  do  not 
move.  The  simplest  form  of  isometric  exercise 
is  muscle  setting,  which  is  usually  merely  a brief, 
weak  contraction.  Quadriceps  setting  exercises 
are  frequently  used  immediately  after  knee  sur- 
gery to  prevent  disuse  atrophy.  As  soon  as 
possible,  more  vigorous  contraction  should  be 
started.  This  might  be  mild  isometric  manual 
resistance  to  the  right  quadriceps  as  shown  in 
figure  12.  Here  the  patient  holds  the  knee  in  full 
extension  while  the  therapist  resists  with  mild, 
moderate  or  vigorous  resistance  depending  upon 
the  prescription.  Ten  to  twenty  repetitions  are 
usually  used.  At  a later  stage  in  the  treatment 
of  a post-meniscectomy  patient,  sandbags  might 
be  attached  to  the  ankle  and  the  patient  re- 
quested to  do  straight  leg  raising  against  this 
load.  A prescription  for  this  activity  might  read 
in  part: 

Straight  leg  raising  with  10  pound  sandbag 

at  ankle— 20  times  twice  a day. 
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Fig.  12.  As  healing  progresses  in  a post-operative  knee, 
quadriceps  setting  exercises  can  be  changed  to  the  more 
effective  mild  isometric  manual  resistance  technique.  Since 
the  knee  does  not  move,  only  compressive  forces  are 
exerted. 


After  complete  healing,  the  PRE  technique 
mentioned  earlier  may  be  used  to  produce  hyper- 
trophy of  the  quadriceps.  To  provide  maximum 
strength  about  the  knee  the  hamstrings  might 
also  be  strengthened. 

In  arthritic  patients,  disuse  atrophy  and  weak- 
ness are  often  major  problems  complicated  by 
joint  pain  and  instability.  Improvement  in 
strength  and  endurance  in  such  patients  is  best 
obtained  by  using  the  isometric  technique  to- 


Fig.  13.  A tongue  blade  can  provide  both  resistance  and 
joint  stability  in  strengthening  the  adductors  and  abduc- 
tors of  the  fingers  in  rheumatoid  arthritis. 


gether  with  stabilization  of  joints  during  exer- 
cise. For  example,  the  interossei  of  the  hand 
can  be  strengthened  isometrically  by  having  the 
patient  push  against  a tongue  blade  as  shown 
in  figure  13.  This  technique  stabilizes  the 
interphalangeal  joints  while  strengthening  the 
muscles.  For  the  larger  muscle  groups,  such  as 
the  knee  flexors  and  quadriceps,  the  physician 
should  experiment  by  applying  manual  isometric 
resistance  at  different  angles  of  the  joint  to 
find  the  angle  at  which  the  patient  can  tolerate 
maximum  resistance  with  minimum  pain.  This 
is  often  true  when  the  knee  is  flexed  about  40 
degrees  from  the  fully  extended  position.  This 
angle  would  then  be  the  one  used  for  isometric 
resistance  in  the  exercise  program  (Fig.  14). 


Fig.  14.  Isometric  exercise  of  the  quadriceps  can  be  done 
with  the  knee  kept  bent  at  whatever  angle  produces  the 
best  contraction  with  the  least  pain.  The  heel  is  lifted 
slightly  off  the  chair;  held  there  for  a few  seconds  and 
then  rested  on  the  chair  again.  In  this  arthritic  patient, 
this  technique  is  effective  in  strengthening  the  quadriceps 
while  producing  little  or  no  discomfort. 


preventive  exercises 

Just  as  we  may  anticipate  and  prevent  con- 
tractures from  immobilization,  it  is  also  possible 
to  prevent  disabling  weakness  due  to  disuse  in 
some  patients.  For  example,  patients  who  have 
been  ill,  hospitalized  and  perhaps  operated  upon, 
are  likely  to  have  generally  decreased  strength 
and  endurance,  often  aggravated  by  an  element 
of  depression.  A typical  example  might  be  an 
older  woman  with  a fractured  hip.  As  part  of 
her  preventive  program,  she  should  have  gen- 
eral upper  extremity  strength  maintenance  ex- 
ercises while  recuperating  ( Fig.  15).  Trunk 
exercises  and  exercises  for  the  normal,  and  later 
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for  the  fractured  lower  extremity,  should  be 
added  as  soon  as  medically  safe.  In  addition  to 
maintaining  strength  and  range  of  motion,  such 
complications  as  osteoporosis,  thrombophlebitis 
and  pulmonary  problems  may  also  be  cut  down 
by  these  activities.  General  endurance  will  in- 


Fig.  15.  General  strength  maintenance  exercises  can  pre- 
vent disuse  weakness  in  the  bed-bound  patient,  allowing 
earlier  independent  ambulation.  Here,  the  triceps  are 
being  strengthened  as  a prelude  to  crutch-walking. 


crease  and  reambulation  will  be  easier,  result- 
ing in  a shorter  hospitalization.  Such  activities 
should  be  considered  for  any  patient  witn  more 
than  one  or  two  weeks  hospitalization,  especially 
for  the  elderly. 

Because  there  are  over  400  muscles  that 
may  demonstrate  weakness,  the  physician  must 
be  selective  in  choosing  those  to  be  treated.  In 
the  lower  extremity,  the  muscles  of  most  im- 
portance in  ambulation  are  the  hip  abductors, 
hip  extensors  and  quadriceps.  The  peroneals, 
dorsiflexors  and  plantar  flexors  are  of  slightly 
less  importance.  Other  muscles  are  of  minor 
importance. 

The  upper  extremity  may  be  thought  of  as 
a grasping  device  (the  hand)  that  is  positioned 
by  a long  crane  (the  arm).  The  thenar  muscles, 
first  dorsal  interossei  and  long  flexors  are  im- 
portant in  grasp.  The  elbow  flexors,  triceps 
and  shoulder  stabilizers  are  important  for  posi- 
tioning the  hand.  The  upper  extremity  may 
also  be  asked  to  assume  a function  in  ambula- 
tion when  crutch-walking  is  done.  In  this  case, 
the  triceps  and  shoulder  adductors  are  of  prime 
importance. 

to  be  concluded 
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Anatomy  of  the  Great  Saphenous  Vein  in  the  Thigh 

ROBERT  E.  MULLARKY,  M.D.,  Seattle,  Washington 


Anatomy  of  the  veins  of  the  anterior  aspect  of  the  thigh  was  studied  in 
sixty-five  cadaver  dissections.  The  external  pudendal  artery  and  the  accessory 
saphenous  vein  appear  often  enough  to  be  considered  a normal  variation. 
Fourteen  cases  (22.6  per  cent)  had,  between  them,  twenty-seven  venous  anoma- 
lies of  significance  to  surgeons.  Varicosities  of  these  anomalous  veins  cannot  be 
corrected  by  removal  of  the  great  saphenous  vein  and  ligation  of  its  tributaries. 
The  dissections  described  indicate  that  “stripping”  operations  may  fail  because 
one  or  more  of  these  anomalous  veins  may  be  missed  and  left  untied. 


The  exact  geography  of  the  veins  of  the  lower 
extremity  is  of  special  interest  and  importance 
to  physicians  who  treat  varicose  veins  and  other 
abnormalities  of  venous  function.  The  treatment 
of  these  conditions  has  varied  from  the  time  of 
the  laying  on  of  hands,  as  described  in  the 
Papyrus  of  Ebers  (c.  1550  B.C.),  to  the  radical 
surgery  of  the  Twentieth  Century.  Cause  and 
cure  of  varicosities  and  their  complications  is 
still  controversial  and  further  research  and  study 
in  this  field  is  clearly  indicated. 

One  of  the  reasons  cited  for  failure  even  after 
radical  vein  stripping  operations  is  that  some- 
times not  all  of  the  tributaries  of  the  great 
saphenous  vein  (saphena  magna)  are  tied  off. 
Instances  have  occurred,  however,  where  compe- 
tent surgeons  with  this  knowledge  in  mind,  have 
positively  identified  and  secured  all  branches  of 
the  vein,  and  yet  postoperatively  one  or  two  fat 
varicosities  have  remained.  It  is  obvious  that 
there  must  have  been  some  factor  at  work  here 
other  than  failure  to  tie  off  all  tributaries. 

A golden  opportunity  to  study  this  problem 
has  been  presented  to  the  writer  in  the  Division 
of  Gross  Anatomy  of  the  University  of  Wash- 
ington School  of  Medicine  during  the  past  two 
years.  It  is  required  of  one  of  the  classes  that 
they  do  a complete  anatomical  dissection,  with 
the  exception  of  the  lower  extremities.  The 
present  report  is  based  upon  sixty-five  dissections 
on  these  limbs  done  personally  by  the  writer, 
with  special  attention  to  the  anatomy  of  the 

Dr.  Mullarky  is  a Clinical  Associate  in  the  division  of 
Anatomy  in  the  Department  of  Biological  Structure  and 
also  in  the  Department  of  Surgery  of  the  University  of 
Washington  School  of  Medicine,  Seattle,  Washington. 


veins  of  the  thigh,  including  the  great  saphenous 
vein,  its  branches  and  communications.  There 
were  thirty-nine  males  and  twenty-six  females 
in  this  series  with  an  average  age  of  about  sixty- 
one  years. 

The  anterior  aspect  of  the  thigh  was  widely 
exposed  by  elevation  and  separation  of  two 
skin  flaps  from  the  inguinal  (Poupart’s)  liga- 
ment to  about  five  centimeters  below  the  knee 
joint.  All  veins  were  cleaned  and  counted,  and 
their  origin,  communications  and  termination 
traced. 

The  great  saphenous  vein  is  the  longest  in  the 
body,  extending  from  the  great  toe  to  the  groin. 
It  passes  up  the  medial  aspect  of  the  foot  and 
ankle  and  over  the  antero-medial  aspect  of  the 
medial  malleolus.  It  continues  up  the  medial 
aspect  of  the  leg,  knee  and  thigh  to  pass  through 
the  saphenous  hiatus  (foramen  ovale)  in  the 
fascia  lata  to  join  the  femoral  (superficial)  vein. 
It  communicates  freely  with  the  superficial 
and  deep  veins  of  the  lower  extremity  and  in 
about  one-third  of  all  cases  the  small  saphenous 
vein  (saphena  parva)  terminates  in  the  great 
saphenous  instead  of  the  popliteal  vein.12 

The  accessory  saphenous  vein  is  important  in 
that  it  may  be  mistaken  for  the  great  saphenous 
by  surgeons  operating  in  this  area.  It  begins  at 
the  knee,  courses  laterally  to  and  almost  parallel 
with  the  great  saphenous  vein,  and  terminates 
in  it  close  to  the  saphenous  hiatus.  It  lies  more 
superficially  than  the  great  saphenous  vein. 
When  present,  the  accessory  vein  receives  the 
lateral  femoral  cutaneous  vein  as  a tributary. 

The  lateral  and  medial  femoral  cutaneous 
veins  are  constant  and  when  enlarged  or  vari- 
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cosed  may  be  mistaken  for  the  accessory  vein 
or  even  for  the  great  saphenous  vein  as  they  may 
terminate  at  times  at  or  near  to  the  saphenous 
hiatus. 

The  fascia  of  the  upper  thigh  is  continuous 
with  that  of  the  lower  abdomen  and  forms  im- 
portant relations  with  the  component  parts  of 
the  groin.  A transverse  incision  over  the  saphe- 
nous hiatus  passes  through  the  skin,  the  sub- 
cutaneous fascia,  and  a layer  of  fat  to  a firm 
sheet  of  superficial  (Camper’s)  fascia  which 
covers  and  encloses  the  superficial  veins.  It  then 
fuses  with  the  tela  subcutanea  and  the  fascia 
lata.  The  deep  layer  of  superficial  fascia  of  the 
abdomen  (Scarpa’s)  splits  to  fuse  with  the 
inguinal  ligament  and  continues  into  the  upper 
thigh  where  it  blends  with  the  fascia  lata.  It 
covers  the  saphenous  hiatus  (fascia  cribrosa) 
and  forms  a tube  of  varying  thickness  around 
the  termination  of  the  great  saphenous  vein  for 
a distance  of  several  (3  to  10)  centimeters.  In 
some  instances  (3),  it  gives  the  appearance  of 
a tunnel  in  the  fascia  lata. 

The  great  saphenous  vein  is  usually  quite 
close  to  or  even  adherent  to  the  fascia  lata, 
while  in  about  a third  of  the  cases  it  actually 
enters  a tunnel  in  the  fascia  in  the  lower  one- 
third  of  the  thigh.  For  this  reason  the  great 
saphenous  vein  may  become  dilated  but  is  sel- 
dom tortuous.  On  the  other  hand,  lacking  this 
fascial  support,  its  tributaries,  including  the 
accessory7  saphenous,  may  become  extremely 
dilated  and  tortuous.3  4'5 

The  sixty-five  dissections  in  this  series  re- 
vealed many  variations  and  anomalies  when 
compared  with  standard  anatomy  textbooks 
and  atlases.  Figure  1 gives  the  recent  terminol- 


ogy for  anatomy  of  this  region.  Figures  2 and  3 
illustrate  variations  and  anomalies  found  in  these 
dissections. 

1.  In  six  cases  the  superficial  external  pudendal 
vein  perforated  the  fascia  lata  between  the 
great  saphenous  vein  and  the  scrotum  and  then 
entered  the  femoral  vein  directly  (Fig.  2). 

2.  There  were  five  examples  of  the  super- 
ficial branch  of  the  inferior  epigastric  vein  per- 
forating the  fascia  lata  just  below  the  inguinal 
ligament  close  to  the  scrotum,  and  draining  the 
area  of  the  superficial  external  pudendal  vein.  In 
each  case  the  displaced  vein  was  absent  or 
vestigal.  In  one  of  these  cases  the  perforating 
branch  of  the  inferior  epigastric  vein  was  vari- 
cosed  and  anastomosed  to  a superficial  per- 
forating branch  of  the  internal  pudendal  vein 
(Fig.  3). 

3.  In  three  instances  the  superficial  epigastric 
vein  perforated  the  fascia  lata  above  the  saphe- 
nous hiatus  and  terminated  in  the  femoral  vein 
(Fig.  2). 
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Fig.  2.  The  great  saphenous  vein  and  its  relation  to  five 
anomalous  named  perforator  veins  in  the  groin. 
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Fig.  1.  The  great  saphenous  vein  and  its  named  tributaries. 


4.  In  three  cases  a superficial  branch  of  the 
internal  iliac  vein  perforated  the  fascia  lata 
below  the  inguinal  ligament  to  drain  the  area 
of  the  superficial  circumflex  iliac  vein  (Fig.  3). 

5.  In  three  cases  a vein  from  the  vastus  medi- 
alis  muscle  appeared  laterally  to  the  great 
saphenous  vein,  drained  the  region  of  the  lateral 
femoral  cutaneous  vein,  and  terminated  into 
the  femoral  vein  (Fig.  2). 

6.  In  two  dissections  the  superficial  circumflex 
iliac  vein  appeared  laterally  to  the  saphenous 
hiatus  and  ended  in  the  femoral  vein  (Figs.  2 
and  3). 
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Fig.  3.  The  great  sapehnous  vein  and  the  accessory 
saphenous  vein  showing  their  relation  to  three  anomalous 
named  veins  and  the  superficial  external  pudendal  artery. 


7.  There  were  two  instances  in  which  a super- 
ficial branch  of  the  internal  pudendal  vein  per- 
forates the  fascia  lata  medially  to  the  great 
saphenous  vein  close  to  the  scrotum,  and  sup- 
plies the  area  of  the  superficial  external  pudenal 
vein  (Fig.  2). 

8.  The  superficial  circumflex  iliac  artery  and 
an  accompanying  vein  appeared  laterally  to  the 
saphenous  hiatus  in  two  cases  (Fig.  3). 

9.  One  superficial  vein  in  the  pudendal  region 
was  traced  to  a deep  connection  with  the  internal 
obturator  vein. 

10.  The  accessory  saphenous  vein  was  found 
twenty-two  times  (33.8  per  cent).  It  terminated 
directly  into  the  great  saphenous  vein  at  or  near 
the  saphenous  hiatus  in  seventeen  cases  and 
indirectly,  by  ending  in  the  circumflex  iliac  or 
superficial  epigastric  vein,  in  five.  These  latter 
veins  drained  into  the  accessory  saphenous  vein 
in  eleven  instances  (Fig.  3). 

11.  The  great  saphenous  vein  was  found  lying 
in  the  deep  layer  of  the  superficial  fascia  close 
to  or  adherent  to  the  fascia  lata  in  thirty-eight 
cases  (58.5  per  cent).  In  twenty-seven  cases 
(41.5  per  cent)  the  vein  was  found  to  enter  a 
tunnel  in  the  fascia  lata  at  varying  levels  in  the 


lower  one-third  of  the  thigh.  It  always  became 
superficial  to  the  crural  fascia  of  the  leg  below 
the  knee. 

12.  The  external  pudenal  artery  branches  off 
the  femoral  artery  and  usually  becomes  super- 
ficial by  passing  through  the  saphenous  hiatus. 
In  two  cases  it  passed  through  the  fascia  lata 
above  the  hiatus.  In  thirty-two  cases  it  passed 
under  the  great  saphenous  vein,  in  sixteen  it 
passed  over  the  vein  and  in  five  it  passed  both 
over  and  under.  It  was  found  a total  of  fifty-five 
times  in  the  sixty-five  dissections.  The  artery 
was  found  all  alone  in  most  instances  but  in  six 
cases  it  was  accompanied  bv  a good  sized  vein 
(Fig.  3). 

13.  Tributary  veins  terminating  in  the  great 
saphenous  vein  at  the  saphenous  hiatus  varied 
between  one  and  four.  The  twenty-two  accessory 
saphenous  veins  were  not  counted  here.  In 
thirty-five  cases  ( 55.38  per  cent ) there  were  two 
tributaries,  in  twenty-two  (33.84  per  cent)  there 
were  three,  and  in  three  cases  (4.63  per  cent) 
there  were  four.  Where  there  was  only  one 
tributary  to  the  treminal  part  of  the  great 
saphenous  vein  as  was  found  in  four  cases 
(6.2  per  cent)  these  areas  were  adequately 
drained  by  anomalous  veins. 

14.  Perforating  veins  perforate  the  fascia  lata 
and  are  the  communicating  veins  between  the 
superficial  and  deep  venous  systems.  In  these 
dissections,  the  great  saphenous  vein  was  con- 
nected to  the  deep  veins  by,  at  least  one  and  as 
many  as  four,  good  sized  vessels  connecting 
with  the  femoral  vein  or  muscles  of  the  adductor 
( Hunter’s ) canal.  The  accessory  saphenous  was 
rarely  connected  to  the  deep  veins  by  perforating 
veins.  In  all,  only  four  such  connections  were 
found.  It  might  be  stated  here  that  all  the  dis- 
sections described  above  were  carried  out  with- 
out the  use  of  special  injections  or  strong 
magnification,  either  or  both  of  which  might 
have  disclosed  additional  small  vessels. 

15.  Valves  in  the  great  saphenous  and  acces- 
sory veins  were  counted.  There  was  always 
(100  per  cent)  a normal  valve  at  the  sapheno- 
femoral  junction  and,  in  most  cases,  a pre-termi- 
nal valve,  two  to  three  centimeters  distally.  There 
were  from  two  to  six  valves  in  the  great  saphe- 
nous vein  and  an  average  of  four  between  the 
saphenous  hiatus  and  the  medial  epicondyle 
of  the  femur.  The  accessory  saphenous  averaged 
two  valves  per  vein,  with  one,  usually,  at  its 
junction  with  the  great  saphenous  vein. 
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conclusions 

Anatomy  of  the  veins  of  the  anterior  aspect 
of  the  thigh  was  studied  in  sixty-five  cadaver 
dissections.  Presence  of  accessory  saphenous 
veins  (33.8  per  cent)  and  of  the  external  pudenal 
artery  ( 77.0  per  cent ) are  of  sufficient  frequency 
as  to  be  considered  normal  variations.  Fourteen 
cases  (22.6  per  cent)  of  total  had,  between 
them,  twenty-seven  venous  anomalies  of  signifi- 
cance to  surgeons. 

Varicosities  of  these  anomalous  veins  cannot 
be  corrected  by  removal  of  the  great  saphenous 
vein  and  ligation  of  its  tributaries.  The  dissec- 
tions described  indicate  that  another  reason 
why  “stripping”  operations  may  fail  is  that  one 
or  more  of  these  anomalous  veins  may  be  missed 
and  left  untied.  ■ 

University  of  Washington  (98105) 

abstracto 

La  anatomia  de  las  venas  de  la  parte  anterior 
del  muslo  fue  estudiada  en  disecciones  de  sesenta 
y cinco  cadaveres.  La  arteria  pudenda  externa 


y la  vena  safena  accesoria  se  presentan  con  tal 
frecuencia  para  ser  consideradas  variaciones 
anormales.  Catorce  casos  (22.6  por  ciento ), 
tuvieron  entre  ellos  veinte  y siete  anomalias 
venosas  de  significado  para  los  cirufanos.  Vari- 
cosiclades  de  estas  venas  anomalas  no  se  pueden 
corregir  removiendo  la  vena  safena  mayor  o 
ligando  sus  tributaries.  Las  disecciones  descriptas 
indican  que  las  operaciones  de  varicosidades 
pueden  fracasar  debido  a que  una  o mas  de 
estas  venas  anomalas  pueden  pasar  desapercivi- 
das  y quedar  sin  ligarse. 
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Another  thing  which  medical  men  owe  to  the  good  medical  journals  is,  not  only 
to  refuse  to  support,  but  to  do  all  in  their  power  to  discountenance  the  poor  ones.  There 
are  a large  number  of  cheap  medical  journals,  usually  owned  and  managed  by  persons 
having  no  interest  in  the  medical  profession,  which  are  conducted  solely  for  the  pur- 
pose of  making  money  and  whose  editorial  and  reading  pages  are  for  sale  to  the  highest 
bidder.  The  pages  of  these  journals  are  usually  filled  with  so-called  original  articles 
which  are  furnished  by  their  advertisers,  and  which  consist  for  the  most  part  of  spurious 
case  reports  of  patients  said  to  have  been  cured  by  this  or  that  proprietary  or  patent 
medicine.  These  journals  usually  have  a large  circulation,  because,  having  practically 
no  bona  fide  subscription  list,  they  are  mailed  to  physicians  whose  names  are  taken  at 
random  from  the  medical  directory,  and  they  can  make  their  circulation  as  large  as  they 
desire.  Such  journals  are  not  only  a blot  on  medical  journalism,  but  they  are  distinctly 
detrimental  to  the  interests  of  scientific  medicine,  and  should  be  repudiated  and  dis- 
countenanced by  all  decent  physicians. 

Medical  journalism  as  a whole  can  be,  and  should  be,  moulded  by  the  medical 
profession  as  a whole,  and  if  medical  men  would  give  a little  more  thought  to  the  mat- 
ter they  could  easily  eliminate  the  bad  journals  and  maintain  and  improve  the  good 
ones.  If  every  physician  who  has  at  heart  the  best  interests  of  his  profession,  and  of 
scientific  medicine,  would  look  carefully  into  the  subject  of  medical  journalism  and 
having  thoroughly  surveyed  the  field  would  subscribe  only  to  those  journals  which 
appeal  to  him  as  being  substantial,  clean,  honest  and  well  conducted,  and  would  not 
only  refuse  to  subscribe  to,  but  would  refuse  to  support  in  any  way,  those  journals  which 
are  either  owned  by  or  which  pander  to  commercial  enterprises  whose  only  object 
is  to  make  money  out  of  the  medical  profession,  we  would  have  fewer  and  much 
better  journals. 

By  Burnside  Foster,  M.D.,  Editor,  St.  Paul  Medical  Journal;  originally 
published  in  St.  Paul  Medical  Journal  (July)  1902;  reprinted  in 
Northwest  Medicine  (March)  1903 
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Prevention  of  Accidental  Pediatric  Poisoning 

CLARENCE  E.  ROZGAY,  M.D.,  Seattle,  Washington 


Basically,  pediatric  poisoning  is  prevented  by 
protection  and  education  of  the  child  by  both 
parents  and  physicians: 

1.  Education  after  the  pre-school  years. 

2.  Education  and  protection  in  pre-school 
years  and  education  of  the  mother  in  protec- 
tion. 

3.  Protection  only  is  possible  under  one  year 
of  age. 

role  of  private  physician 

First  line  of  defense  in  poison  protection  is  the 
private  physician.  However,  not  all  children  have 
consistent  child  care  by  a physician.  And  not 
all  physicians  have  time  to  provide  for  poison 
protection. 

1.  Small  town  general  practitioners  usually 
cannot  be  bothered  with  poison  protection  as 
they  are  too  busy  with  sick  care. 

2.  General  practitioners  in  large  cities  can 
be  very  interested  and  effective  if  they  are 
not  primarily  surgically  oriented. 

3.  Pediatricians  are  generally  interested  in 
preventive  medicine.  They  make  an  effort  to 
incorporate  it  into  the  well  baby  check-ups. 
The  most  important  check-up  is  the  one  at 
nine  months  or  a year  when  the  physician 
recommends  ipecac  for  the  home.  It  is  impor- 
tant that  safety  warnings  be  tailored  for  the 
appropriate  age  group. 

The  physician  can  be  very  effective  in  the 
education  of  children  against  poisoning.  He 
himself  should  receive  more  preventive  medicine 
training  in  medical  school. 

methods  of  reaching  private  citizens 

Methods  of  reaching  private  citizens  are  as 
follows  with  personal  comments  as  to  effective- 
ness. Selling  prevention  of  poisoning  or  any  other 
accident  is  the  selling  of  disaster  and  thus  is  not 
easy.  People  seem  to  feel  that  if  they  don’t  think 
about  accidents,  they  won’t  experience  accidents. 

Dr.  Rozgay  is  Director  of  the  Seattle  Poison  Control 
Center  at  Children’s  Orthopedic  Hospital  and  Medical 
Center,  Seattle,  Washington. 


The  problem  is  to  reach  people  who  need  to  be 
reached  in  an  manner  they  can  understand. 
Many  can  be  reached  by  printed  material  but 
there  are  others  who  never  read  such  material. 
Advertising  in  any  medium  seems  most  effective 
if  it  has  local  interest. 

1.  Radio  spot  announcements— effective  if 
they  happen  at  the  right  time  of  day  but  they 
are  quickly  forgotten. 

2.  Television— surprisingly  good  audience, 
but  again,  quickly  forgotten. 

3.  P.T.A.  programs— some  help  but  they  do 
not  reach  the  pre-school  child. 

4.  Kindergarten  educational  programs— they 
may  be  of  real  benefit  but  the  program  is  too 
new  to  be  evaluated. 

5.  Newborn  nursery  safety  check  lists— they 
are  sent  home  with  the  mothers  but  are  quickly 
lost. 

6.  Newspapers— probably  the  best  way  to 
reach  large  numbers  of  people.  This  is  a good 
way  to  reach  doctors  because  even  if  a doctor 
hasn’t  read  the  article,  his  patients  will  have 
read  it.  Any  information  should  be  completely 
factual. 

7.  Baby  sitter  training  programs— an  exam- 
ple is  GEMS,  sponsored  by  the  King  County 
Medical  Society  Auxiliary.  This  program  seems 
to  be  of  some  benefit. 

8.  Educational  materials  sold  through  news- 
stands. For  example,  a local  booklet  on  poison- 
ous plans  proved  to  be  very  popular  with 
private  citizens. 

9.  Direct  doctor-patient  contact  is  the  most 
desired  if  it  can  be  timed  properly  and  be 
done  tactfully. 

10.  Community  programs  to  put  syrup  of 
ipecac  in  homes.  This  is  the  only  program 
which  seemed  to  decrease  the  number  of  calls 
to  the  Seattle  Poison  Control  Center.  Ipecac 
is  no  longer  a prescription  item.  Pharmacists 
can  be  vital  here  if,  with  each  bottle  sold  to 
a family,  they  state,  bluntly,  that  the  bottle 
should  be  kept  on  hand  because  a two  year 
old  child  stands  one  chance  in  ten  of  being 
poisoned.  Also,  the  bottle  is  a steady  reminder 
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in  the  home.  This  medicine  can  be  distributed 
as  follows: 

a.  Directly  from  physicians. 

b.  Through  the  doctor  by  prescription. 

c.  Through  the  pharmacist  directly. 

d.  Could  be  given  along  with  DPT  shots 
in  Public  Health  Clinics. 

why  are  poison  centers  formed? 

1.  Accidents  are  a relatively  more  important 
cause  of  death  as  disease  is  controlled. 

2.  Pediatricians  feel  that  all  poison  deaths 
are  preventable  if  proper  steps  are  taken 
toward  this  prevention. 

3.  Poisoning  accounts  for  over  50  per  cent 
of  the  true  emergencies  in  pediatric  practice. 

4.  The  actions  in  the  first  half  hour  after 
poisoning  determine  life  or  death. 

summations  and  results 

The  following  is  a brief  summation  of  ex- 
periences at  the  Seattle  Poison  Control  Center 
of  Children’s  Orthopedic  Hospital. 

1.  The  number  of  calls  started  at  100  per 
month  and  now  are  over  1000  per  month  with 
the  number  leveling  off  at  13,000  annually. 

3.  A comparison  of  deaths  for  the  years, 
1949  to  1955  and  1956  to  1964,  the  years  before 
and  after  the  establishment  of  the  Poison  Con- 
trol Center,  shows  a drop  in  deaths  from  1.6 
per  year  before  to  1.0  afterwards,  in  the  0 to 
14  age  group. 

4.  In  the  0 to  14  age  group  in  King  County 
there  were  eleven  deaths  from  1949  to  1955. 
And  there  were  nine  deaths  from  1956  to  1964. 
The  total  deaths  in  the  state  in  both  periods 
were  stable  at  6.7  per  year  (Table  1).  The 
population  increase  in  the  state,  in  the  latter 


period  was  16  per  cent  and  the  increase  in 
King  County  was  22  per  cent.  (King  County, 
the  area  served  by  the  Poison  Control  Center, 
has  1/3  of  the  state’s  population.) 

4.  Thus  it  appears  that  we  have  saved  the 
lives  of  six  children  by  setting  up  a Poison 
Control  Center.  The  age  groups  where  the 
saves  occurred  were  under  one  and  over  five. 
The  .main  cause  of  death  in  these  groups  was 
from  misuse  of  drugs. 

summations  of  future  work 

1.  Continued  service  by  poison  centers. 

2.  Continued  education  of  parents  with  the 
realization  that  probably  neither  mothers  nor 
children  can  be  really  changed. 

3.  Drop  dangerous  and  ineffective  drugs 
from  the  pharmacopeia. 

4.  Build  safety  in  at  the  manufacturing  level 
—probably  the  only  true  prevention  of  acci- 
dents: 

a.  All  bathroom  cabinets  equipped  with 
childproof  locks. 

b.  Safety  packaging— industry  makes  a con- 
tinual search  for  this. 

c.  Addition  of  emetic  to  liquid  medications. 

d.  Bitter  substance  (Bitrex)  to  be  added  to 
lead  paints  or  added  to  paints  to  be  used  on 
the  interiors  of  older  buildings. 

5.  Continued  search  for  a common  house- 
hold substance  which  would  be  safe  to  use 
as  an  emetic. 

SUMMARY: 

Prevention  of  accidents  is  easier  said  than 
done.  ■ 

7623  S.  124th  (98178) 


Table  1 

Deaths  — Accidental  Poisoning* 


1949  ■ 

1955 

1956  • 

1964 

Wash. 

King 

Wash. 

King 

Age  groups 

State 

County 

State 

County 

Under  one 

5 

2 

4 

0 

One  to  four 

36 

8 

47 

9 

five  to  fourteen 

5 

1 

10 

0 

total 

46 

11 

61 

9 

‘Because  of  poor  statistical  information  before  1949,  the  comparison  is  being  made  between  a seven 
year  period  and  a nine  year  period. 
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X-Ray  of  the  Month 

Submitted  by  the  Washington  State  Radiological  Society 


The  patient,  a white  female,  age  21,  a primipara,  was  sent  in  for  pelvimetry. 


see  page  865 
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Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
small  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available: 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolone  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dept  NW  105 


FORMULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm„ 
para-aminobenzoic  acid  0.3  Gm.,  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 

Renal  damage,  salicylate  sensitivity 
or  in  conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 
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PRESIDENTS  page 


The  Beginning 
of  a Foundation 

The  membership  of  the  Washington  State  Medical 
Association  is  to  be  congratulated  as  one  of  the  most 
forward  looking  groups  in  organized  medicine. 
Through  the  elected  delegates  at  the  meeting  in 
Spokane,  programs  which  have  changed  the  course 
of  the  Association  were  approved  unanimously.  The 
decision  to  go  forward  with  a foundation  and  to 
participate  in  a role  of  leadership  in  the  large  pro- 
grams that  confront  medicine,  particularly  in  the 
heart  disease,  cancer,  stroke  program  and  the  forma- 
tion of  a health  manpower  information  facility,  and 
to  continue  as  well  the  heavy  commitment  of  public 
service  and  regular  activities  that  the  Association 
has  been  carrying,  places  the  Washington  State 
Medical  Association  in  the  forefront  of  organized 
medicine  in  the  United  States. 

The  heavy  involvement  of  the  Association  in  pub- 
lic service  as  well  as  governmental  programs  made 
it  necessary  for  the  membership  to  arrive  at  a basic 
decision.  This  decision  was  simply  whether  the 
Association  is  to  continue  to  be  effective  in  dealing 
with  governmental  agencies,  at  the  national,  state, 
and  local  levels,  and  to  continue  large  public  service 
programs  for  the  public  good  and  for  the  good  of 
medicine,  or  is  the  Association  to  retract  and  assume 
a simple  socio-scientific  role  and  function  only  in 
an  advisory  capacity.  This  decision  was  necessary 
because  of  the  increasing  demands  on  the  staff,  and 
the  organization  as  a whole,  and  the  depletion  of 
the  financial  reserves  by  these  demands. 

During  the  last  few  years,  the  membership  has 
asked  for  and  obtained  congresses  of  physicians 
and  educators  and  leaders  in  government  on  health 
education  forums,  community  health  services,  pro- 
grams for  mental  illness,  frauds  and  quackery, 
school  health,  communicable  disease,  retarded  chil- 
dren, automobile  and  drivers  safety,  sudden  death 
of  infants,  PKU,  and  many  others. 

These  programs  have  been  highly  effective  in 
rendering  public  service  and  they  have  won  many 
friends  for  the  practicing  physician. 

To  continue  this  high  level  of  regular  activities, 
it  was  obvious  that  the  Association  must  increase 
its  budget.  Over  and  above  increasing  the  regular 
activities,  the  officers  and  trustees  advocated  the 
formation  of  a foundation  that  will  serve  as  a re- 
search arm  of  the  Association,  and  make  it  possible 


for  the  Association  to  fund  large  programs  that 
could  not  otherwise  be  funded  through  dues  from 
membership.  Even  before  it  was  formed,  the  founda- 
tion was  asked  by  the  State  Health  Department  and 
the  State  Hospital  Association,  along  with  a number 
of  voluntary  organizations  and  the  University,  to 
develop  a health  manpower  information  facility  for 
the  collection,  analysis  and  dissemination  of  health 
manpower  data.  Essentially,  all  organizations  in  this 
area  interested  in  the  health  field  are  looking  to  our 
Association  for  leadership  in  the  development  of  this 
important  facility.  This  will  be  the  first  data  bank 
sponsored  by  a state  medical  association  in  the 
United  States.  Once  the  foundation  and  the  data 
bank  are  firmly  established  they  should  be  self- 
supporting.  Meanwhile,  however,  financial  and  staff 
aid  will  be  necessary  to  put  the  foundation  in  work- 
ing order.  Closely  linked  with  the  foundation  and  the 
data  bank,  is  the  Association’s  involvement  in  the 
heart  disease,  cancer,  and  stroke  program.  It  was 
indeed  gratifying  to  note  that  the  House  of  Dele- 
gates was  aware  of  both  the  importance  of  this 
program  and  of  the  Association’s  involvement  in  it. 
The  House  of  Delegates  not  only  unanimously  ap- 
proved our  efforts  in  these  programs  but  urged  that 
all  means  available  be  enployed  to  accomplish  leader- 
ship in  this  field.  These  programs  should,  ultimately, 
bring  to  the  practicing  physician  of  this  area,  and  his 
patients,  the  latest  information  and  facilities  that 
medicine  has  to  offer. 

Taking  on  these  new  and  larger  activities  will  in 
no  way  detract  from  the  regular  programs  that 
have  been  underway  for  some  time.  Our  involve- 
ment with  state  and  local  government  and  our  repre- 
sentation on  advisory  committees  for  federal  pro- 
grams has  been  increasing  rapidly.  These  will  be 
continued  on  all  levels. 

It  was  indeed  heartwarming  and  inspiring  to  see 
the  delegates  unanimously  rise  to  this  challenge  and 
vote  favorably  to  place  this  Association  in  the  role  of 
leadership  in  this  country.  To  serve  as  President  of  a 
dynamic  forward  thinking  and  sound  organization 
is  indeed  an  honor  and  a challenge  which  I accept 
with  gratitude  and  humility.  The  work  of  the  officers 
and  trustees  of  the  Association  has  been  delineated 
clearly  and  loudly  by  the  membership.  We  will 
need  the  help  and  talent  of  all  interested  members 
to  succeed  in  what  may  start  a new  era  in  organized 
medicine  in  this  country. 

A^Z/ 
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GENERAL  NEWS 

Seventeenth  annual  Strauss  lecture 

James  D.  Hardy  will  lecture  on  the  Replacement 
of  Organs  at  the  17th  annual  Alfred  A.  Strauss 
lecture  to  be  held  Friday,  November  4,  1966  at 

8:15  pm.  He  is  Pro- 
fessor and  Chairman, 
Department  of  Sur- 
gery, University  of 
Mississippi. 

The  program  is 
sponsored  by  the  De- 
partment of  Surgery, 
University  of  Wash- 
ington School  of 
Medicine  in  collab- 
oration with  Dr. 
Strauss. 

All  persons  in  the 
medical  profession 
are  welcome  to  attend  the  Strauss  lecture  each  year. 

Dr.  West  Retires 

Edward  S.  West,  Ph.D.,  long  head  of  the  Depart- 
ment of  Biochemistry  at  the  University'  of  Oregon 
Medical  School  and  of  the  Department  of  Bio- 
chemistry at  the  Oregon  Regional  Primate  Center, 


retired  from  the  two  positions  September  9.  He  has 
planned  only  a brief  vacation,  after  which  he  re- 
turns to  the  Primate  Center  as  Assistant  to  the 
Director. 

In  concluding  a glowing  tribute  to  Dr.  West, 
published  in  Primate  News,  August  31,  William 
Montagna,  Ph.D.,  said,  “Finally,  I welcome  your 
retirement  because  now  I shall  see  you  all  day 
instead  of  only  in  the  afternoon.  The  Primate 
Center  owes  much  of  its  success  to  you,  Dr.  West, 
and  its  indebtedness  to  you  will  continue  to  increase 
in  years  to  come.” 

Wilbert  R.  Todd,  Ph.D.,  will  take  over  as  acting 
chairman  of  the  biochemistry  department.  Dr.  Todd 
has  been  associated  with  Dr.  West  for  thirty  years 
as  a faculty  member  in  the  department  of  bio- 
chemistry. And  the  two  men  are  co-authors  of  four 
editions  of  the  West-Todd  Textbook  of  Biochemistry. 

Appointment  of  Ralph  J.  Wedgwood  announced 

Ralph  J.  Wedgwood,  Chairman  of  the  Depart- 
ment of  Pediatrics  of  the  University  of  Washington 
School  of  Medicine,  has  been  appointed  a member 
of  the  National  Advisory  Research  Resources  Com- 
mittee of  the  Division  of  Research  Facilities  and 
Resources,  National  Institute  of  Health.  The  ap- 
pointment terminates  September  30,  1970. 

general  news  continued  on  page  863 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAO(-MA*K  $ 


things  go 

better,! 

^with 

Coke 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1 :1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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starts  fast- 


keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  aspirin  or  phenacetin, 


and  in  those  with  blood  dyscrasias.  Literature  on  request. 

PERCODAN 

Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  rng.  caffeine.  U.  s.  Pals.  2.628,185  and  2.907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 


why 
wonder 
about  a 
drug  for 
your 
forgetful 
patient 


1 spasm, 
iractdity. 
its  tension . 
istic  gut . 
taskof 


Belap Ty-Med*  (Modified  formula). 
Each  tablet  contains: 

Amobarbital  (Warning, may  be  habit 
forming)  50  mg.  Homatropine 
methylbromide  7.5  mg. 

♦Lemmon  brand  of  timed-release 
medication. 

One  Ty-Med  tablet  morning  and 
night.  Available  in  bottles  of  30  and  100 
tablets.  Observe  the  usual  precautions 
for  barbiturates  and  parasympatholytic 
compounds. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

HAACK  LABORATORIES, INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 
PORTLAND, OREGON  97208 


MIX  IA)MY<  IN' 

DEMKrHYLCHLORTJTrRACVCLlNE 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


)oes  she  really  care? 
sshe  alert,  encouraged, 
csitive  and  optimistic 
but  getting  completely 
<1  soon? 

>r  has  she  given  in  to 
demoralizing  impact 
confinement,  disability 
il  dependency? 

/hen  functional  fatigue 
mplicates  convalescence, 
jrtonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B;>)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bg),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


(^Merrell^ 


IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  Idaho  83702 

president  A.  Curtis  Jones,  Jr.,  M.D.,  Boise 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  A.  L.  Bird,  Boise 


Resolutions  of  the  House  of  Delegates 

During  the  meetings  of  the  House  of  Delegates 
held  in  conjunction  with  the  74th  Annual  Meeting 
of  the  Idaho  State  Medical  Association  at  Sun 
Valley,  a total  of  II  resolutions  were  considered 
and  adopted.  They  are  as  follows: 

1. 

WHEREAS:  the  medical  profession’s  basic  re- 
sponsibility is  protecting  the  health  of  the  com- 
munity at  large,  and 

WHEREAS:  there  have  been  great  changes  and 
advancements  in  the  field  of  pharmacology  and 
further  noting  the  increased  potential  of  systemic 
side  effects  of  many  of  the  new  and  more  potent 
drugs,  therefore,  be  it 

RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation use  every  reasonable  means  available  to 
effect  a change  in  the  code  concerning  podiatry  to 
restrict  the  podiatrist’s  use  of  medications  to  Class 
B narcotics  and  to  topical  medications. 

2. 

RESOLVED:  that  the  Idaho  State  Medical  As- 
sociation advise  the  State  Department  of  Health 
that  it  feels  that  the  use  of  vaccines  and  pharma- 
ceuticals furnished  by  the  Department  of  Health 
should  be  made  available  to  patients  on  an  inability 
to  pay  basis  only,  and  be  it  further 

RESOLVED:  that  the  State  Department  of 

Health  be  urged  to  administer  free  vaccines  and 
pharmaceuticals  only  at  the  request  of  recipients’ 
physician. 

3. 

WHEREAS:  the  representative  of  the  Idaho 
State  Nurses  Association  meeting  has  expressed  the 
concern  of  nurses  relating  to  procedures  carried 
out  by  them  in  dependent  areas  of  nursing  practice, 
specifically: 

(1)  closed  chest  cardiac  resuscitation;  (2)  veni- 


puncture and  administration  of  intravenous  fluids, 
blood,  and  medications;  (3)  insertion  of  intraven- 
ous catheters;  (4)  intratracheal  suctions;  (5)  ad- 
ministration of  anesthesia  during  labor;  (6)  vaginal 
examination  during  labor;  (7)  administration  of 
investigational  and  traumatic  drugs;  (8)  rectal  ex- 
amination during  labor;  (9)  removal  of  sutures; 
(10)  suture  of  minor  lacerations;  (11)  performance 
of  tracheotomy;  (12)  insertion  of  gastric  tubes 
(Levine  or  Wangensteen);  (13)  “milking”  of  chest 
tubes  to  keep  them  open;  (14)  substitute  for  the 
pharmacist  in  his  or  her  absence;  (15)  application 
of  pressure  bandages  to  control  hemorrhage;  and 
(16)  operation  of  intermittent  positive  pressure  ma- 
chines; and  we  recognize  these  to  be  areas  of 
mutual  concern  to  both  organizations,  and 

WHEREAS:  another  area  of  mutual  concern  is 
the  employment  by  hospitals  of  “surgical  tech- 
nicians” with  no  nursing  background  to  assist  in 
surgery;  and 

WHEREAS:  after  due  consideration  of  these 

problem  areas  by  this  particular  body,  now,  there- 
fore, be  it 

RESOLVED:  we  recommend  that  the  Idaho 

State  Medical  Association  and  the  Idaho  State 
Nurses  Association  set  up  a joint  commission  for 
the  purpose  of  making  a survey  and  study,  resulting 
in  a report  and  recommendations  concerning  the 
above  areas  of  concern,  related  to  relationships  be- 
tween the  two  organizations  in  the  practice  of 
medicine,  surgery,  and  nursing,  both  in  the  hos- 
pital and  bedside  practice. 

4. 

WHEREAS:  the  physicians  of  Idaho  are  sym- 
pathetic to  the  aims  of  the  Society  of  Idaho  Path- 
ologists, be  it 

RESOLVED:  that  the  House  of  Delegates  of  the 
Idaho  State  Medical  Association  supports  their  po- 
sition, to  wit: 

continued  on  page  860 


856  .xW. 

Northwest  Medicine,  October  1966  <*H 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.* 1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.6  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1 /10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9- 10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide, has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruiitus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  146: 164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
144:21,9,  1945.  4,  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240: 173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  143:210,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin’ 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


cn»  iinn  / TB.Cri  'The  Priceless  Ingredient’  of  every  product 

1 rJlBitilSr  is  the  honor  and  integrity  of  its  meker. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidin? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  m the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Inf  re- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-4513 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisiiicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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continued  from  page  856 

WHEREAS:  the  practice  of  pathology,  both 
clinical  and  anatomic,  has  been  repeatedly  defined 
as  an  integral  part  of  the  practice  of  medicine,  and 
WHEREAS:  it  has  been  defined  as  such  in  the 
laws  of  the  State  of  Idaho  and, 

WHEREAS:  every  laboratory  examination  is  a 
professional  service,  and 

WHEREAS:  the  House  of  Delegates  of  the 
American  Medical  Association  in  October,  1965, 
adopted  the  following  statement  of  policy:  “‘Hos- 
pital-based’ medical  specialists  are  engaged  in  the 
practice  of  medicine.  The  fees  for  the  services  of 
such  specialists  should  not  be  merged  with  hospital 
charges.  The  charges  for  the  services  of  such  spe- 
cialists should  be  established,  billed  and  collected 
by  the  medical  specialists  in  the  same  manner  as 
are  the  fees  of  other  physicians,”  now,  therefore, 
be  it 

RESOLVED:  by  unanimous  decision  of  the  So- 
ciety of  Idaho  Pathologists  that:  “We  shall  make 
arrangements  whereby  we  will  bill  all  patients  the 
entire  charge  for  all  laboratory  services.  It  is  further 
RESOLVED:  that  this  can  only  be  accomplished 
in  hospitals  by  the  pathologist  acting  as  an  inde- 
pendent practitioner  of  medicine,  and  it  is  further 
RESOLVED:  that  this  can  only  be  accomplished 
in  hospitals  through  working  agreements  as  promul- 
gated by  the  College  of  American  Pathologists.” 

5. 

WHEREAS:  the  laws  of  the  State  of  Idaho 
provide  that  any  student  in  the  public  schools  who 
is  absent  more  than  14  days  may  not  receive  credit 
for  a current  year’s  study,  and 

WHEREAS:  no  allowance  is  made  for  sickness, 
injury,  or  other  unavoidable  absence,  and 

WHEREAS:  the  health  of  the  child  may  be  in- 
jured by  his  determination  to  attend  in  spite  of 
illness,  and 

WHEREAS:  the  health  of  other  students  may 
be  jeopardized  by  the  attendance  of  one  who  is  ill, 
and 

WHEREAS:  students  who  are  ill  or  injured 

should  be  encouraged  to  remain  at  home  as  long 
as  this  action  is  medically  desirable,  and 

WHEREAS:  those  who  are  absent  more  than 

14  days,  in  individual  cases  may  be  well  qualified 
in  their  current  year’s  work,  now,  therefore,  be  it 
RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation officially  urge  the  Legislature  of  the  State 
of  Idaho  to  pass  legislation  to  eliminate  any  specific 
period  of  allowed  absence  in  cases  of  illness,  injury, 
or  condition  requiring  the  care  of  a physician, 
where  said  physician  certifies  the  desirability'  of  the 
absence,  and  provided  required  academic  standards 
are  met. 


6. 

WHEREAS:  unproven  cancer  remedies  are  a 
continuing  and  increasing  threat  to  the  proper  care 
of  the  cancer  patient  in  Idaho,  and 

WHEREAS:  no  legal  means  is  now  available  in 
Idaho  to  enable  the  investigation  and  evaluation  of 
cancer  remedies,  or  to  prevent  the  use  of  unproven, 
or  harmful,  cancer  remedies,  and 

WHEREAS:  seven  states,  California,  Colorado, 
Kentucky,  Maryland,  Nevada,  North  Dakota,  and 
Pennsylvania,  have  already  enacted  legislation  to 
control  worthless  cancer  remedies,  and 

WHEREAS:  numerous  agencies,  such  as  labora- 
tories of  the  National  Cancer  Institute,  the  American 
Medical  Association,  the  Food  and  Drug  Adminis- 
tration, the  U.S.  Public  Health  Service,  the  Memor- 
ial Sloan-Kettering  Cancer  Center,  are  available  for 
aid  in  the  evaluation  of  new  and  unproven  forms  of 
diagnosis  and  treatment  of  cancer,  and 

WHEREAS:  the  American  Medical  Association, 
the  Idaho  Department  of  Health,  the  U.S.  Public 
Health  Service,  and  various  voluntary  health  agen- 
cies urge  the  enactment  of  regulatory  measures 
pertaining  to  new  and  unproven  cancer  remedies, 
now,  therefore,  be  it 

RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation offer  its  full  cooperation  and  encouragement 
to  the  Idaho  Department  of  Health,  the  Idaho  Di- 
vision of  the  American  Cancer  Society,  and  other 
agencies,  public  and  private,  in  formulating  and 
working  toward  enactment  of  a law  governing  the 
use  of  any  preparation  for  the  diagnosis  and  treat- 
ment of  cancer. 

7. 

WHEREAS:  the  American  Medical  Association 
carries  a blanket  travel-accident  policy  covering 
its  officers,  trustees,  delegates,  committee  members 
and  staff  employees  while  traveling  in  connection 
with  the  conduct  of  official  association  activities, 
and 

WHEREAS:  the  Idaho  State  Medical  Associa- 
tion requires  its  officers,  councilors,  committee  mem- 
bers, delegates,  officers  of  component  societies,  offi- 
cers of  the  state  auxiliary  and  component  societies, 
and  staff  employees  to  travel  to  various  meetings 
both  in  and  out  of  the  state.  Now,  therefore,  be  it 
RESOLVED:  that  the  Officers  and  Councilors 
of  the  Idaho  State  Medical  Association  be  author- 
ized to  negotiate  with  a reputable  insurance  agency 
to  provide  a reasonable  amount  of  travel-accident 
insurance  for  those  performing  duties  in  the  con- 
duct of  official  association  activities,  and  that  the 
total  amount  of  travel-accident  coverage  for  any 
single  accident  shall  not  exceed  $25,000. 

8. 

WHEREAS:  the  director  of  any  local  or  dis- 
continued on  page  865 
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tS\I. 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs® 

(Dimetane®  (brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

, Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 

I stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
oheniramine  maleate),  a potent  anti- 
Tistamine  reported  in  one  study  to  have 
ilicited  side  effects  as  few  as  the  placebo,  * 
earned  with  decongestants  phenyl- 
iphrine  and  phenylpropanolamine  — 
n a dependable  10-  to  12-hour  form. 

:»chiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
j . Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AHf^OBINS 


The  full  Va  grain  of  phenobarb  in 


M I 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ . . 

AHDOBINS 


A H.  ROBINS  CO.,  INC.,  Richmond.  Va.  23220 


Phenaphen 
Codeine 


the  only  leading  compound 
analgesic  that  ca  ms 
instead  of  caffeinates 


continued  from  page  848 

Illegal  FDA  regulations  charged 

The  Pharmaceutical  Manufacturers  Association, 
and  12  of  its  member  firms,  have  asked  a Federal 
Court  to  hold  that  recent  Food  and  Drug  Admin- 
istration vitamin  regulations  were  issued  illegally. 
The  complaint  was  filed  in  the  U.S.  District  Court 
for  the  District  of  Columbia. 

At  issue  are  new  FDA  regulations,  issued  by  the 
agency  last  June.  The  agency,  in  its  regulations, 
established  definitions  and  standards  of  identity 
for  dietary  supplements  and  for  vitamin-and-mineral- 
fortified  foods,  and  restricted  the  ingredients  that 
these  products  can  contain. 

The  plaintiffs  in  the  current  action  charged  that 
the  FDA  has  failed  to  follow  the  procedure  estab- 
lished by  the  Congress  for  issuance  of  regulations 
of  this  nature. 

Named  as  defendants  in  the  action  were  Health, 
Education  and  Welfare  Secretary,  John  W.  Gard- 
ner, Ph.D.  and  Commissioner  of  Food  and  Drugs, 
James  L.  Goddard. 


X-Ray  of  Month  on  Page  845 

The  x-ray  revealed  marble  bone  involving  the  mater- 
nal lumbar  spine  and  pelvis.  The  fetus  appeared 
normal. 

All  medical  students  hear  of  marble  bone,  but 
very  few  ever  see  it.  For  this  reason  this  patient  is 
presented. 

Marble  bone,  osteopetrosis  or  Albers-Schonberg 
disease  is  a very  rare  condition  described  by  Albers 
and  Schonberg  in  1904.  The  condition  is  congenital, 
may  be  familial  and  has  been  diagnosed  in  the 
fetus  in  utero.  The  bones  are  homogenous  and  dense 
and  all  bone  texture  is  lost  in  the  affected  areas. 
A material  high  in  calcium  content  is  deposited. 
The  material  is  relatively  soft  and  the  bones  are 
brittle.  For  this  reason  the  most  common  symptom 
is  a fracture,  often  spontaneous.  These  usually  heal 
with  excellent  callus. 

Increased  density  is  due  to  persistent  calcified 
cartilage  of  normal  chemical  content.  This  results 
from  the  failure  of  the  normal  mechanism  for  the 
removal  of  proliferated  cartilage  during  endochon- 
dral ossification.  The  most  shaking  increase  in 
density  is  in  the  vertebral  bodies.  The  bones  most 
often  involved  are  the  vertebrae,  pelvis,  upper 
thirds  of  the  femurs,  the  lower  thirds  of  the  tibias 
and  fibulas  and  the  base  of  the  skull.  The  foramina 
of  the  base  of  the  skull  can  be  obliterated  and  optic 
atrophy  and  hydrocephalus  may  occur.  In  the  ad- 
vanced disease,  anemia  may  be  present  as  well  as 
enlargement  of  the  liver,  spleen  and  lymph  nodes. 

continued  on  page  865 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


mm 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 
WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


, ; 


. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN'  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  where  today's  theory  is  tomorrow's  therapy 

Division  of  MercH  4 Co  . >nC  . Wost  Po<nt.  Pi.  | 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephal in-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


continued  from  page  860 

trict  health  department  must  make  many  medical 
decisions.  Now,  therefore,  be  it 

RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation recommends  the  use  of  every  reasonable 
means  available  to  assure  that  only  physicians  be 
appointed  to  the  position  of  director  for  any  local 
or  district  health  department. 

9. 

WHEREAS:  the  Sales  Tax  Referendum  in 

November,  1966  is  an  important  issue  affecting 
Idaho’s  economy  and  all  of  its  citizens.  Now,  there- 
fore, be  it 

RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation endorses  the  present  sales  tax  and  urges  the 
sustaining  of  a sales  tax  at  the  November  referen- 
dum. 

10. 

WHEREAS:  the  Officers  and  Councilors  of  the 
Idaho  State  Medical  Association  have  determined 
that  present  association  office  space  is  inadequate 
and  that  suitable  property  is  available  at  405-407 
Bannock  Street,  Boise,  Idaho,  for  new  offices  for 
the  Idaho  State  Medical  Association  and  the  Idaho 
State  Board  of  Medicine.  Now,  therefore,  be  it 

RESOLVED:  that  the  Officers  and  Councilors  of 
the  Idaho  State  Medical  Association  be  authorized 
to  purchase  the  said  property  and  that  the  President 
be  authorized  to  appoint  a building  committee. 

11. 

WHEREAS:  the  physical  condition  of  the  par- 
ticipants in  athletic  activities  is  of  extreme  im- 
portance, and 

WHEREAS:  an  annual  physical  examination, 

except  in  the  case  of  interim  illness  or  injury,  is 
adequate,  and 

WHEREAS:  a unified  method  of  recording  the 
data  is  desired,  now,  therefore,  be  it 

RESOLVED:  that  the  Idaho  State  Medical  Asso- 
ciation officially  urge  these  organizations  involved 
to  utilize  the  Unified  Health  and  Medical  Record 
for  the  annual  examination,  and  be  it  further 

RESOLVED:  that  no  repeat  examination  be  per- 
formed except  in  the  case  of  interim  illness  or 
injury. 


X-Ray  continued  from  page  863 

The  condition  starts  at  the  ends  of  the  diaphysis 
and  travels  towards  the  midpoint  of  the  shaft.  The 
ends  of  the  bones  are  widened  and  become  club 
shaped.  The  progress  of  the  disease  ceases  when 
the  subject  stops  growing. 

Differential  diagnosis  is  not  difficult.  The  follow- 
ing conditions,  lead  poisoning,  congenital  syphilis 
and  osteitis  deformans,  can  be  distinguished  by 
means  of  history,  age  or  laboratory  or  x-ray  exam- 
inations. 
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Now 

b.i.d.  convenience 

plus 

oven  greater  patient  savings 
:ver  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 


lewTetrex  bid  CAPS 

(tetracycline  phosphate  complex) 


ximum  patient  savings.  New 

ZAPS  now  enable  you  to  pre- 
De  tetracycline  in  an  even  more 
nomical,  more  convenient 
i.  Your  patient's  prescription 
ar  gets  maximum  value:  a 
/ bidCAPS  dose  is  priced  lower 
i any  other  leading  brand  of 
jcycline— b.i.d.  or  q.i.d. 

II  tolerated.  Tetrex  (tetracy- 
3 phosphate  complex)  is  well 
rated.  Gastrointestinal  side 
cts  are  few;  photodynamic 
:tions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.1  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY.-  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions • Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
107:204  (Feb.)  1961. 


BRISTOL 


>jdCAP  contains:  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity) . 


NorinyL** 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1'3>7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 


day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  I ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Orugs.  JAMA  187  664  (Feb. 
29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48  529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15.  1965.  Reported  in  Med  Sci  16.26 
(Nov.)  1965.  5.  Hammond,  0.  0 Ibid  6.  Rice-Wray,  E.. 
Goldzieher,  J.  W.,  and  Aranda  - Rosell.  A : Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher.  J W , Moses, 
L.  E . and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962 
8.  Kempers,  R.  D : GP  29:88  (Jan  ) 1964  9.  Tyler,  E.  T - 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W . Mar- 
tinez-M ana  utou,  J , and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  It.  Flowers.  C.  E.,  Jr. : N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher.  J. 
W : Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr  : JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  Appl  Ther 
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norethindrone — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  PALO  ALTO.  CALIF 


for  multiple  contraceptive  action 
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Special  diets  are  efficiently  scheduled  in  this  modern,  stainless  steel  kitchen  in 
the  new  Shadel  Hospital.  You  are  welcome  to  inspect  the  facilities  of  the  hospital 
which  has  been  designed  specifically  for  the  treatment  of  alcoholism.  12001 
Ambaum  Boulevard  S.W.,  Seattle.  CH  4-8100. 


<cSPl adzt  cJ-foijiLtat 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  the  common  cold  and  the  aging  patient 


t 


he  common  cold  and  the  aging  patient 

Louis  J.Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  ayid  thoracic  ligaments  lose  elasticity 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


G.  SCHWENK 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 

One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 

The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 

( concluded  on  following  page ) 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement ) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Colds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 


references  1.  Steiglitz,  Edward  J.,  Geriatric  Medicine,  Medical 

Care  of  Later  Maturity,  3rd  edition,  J.  B.  Lippincott  Co.,  Philadelphia, 
1954.  2.  Norman,  J.  R.,  Schweppe,  I.  H.,  Salazar,  E.  and  Knowles,  J.  H„ 
Lung  Volumes  and  Aging,  Journal  of  the  American  Geriatrics  Society,  12, 
pp.  38-47,  January  1964.  3.  Penman,  Robert  W.  B.,  Hypoxia  and  Respira- 
tory Failure,  Geriatrics,  18,  807-814,  November  1963.  4.  Middleton, 
William  S.,  Some  Medical  Dissections  on  Aging,  Geriatrics,  18,  168-73, 
March  1963.  5.  Cole,  M.  B.  and  Roberts,  F.  E.,  Clinico-Pathologic  Study 
of  Emphysema,  Journal  American  Geriatrics  Society,  12:  415-419,  May 
1964.  6.  Horton,  Glenn,  Testing  of  Pulmonary  Function,  Geriatrics,  17:73- 
81,  February  1962.  7.  Banyai,  Andrew  L.,  Cough  and  its  Management  in 
Elderly  Patients,  Geriatrics,  14:621-630,  October  1959.  8.  Howell, T.H.  and 
Piggot,  A.  P.,  Morbid  Anatomy  of  Old  Age,  Geriatrics,  8:267-72,  March  1953. 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic  provides  up  to  24-hour 

coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement) 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TrisMBfamimi©' 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Blood-glucose 
screening  for  aM 
your  patients? 


DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions1' 


' DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix?  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V..  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AIV/l 


after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Bs  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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627-6-3613 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


2/3453  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and  1 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate,  provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolere' 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tra: 
and,  in  recommended  dosage,  has  no  adverse  effe 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


ialog 

ilobarbital  and  acetaminophen  CIBA) 

t cations:  For  relief  of  pain  and  discomfort  of 
*i  ole  headache;  neuralgia,  myalgia,  and  musculo- 
st  etal  pain;  dysmenorrhea;  bursitis;  sinusitis; 
il  ositis.  Also  indicated  to  reduce  fever  and  to 
18  ;ve  discomfort  due  to  respiratory  infections,  influ- 

* a,  and  other  febrile  conditions. 

* traindication:  Not  recommended  during  pregnancy. 

■*  tion:  May  be  habit-forming.  Do  not  use  in  patients 
sitive  to  barbiturates  or  in  those  with  moderate 
ojvere  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'A  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 


CIBA 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  add  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE— With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  In  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully-equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-paid 
medical  plans  plus  opportunity  to  use  all  facilities  for 
additional  private  practice.  No  other  physician  in  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalskl,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


PHYSICIAN  WANTED — Immediate  opening  for  emergency 
room  physician  at  Holy  Family,  Spokane’s  newest  hospi- 
tal. The  most  modern  equipment  and  facilities  available. 
Financial  arrangements  open.  Write  Administrator,  Holy 
Family  Hospital,  N.  5633  Lidgerwood  St.,  Spokane,  Wash. 


HEALTH  OFFICER Lincoln  County,  Newport,  Oregon,  border- 

ing ocean.  Must  be  eligible  for  license  to  practice  medi- 
cine in  Oregon.  Preferable  M.P.H.  degree  plus  some 
public  health  administrative  experience.  Salary  open 
within  range  of  $15,420  to  $18,420.  Merit  System.  Social 
Security,  State  Retirement  coverage.  Apply  to  Mr.  A.  T. 
Johnson,  Personnel  Director,  Oregon  State  Board  of 
Health,  P.  O.  Box  231,  Portland,  Oregon  97207. 


SURGICAL  PRECEPTORSHIPS— Open  July  1,  1967  for  one  or 
two  year  appointments.  American  Board  credit  if  three 
years  residency  completed.  Salary  $600-$800.  Oregon  li- 
cense required.  N.  W.  Frink,  M.D.  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Oregon,  97217. 


INTERNIST  OR  GP— Free  equity,  beautiful  new  building  and 
free  equipment.  Expanding  practice  South  Seattle  suburb. 
Bruce  K.  Wightman,  M.D.,  14434  Ambaum  Blvd.,  S.W., 
Seattle,  Wash.  98166,  CH  4-2686. 


GENERAL  PRACTITIONER  WANTED— In  fully  equipped  clinic 
and  accredited  24-bed  general  hospital,  proprietorship. 
Minimal  OB.  $1,500  per  month  to  start.  Southern  Oregon 
town  of  3,000  with  surrounding  population  of  15,000.  Only 
2 hours  to  Pacific  Coast.  Write  R.  E.  Williams,  M.D.,  P.O. 
Box  629,  Myrtle  Creek,  Oregon  97457. 


LOCATION  DESIRED 


BOARD  CERTIFIED  GENERAL  SURGEON-Age  31,  currently 
completing  military  obligation,  desires  group  or  association 
practice  in  Northwest.  Available  August  1,  1967.  Contact 
Harvey  E.  Knaack,  M.D.,  862nd  Medical  Group,  Minot  Air 
Force  Hospital,  Minot.  North  Dakota  58703. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


OFFICE  SPACE— Seattle  north-end  (Broadview  district)  new 
clinic  for  one  physician  and  one  dentist.  Spacious,  mod- 
em, air-conditioned,  ample  parking.  Primary,  junior-high, 
and  parochial  schools  in  immediate  neighborhood.  Serving 
heavily  populated  district.  High  income  homes.  Only 
one  M.D.  within  3 mile  radius.  10  minutes  from  2 large 
hospitals,  very  desirable  for  general  practitioner.  Con- 
tact H.  T.  Cook,  Suite  206,  1110  North  175th,  Seattle,  Wash. 
LI  6-4131. 


PHYSICIAN'S  OFFICE— L°cated  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


EQUIPMENT 

ONE  USED  EXAMINATION  TABLE— J?5-  MA  3-9020  ext.  31. 
Seattle. 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  18-22;  Atlantic 
City,  1967;  San  Francisco,  1968. 

AMA  Clinical — Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 

Idaho  State  Medical  Association — June 
28-July  1,  1967,  Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico — Oct.  4-7,  1966,  Tucson, 

Arizona. 

Sec.,  James  Nauman,  Tucson,  Ariz. 


North  Pacific  Pediatric  Society — 
Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 


North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 


Northwest  Regional  Meeting,  American 
College  of  Physicians  - British  Co- 
lumbia Society  of  Internal  Medi- 
cine, Oct.  28-29,  1966,  Vancouver, 
B.C. 


Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 


Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 


Oregon  Medical  Association — 
Sept.  27-Oct.  1,  1966,  Portland 


Pacific  Northwest  Radiological  Society — 
Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 

Washington  State  Medical  Association — 
Sept.  10-13,  1967,  Seattle 

West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 

Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  William  J.  Hemphill,  Eugene 
Sec.,  Albert  E.  Larner,  Portland. 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 

Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  Christopher,  Salem 
Sec.,  K.  D.  McMilan,  Eugene 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 


Pres.,  Arthur  L.  Ovregaard,  Cor- 
vallis 

Sec.,  Irving  J.  Horowitz,  Portland 

Oregon  Society  of  Internal  Medicine 

Pres.,  Wm.  P.  Galen,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  A Gynec. — Portland, 
Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary.  Portland. 

Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  J.  L.  Stevenson,  Jr.,  Portland. 
Sec.,  R.  J.  Meechan,  Portland. 


Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres.,  Arlen  Quan,  Portland 
Sec.,  Wayne  M.  Pidgeon,  Portland 
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Meetings  continued 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Clare  Peterson,  Portland 
Sec.,  Wm.  R.  Sweetman,  Portland. 

UOMS  Alumni  Association 

Pres.,  I.  I.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  David  W.  Rabak,  Seattle 
Sec.,  Howard  R.  Pyfer,  Seattle 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Louis  J.  Sarro,  Seattle 
Sec.,  D.  F.  Milam,  Jr..  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club 
Pres.,  Paul  O’Hollaren,  Seattle. 
Sec.,  Nicholas  Sarro,  Seattle 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Robert  J.  Lowden,  Seattle 
Sec.,  Glen  G.  Rice,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.  (Sept.- 
June) 

Pres.,  Rodney  Hearne,  Seattle. 

Sec.,  J.  Garth  Mooney,  Seattle. 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 


Spokane  Surgical  Society  — Quarterly 
Pres.,  Melvin  H.  Querna,  Spokane 


Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  F.  Barronian,  Tacoma 
Sec.,  Calvin  R.  Lantz,  Tacoma 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres.,  Ernest  E.  Banfield,  Tacoma 
Sec.,  Wm.  W.  Mattson,  Jr.,  Tacoma 


Washington  Acadgmy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 


Washington  Academy  of  General  Prac- 
tice 

Pres.,  Charles  C.  Strong,  Vancouver 
Sec.,  Wm.  A.  Ehlers,  Lacey 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Milton  Share,  Seattle 
Sec.,  Robert  C.  Dickson,  Spokane 


Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel,  Jr.,  Seattle. 
Sec.,  S.  H.  Tarica,  Seattle. 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Ralph  Foster,  Yakima 
Sec.,  G.  Douglas  Romney,  Yakima 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
!4  teaspoon;  from  1 to  3 years,  Vz  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 

Available  on  prescription  only. 

Exempt  Narcotic. 


Wmf/rrop 


jLii  rrary 

Collegs  of  Phy.  of  Phi] 
19  South  22nd  St. 

Philadelphia,  Pa.  19K 


Play  it  safe  with  Plasmanate 


Unlike  whole  blood,  whole  plasma,  or  “synthetic 
expanders,”  Plasmanate  has  produced  no  re- 
ported allergic  reactions,  coagulation  defects  or 
instances  of  hepatitis.  And  because  you  do  not 


need  blood  typing  in  order  to  administer  Plasma- 
nate, there  is  no  danger  of  typing  or  crossmatch- 
ing errors.  You  needn't  take  these  chances.  Play 
it  safe  with  Plasmanate. 


Plasmanate  PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION 


A 5%  solution  of  selected  human  plasma  protein 
with  stabilizers  in  0.67%  saline  solution.  Contains 
88%  serum  albumin,  7%  alpha  globulin,  5%  beta 
globulin. 

Heat-treated  at  60°  C.  for  10  hours  against  the  possi- 
bility of  transmitting  the  hepatitis  virus.  Adminis- 


tration: Plasmanate,  Plasma  Protein  Fraction  (Hu- 
man) 5%  Solution,  should  be  administered  by  intra- 
venous route  only.  For  full  details,  please  examine 
literature.  Precautions:  Should  be  administered  cau- 
tiously in  patients  with  normal  or  increased  blood 
volume.  In  250  and  500  cc.  bottles  complete  with 
ready-to-use  administration  set. 


World  Leader  in  Blood  Fractions  Research 

CUTTER  JlaltosuilasUeA.  • Berkeley,  California  94710 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooste 


PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Detroit.  M.chigen  48232 


Lutrexiri 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


■ ■ 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


IS 


: 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON.  WESTCOTT  & DUNNING,  INC. 
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PROTAMIDE- 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,110 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.:  Lehrer,  H.  G., 
and  Lehrer.  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  J : 1 4-1 7 (Sept.)  1960.  (8)  Combs,  F.  C..  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
J:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 
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\w,  now , Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


n she's  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
it  her  condition. 

(will  breathe  easier  when  you  prescribe  Novahistine  LP. 

histine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
'epeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
ion  patients  who  operate  machinery  or  motor  vehicles 
drowsiness  may  result. 

Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
ide,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

► PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


FLP 


For  relief  of  nasal  congestion. 


891 

Northwest  Medicine,  November  1966 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  garni# 
home  remedies  without  success,  pleasant-tang 
cremomycin  can  answer  the  call  for  help.  Itca* 
counted  on  to  consolidate  fluid  stools,  soothe  iisj 
tinal  inflammation,  inhibit  enteric  pathogens,  A 
detoxify  putrefactive  materials  — usually  with  a 
few  hours. 


cremomycin  combines  the  bacteriostatic  age;, 
succinylsulfathiazole  and  neomycin,  with  the  K 
sorbent  and  protective  demulcents,  kaolin  and  |> 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstructs  I 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensi  I 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prem;( 
infants,  or  during  first  week  of  life  in  the  newborn. 
WARNINGS:  Use  only  after  critical  appraisal  in  patients  1 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dy  * 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasia  * 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  col 
hepatic  and  renal  function  tests  during  intermittent  or  chi: 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  t* 
is  history  of  significant  allergies  and/or  asthma.  Continued 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Watc' 
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your  for 
Cremomycin 
can  provide  relief 


ike  neuromuscular  block  during  anesthesia  if  neomycin 
S'  preoperatively  in  large  doses  when  renal  function  is 
atch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
■ssibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
sage. 

FECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
3.1.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
thy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
>e,  purpura,  hematuria,  and  crystalluria  have  been  noted, 
id  fecal  output  of  thiamine  and  decreased  synthesis  of 
i K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

a prescribing  or  administering,  read  package  circular  with 
u or  available  on  request. 

nptly  relieves  diarrheal  distress 

!remomyciir 

ITDIARRHEAL  ^ 

► tion:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
k?nt  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
r colloidal  kaolin  3.0  Gm,  pectin  0.27  Gm. 


RCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


! today’s  theory  is  tomorrow’s  therapy 
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New 

low-cost  tetracycline / antifungal  therap, 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candid 


1.  diabetic  patients 


nonpregnant  women  with  a history  of  recent 
or  recurrent  mondial  vaginitis 


4.  patients  with  a past  history  of  moniliasis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  compel 
formation  consult  Official  Package  Circular.  IndicaU 
Infections  of  respiratory,  gastrointestinal  and  genitoul 
tracts  and  skin  and  soft  tissues  due  to  tetracycline  1 
tive  organisms,  in  patients  with  increased  susceptl 
to  monilial  infections.  Contraindications : The  drug  i 
traindicated  in  patients  hypersensitive  to  its  compoil 
Warnings : Photodynamic  reactions  have  been  producf 
tetracyclines.  Natural  and  artificial  sunlight  shoul 
avoided  during  therapy.  Stop  treatment  if  skin  disco] 
occurs.  With  renal  impairment,  systemic  accumulatiol 
hepatotoxicity  may  occur.  In  this  situation,  lower  I 
should  be  used.  Tooth  staining  and  enamel  hypoplasia 
be  induced  during  tooth  development  (last  trimest| 
pregnancy,  neonatal  period  and  childhood).  Precou j 
Bacterial  superinfecPion  may  occur.  Infants  may  del 
increased  intracranial  pressure  with  bulging  fontanel 
gonorrheal  therapy,  serologic  tests  for  syphilis  shoul 
conducted  initially  and  monthly  for  3 months.  Ad | 
Reactions : Glossitis,  stomatitis,  nausea,  diarrhea, 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reac 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Coni 
therapy  for  10  days  in  beta-hemolytic  streptococcal  ii 
tions.  Administer  one  hour  before  or  2 hours  after  m 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contain* 
racycline  phosphate  complex  equivalent  to  250  nig.  I 
cycline  HC1  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  uni 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 

(Dimetane®  (brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


fn  sinusitis,  colds,  or  U.R.I., 

Iimetapp  lets  congested  patients 
reathe  easy  again.  Each  Extentab 
rings  welcome  relief  all  day  or  all  night, 
t sually  without  drowsiness  or  over- 
:imulation.  Its  key  to  success?  The 
imetapp  formula  — Dimetane  (brom- 
heniramine  maleate),  a potent  anti- 
| istamine  reported  in  one  study  to  have 
> icited  side  effects  as  few  as  the  placebo,  * 
■armed  with  decongestants  phenyl- 

iohrineand  phenylpropanolamine  — 
a dependable  10-  to  12-hour  form. 

hiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
iMed.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AHf^OBINS 


Phenaphen 
with  Codeine 

Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 

y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that  ca  ms 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . . 

/l-HDOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I \ 


QUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
|j  of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms.1 
• There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
" the  syndrome  with  resulting  vascular  damage  through- 
i;  out  the  body.”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
ij  heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”4 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”1 
“In  short,  treatment  is  indicated.”1 
Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  I nge  If  inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


II 


Squibb 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  ou-.sis 


Butazolidin  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


"ewOMNIF 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  onlv  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


ndications:  Urinary  tract  infections,  especially  those  caused 
>y  E.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
iridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
'shigella  and  Salmonella , including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
:illin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SGOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 


Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


\ * 
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j>oes  she  really  care? 
mhe  alert,  encouraged, 
fliitive  and  optimistic 
buit  getting  completely 
<1  soon? 

ihr  has  she  given  in  to 
I demoralizing  impact 
Confinement,  disability 
til  dependency? 
l/hen  functional  fatigue 
triplicates  convalescence, 
Irtonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bg),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming).  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 
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this  issue:  the  common  cold  and  the  aging  patient 


the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 

1 patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

I 

■he  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 

i common  cold,  placing  an  additional  stress  on  the 

r" 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


30 12 


Tussagesic  provides  up  to  24-hour 

coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyri la- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


re-enforce  your  decongestant  therapy 


prescribe  economical 


Tirisulfamink* 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 
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tion.  WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 


division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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REGIONAL  WEATHER  FORECAST 

Dust  Storms,  High  Winds,  Snow  Storms  and  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions. flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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‘Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
nasks  of  psychic  tension,  arising  from  constant 
rencounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
aroduced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
:alm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
; (diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 


Side Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg/day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 


ness  occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Nutley, N.J.  07110 

for  somatic  symptoms  of  psychic  tension 
'•r-  -v-  ^ £ 2-mg,  5-mg,  10-mg  tablets 

V aliuirr 

(diazepam) 


tablets 


(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1'3-7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


k 

1 

t 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Ora!  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.  Ibid.  6.  Rice-Wray.  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher.  J w , Moses, 
L.  E„  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8 Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W . Mar- 
tinez-M anautou,  J.,  and  Maqueo-Topete,  M.:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers.  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher.  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  M.  Flowers.  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  PALO  ALTO,  CALIF 


tablets 

(norethindrone  2 mg  c mestranol  %/0  1 mg  ) 

for  multiple  contraceptive  action 
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One  of  the  three  pleasant  patient's  lounges  in  the  new  Shadel  Hospital.  The 
hospital,  designed  specifically  for  the  treatment  of  alcoholism,  is  located  at 
12001  Ambaum  Boulevard,  S.W.,  Seattle.  CH.  4-8100. 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine 
may  be  borrowed  by  any  subscriber.  Write  Miss  Ruth 
Harlamert,  Librarian,  King  County  Medical  Society  Li- 
brary, Room  105,  Cobb  Bldg.,  Seattle,  Wn.  98101.  The 
library  appreciates,  but  does  not  demand,  reimbursement 
for  postage. 

Surgery  of  the  Foot.  Second  edition 

By  Henri  L.  DuVries,  B.S.,  D.S.C.,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Orthopaedic  Surgery,  University  of  California  School 
of  Medicine;  Associate  Orthopaedic  Surgeon,  University  of 
California  Medical  Center,  San  Francisco;  Chief  of  Foot  Surgery, 
Highland-Alameda  County  Hospital;  Member  Senior  Surgical 
Staff,  Samuel  Merritt  Hospital,  Oakland,  California;  Emeritus 
Professor  of  Surgery  and  formerly  Chairman  of  the  Depart- 
ment of  Surgery,  Illinois  College  of  Podiatry,  Chicago.  586  pp. 
Illustrated.  Price  $17.50.  C.  V.  Mosby  Company,  St.  Louis, 
1965. 

Although  this  book  is  a compilation,  the  per- 
vasive influence  of  the  original  author  with  his  ob- 
vious geniune  belief  in  the  importance  of  man’s  foot 
to  man  is  readily  felt  throughout  this  considerably 
revised  second  edition.  All  the  chapters  are  mean- 
ingful, but  it  was  difficult  for  the  reviewer  to  decide 
if  too  much  detail  was  included  or  deleted  from  the 
manuscript.  Surely  this  is  the  problem  of  all  authors 
and  editors  confronted  with  publishing.  In  the  main 
the  many  readers  who  have  neglected  the  problems 
of  the  foot  and  its  surgery  will  find  the  depth  of 
subject  exploration  satisfactory. 


It  is  anticipated  that  the  more  senior  general 
surgeons  and  orthopedists  will  find  answers  in  this 
text  which  still  remain  unanswered  in  their  minds. 
For  example,  although  I fear  to  admit  it,  there  is 
some  doubt  in  my  mind  regarding  the  simplification 
of  the  differentiation  of  sprain  and  strain.  One  won- 
ders if  the  repair  of  a broad  ligament  such  as  the 
deltoid  ligament  is  accomplished  by  the  cruciate 
incision  and  suture,  or  is  strong  healing  the  result 
of  the  weeks  of  plaster  immobilization  of  the  ap- 
posed structure.  One  might  well  wonder  if  the 
stability  of  post  sprained  structures  of  joints  resolve 
to  a greater  or  lesser  degree  with  the  length  of 
immobilization— thinking  of  past  experiences  of  un- 
expected joint  contractures  following  immobilization. 
The  answer  probably  rests  on  the  length  of  time  and 
the  amount  of  stress  that  is  placed  on  the  repair. 
We  all  recall  the  many  severe  sprains,  even  trau- 
matic enough  to  include  a fracture  process,  that 
healed  snugly  with  adequate  immobilization.  On 
the  other  hand  we  think  of  the  tenodesis— say  in  the 
reconstruction  for  a paralytic  calcaneus— that  over 
the  years  weakens  and  stretches  to  become  ineffec- 
tual. The  study  of  orthopedic  surgery  is  one  of  long 
years  in  determination  of  end  results. 

The  chapters  on  disorders  of  the  skin,  and 
diseases  and  deformities  of  the  toe  nails  that  are 

continued  on  page  994 


Wendell  H.  Hutchens,  M.D.,  Medical  Director— Henry  Coe,  Administrator 
10008  S.E.  Stark  Street,  Portland,  Oregon  97216 
Inquiries  invited  Phone:  252-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 
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Helps  keep  arthritic  patients  active 

P-B-SAL-C  is  a dependable,  effective  salicylate  formula  for 
relief  of  pain  due  to  rheumatoid  arthritis,  bursitis  and 
fibrositis. 

Its  formula  consists  of  a combination  of  sodium  salicylate, 
para-aminobenzoic  acid  and  ascorbic  acid.  This  special  com- 
bination provides  higher,  longer-lasting  analgesic  levels 
compared  with  salicylates  alone.  Each  P-B-SAL-C  Tablet 
is  enteric  coated  to  delay  disintegration  until  it  reaches  the 
small  intestine. 

P-B-SAL-C,  low  in  cost  to  your  arthritic  patients,  will 
help  keep  them  active.  Other  P-B-SAL-C  formulas  available: 

1.  P-B-SAL-C  with  Colchicine 

2.  P-B-SAL-C  with  Esoprine 

3.  P-B-SAL-C  Sodium  Free 

4.  P-B-SAL-C  with  Prednisolone  (Sodium  Free) 

For  complete  information  and  samples,  write  to  Dep  NW  100 
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FORMULA 

Each  enteric-coated  P-B-SAL-C  Tablet 
contains  sodium  salicylate  0.3  Gm„ 
para-aminobenzoic  acid  0.3  Gm„  as- 
corbic acid  50.0  mg. 

CONTRAINDICATIONS 

Renal  damage,  salicylate  sensitivity 
or  in  conjunction  with  sulfonamide 
therapy. 

DOSAGE 

Take  2 tablets  four  or  more  times 
daily. 

1 


THE  ULMER 
PHARMACAL 
COMPANY 

1400  Harmon  Place 
Minneapolis,  Minnesota  55403 


what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 


Tuberculin, 
Tine  ^dfeTest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 14-6 — 4046R 
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starts  fast- 
keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 


Percodan  should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  aspirin  or  phenacetin, 


and  in  those  with  blood  dyscrasias.  Literature  on  request. 


PERCODAN 

Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  U.  S.  Pats.  2,628,185  and  2,907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 


but  not 

your 

patient 


For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


trifliio|MM*susiiic 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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block 

end 

runs 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  „ . r 

3-6  mo.  . . Vi  tsp*.  t.i.d.  (3  mg.)  . * v 

0 n 

6-12  mo.  . V2  tsp.  q.i.d.  (4  mg.)  • « v • 

1- 2 yr.  . . . Vi  tsp.  5 times  daily  (5  mg.)  i i i v i 

2- 5  yr. . . . 1 tsp.  t.i.d.  (6  mg.)  ^ t 
5-8 yr.  ...  1 tsp.  q.i.d.  (8  mg.)  nit 

8-12  yr.  . . 1 tsp.  5 times  daily  (10  mg.)  | ) t II 

Adults:  . . 2 tsp.  5 times  daily  (20  mg  ), 

(or  2 tablets  q.i.d.)  oQ  eo  co 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 
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EDITORIAL 


The  Commission  and  Abraham  Flexner 


Early  comments  on  report  of  the  Millis  Com- 
mission,1 released  last  month  by  the  American 
Medical  Association,  have  included  predictions 
that  it  may  have  impact  as  significant  as  that 
of  the  Flexner  Report2  of  1910.  It  will  not. 

Flexner  set  out  to  destroy  a system  of  medical 
education  that  had  long  been  recognized  as 
incredibly  bad  but  about  which  very  little  had 
been  done.  He  did  so  by  amassing  such  an 
impressive  compilation  of  facts  and  by  pre- 
senting such  irrefutable  logic  that  the  situation 
he  scorned  could  no  longer  be  tolerated.  Pur- 
pose of  the  Millis  Commission  was  not  to  destroy 
but  to  expedite  change.  The  Report  merely 
offers  an  excellent,  largely  philosophic,  treatise 
on  how  to  make  a good  situation  better.  It  is 
thoughtful,  constructive,  and  useful— but  hardly 
revolutionary. 

A major  weakness  of  the  Millis  Commission 
Report  stems  from  the  charge  given.  The  AMA 
requested  “an  external3  examination  of  intern- 
ship and  residency,  the  constituent  parts  of 
graduate  medical  education.”  Thus  restricted, 
the  Commission  could  not  bring  the  talents  of 
its  distinguished  membership  to  bear  on  a total 
concept  of  medical  education  as  it  actually  influ- 
ences the  kind  of  medical  care  available  to  the 
public. 

The  real  problem  of  medical  education  today 
is  not  undergraduate  education,  or  even  grad- 
uate education  (internship  and  residency)  no 
matter  what  changes  may  be  made,  or  what 
the  compartments  may  be  called.  The  real  prob- 
lem must  be  met  by  the  efforts,  as  yet  feeble,  to 
establish  medical  education  as  a continum— from 
matriculation  in  medical  school  to  cessation  of 
practice.  Graduate  medical  education  is  only  a 
fragment.  The  Commission,  forced  into  study 
of  only  a fragment,  devoted  a few  lines  to  the 
importance  of  continuing  medical  education,  but 
did  so  merely  in  passing. 

A latter  day  Flexner  might  have  again  brought 
into  clear  view  an  idea  already  groping  for  the 
light,  but  the  Commission  was  a dozen  men,  not 
one.  And  multiple  minds,  like  multiple  lamps, 
can  produce  much  illumination  without  creating 
the  sharply  revealing  lights  and  shadows  pro- 
duced by  a single  beam.  Instead  of  quickening 
the  idea  of  a continuum,  now  groping  for  recog- 


nition, the  Commission’s  concentration  on  one 
part  of  medical  education  serves  to  continue  the 
fragmentation  that  should  end.  Specialized 
training,  they  say,  should  begin  with  the  end 
of  general  medical  education  and  the  start  of 
graduate  medical  education. 

Ry  specialized  training,  however,  the  Com- 
mission does  not  mean  that  training  should  be 
confined  to  traditional  narrow  specialties.  After 
having  taken  a remarkably  keen  look  at  the 
practice  of  medicine  as  it  is  conducted  today, 
and  having  pointed  out  its  strengths  and  weak- 
nesses, the  Commission  recommends  the  same 
“new”  specialty  advocated  by  Magraw  in  his 
prize-winning  “Ferment  in  Medicine.”4  For  con- 
venience the  new  specialty  is  labled  “compre- 
hensive medicine”  although  what  both  Magraw 
and  the  Commission  recommend  is  an  improved 
variety  of  general  practice  or,  perhaps  more 
aptly,  what  general  practice  really  ought  to  be. 

Many  early  comments  on  the  Report  threaten 
to  put  the  Commission  into  history  as  the  group 
that  recommended  elimination  of  the  internship. 
Ry  itself,  such  a statement  does  little  justice  to 
the  extent  of  consideration  given  problems  the 
Commission  was  asked  to  explore.  They  did 
recommend  elimination  of  the  internship  but 
only  as  a part  of  broad  changes  in  emphasis, 
reaching  back  into  the  compartment  called  the 
medical  school  years.  Obstacles  were  recog- 
nized: 

Medical  schools  and  teaching  hospitals 
are  generally  organized  along  disciplinary 
and  specialty  lines.  ...  If  students  are  to  see 
comprehensive  medicine  practiced  at  its 
best,  major  changes  in  curricula  and  a major 
addition  to  teaching  facilities  must  be  made, 
starting  in  the  medical  school  . . . —if  only 
the  hospital  based,  disease  oriented  kind  of 
practice  is  held  before  him  as  a model,  it 
is  little  wonder  that  the  interest  in  compre- 
hensive medicine  many  students  bring  to 
medical  school  gets  blunted  and  forgotten 
by  the  time  they  are  ready  to  seek  intern- 
ship and  residency.  ...  A much  more  sweep- 
ing change  is  necessary.  Continuing,  com- 
prehensive care  should  be  a central  focus 
of  medical  school  organization,  planning, 
and  clinical  teaching. 

This  is  gentle  language  indeed  when  com- 
pared to  Flexner’s  blistering  condemnation  of 
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the  conditions  he  sought  to  correct.  He  described 
exactly  what  he  saw  in  each  of  the  150  schools 
he  inspected  before  publishing  his  report.  Of 
one  of  them  he  said: 

Anything  more  woebegone  than  the  lab- 
oratories of  this  institution  would  be  difficult 
to  imagine.  The  dissecting-room  is  a dark 
apartment  in  the  basement,  in  which 
(December  14)  the  year’s  dissecting  has  not 
yet  begun;  but  the  teaching  of  anatomy  was 
not  therefore  halted.  A disorderly  room 
with  a small  amount  of  morbid  material  and 
equipment  is  known  as  the  pathological  and 
bacteriological  laboratory.  The  chemical 
laboratory  contains  a few  desks,  with  re- 
agent bottles,  mostly  empty.  There  are  a 
few  old  books  in  the  faculty-room.  No 
charts,  museum,  models,  or  other  teaching 
accessories  are  to  be  seen.  . . . There  is  an 
inexpressablv  bad  dispensary  in  the  school 
building. 

No  such  vivid  description  appears  in  the  Millis 
Commission  Report.  There  are,  to  be  sure,  criti- 
cisms of  the  existing  system  but  they  are 
expressed  in  general  terms.  They  paint  no  pic- 
ture. They  cry  no  alarm. 

First  reactions  to  the  Commission  Report  pro- 
vide interesting  commentary  on  factors  involved 
in  impact.  Elimination  was  the  major  emphasis 
of  the  Flexner  Report.  Elimination  of  inferior 
schools  was  a means  to  an  end  and  the  means 
got  attention.  Elimination  called  for  by  the 
Commission  applies  only  to  the  internship,  which 
they  would  call  something  else  but  not  change 
very  much.  Nevertheless,  this  recommendation 
has  achieved  more  notice  than  any  other  part 
of  the  report.  Flexner  seems  to  have  had  better 
understanding  of  the  art  of  persuasion. 

Weakest  part  of  the  Commission  Report  seems 
to  be  in  its  concluding  recommendation  for  the 
Commission  seems  to  have  labored  and  brought 
forth  another  commission: 

We  therefore  recommend  that  a newly 
created  Commission  on  Graduate  Medical 
Education  be  established  specifically  for 
the  purpose  of  planning,  coordinating,  and 
periodically  reviewing  standards  for  grad- 
uate medical  education  and  procedures  for 
reviewing  and  approving  the  institutions  in 
which  the  education  is  offered. 

This  probably  fits  the  AMA  charge  given  to 
the  Commission  when  it  was  organized  and  it 
probably  fits  AMA  operation.  It  heralds  consid- 
erably less  than  revolution.  And,  as  Flexner 
well  knew,  revolution  gets  along  better  without 
benefit  of  committee.  His  report  did  not  include 


instruction  for  further  procedure.  Its  content 
was  sufficient  to  set  the  wheels  in  motion.  The 
revolution  followed  inexorably. 

There  is  good  reading  in  both  reports.  The 
Millis  Commission  has  a good  bit  to  say  about 
the  practice  of  medicine  and  the  general  goals 
of  medical  education.  It  should  be  read  care- 
fully for  its  thoughtful  consideration  of  the 
factors  involved  in  providing  high  quality  med- 
ical care— those  important  in  making  a good 
situation  better.  Parts  of  the  Report  are  as 
stimulating  as  Magraw’s  “Ferment”  and  in  some 
of  the  discussion  there  is  almost  complete  agree- 
ment with  Flexner. 

Commission: 

Medicine  exists  to  serve  society.  In  com- 
mon with  other  socially  useful  professions, 
it  must  ever  be  responsive  to  the  needs  of 
the  society  it  serves.  Edward  Kuhn,  pres- 
ident of  the  American  Bar  Association,  was 
speaking  to  lawyers  but  he  might  just  as 
well  have  been  addressing  physicians,  when 
he  said,  “If  you  don’t  serve  the  public  as  it 
needs  to  be  served,  the  public  will  force 
some  kind  of  change  in  the  profession.” 

Medicine  must  be  responsive  to  society’s 
demands,  but  physicians  are  the  persons 
who  best  know  the  limitations,  the  possi- 
bilities, and  the  expected  directions  of 
change  in  medical  practice,  and  this  fact 
imposes  upon  them  the  obligation  of  de- 
ciding how  the  health  needs  of  society  can 
best  be  met.  The  health  and  medical  aspira- 
tions of  the  nation,  like  other  national  goals, 
are  largely  determined  outside  of  medicine, 
but  it  is  within  medicine  that  the  means  of 
achieving  them  must  be  created. 

Flexner: 

The  right  of  the  state  to  deal  with  the 
entire  subject  in  its  own  interest  can  as- 
suredly not  be  gainsaid.  The  physician  is  a 
social  instrument.  If  there  were  no  disease, 
there  would  be  no  doctors.  And  as  disease 
has  consequences  that  immediately  go  be- 
yond the  individual  specifically  affected, 
society  is  bound  to  protect  itself  against 
unnecessary  spread  of  loss  or  danger.  It 
matters  not  that  the  making  of  doctors  has 
been  to  some  extent  left  to  private  institu- 
tions. The  state  already  makes  certain 
regulations;  it  can  by  the  same  right  make 
others.  Practically,  the  medical  school  is  a 
public  service  corporation.  It  is  chartered 
by  the  state;  it  utilizes  public  hospitals  on 
the  ground  of  the  social  nature  of  its  service. 
The  medical  school  cannot  then  escape 
social  criticism  and  regulation.  It  was  left 
to  itself  while  society  knew  no  better.  But 
civilization  consists  in  the  legal  registration 
of  gains  won  by  science  and  experience;  and 
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science  and  experience  have  together  estab- 
lished the  terms  upon  which  medicine  can 
be  most  useful.  . . . Such  control  in  the  social 
interest  inevitably  encounters  the  objection 
that  individualism  is  thereby  impaired.  So 
it  is,  at  that  level;  so  it  is  intended.  The 
community  through  such  regulation  under- 
takes to  abridge  the  freedom  of  particular 
individuals  to  exploit  certain  conditions  for 
their  personal  benefit.  But  its  aim  is  thereby 
to  secure  for  all  others  more  freedom  at  a 
higher  level.  Society  forbids  a company  of 
physicians  to  pour  out  upon  the  community 
a horde  of  ill  trained  physicians.  Their 
liberty  is  indeed  clipped.  . . . Reorganization 
along  rational  lines  involves  the  strength- 
ening, not  the  weakening  of  democratic 
principle,  because  it  tends  to  provide  the 
conditions  upon  which  well-being  and 
effectual  liberty  depend. 

Flexner  was  advocating  reduction  of  the  num- 
ber of  medical  schools  from  155  to  31.  The 
reconstruction  he  proposed  was  not  long  in  ar- 
riving. The  facts  he  compiled,  and  the  logic  he 
brought  to  bear,  made  no  other  course  possible. 
He  needed  no  commission  to  carry  out  his  pro- 
posals. 

Comparisons,  however,  are  not  entirely  fair. 
The  Flexner  Report  presented  six  times  as  much 
material  as  the  Millis  Commission  Report.  It 
was  written  by  one  person  after  two  years  de- 


voted exclusively  to  investigation,  including 
personal  inspection  of  more  than  150  medical 
schools.  He  reported  exactly  what  he  saw  and 
what  he  saw  was  enough  to  make  the  reader 
shudder.  The  Millis  Commission  Report  is  a 
thoughtful  treatise,  presumably  presenting  all 
of  the  ideas  on  which  its  members  could  agree. 
It  should  be  read,  not  as  a revolutionary  docu- 
ment, but  as  a stimulating  discussion  of  a ques- 
tion of  great  concern  to  medicine  today.  Changes 
may  follow  the  report  but  it  seems  to  be  more 
of  a harbinger  than  creator  of  change. 

H.L.H. 
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Continuous  Education 


The  study  of  medical  education,  what  it  is,  what 
it  does,  what  it  should  do,  is  the  study  of  a dynamic 
system.  Five  articles  in  this  issue— papers  presented 
during  a meeting  at  Good  Samaritan  Hospital,  Port- 
land, last  April— demonstrate  the  need  for  change 
in  concept  as  well  as  the  universally  recognized  need 
for  change  in  content. 

Formerly,  when  a physician  completed  his  medical 
education  he  was  equipped  for  a lifetime  of  practice. 
Today  it  is  much  more  accurate  to  say  that  he  is 
only  equipped  for  a lifetime  of  learning.  The  knowl- 
edge obtained  in  medical  school  and  the  techniques 
learned  in  the  hospital  must  be  renewed,  revised,  and 
replaced.  Medical  education  is  no  longer  static. 
Along  with  all  other  changes,  the  total  concept  of 
medical  education  is  changing  as  the  need  to  change 
becomes  more  fully  understood. 

This  concept  of  the  need  to  change  concepts  was 
expressed  by  Rene  Dubos,  “Science  must  turn  from 
the  study  of  static  systems  to  the  development  of 
methods  for  investigating  dynamic  systems.”1  As 
with  all  such  simple  statements  of  basic  truth,  appli- 


cation of  his  statement  extends  far  beyond  what 
he  was  talking  about  at  the  moment.  It  applies  to 
medical  education. 

Dynamic  medical  education  means  a continuous, 
unfragmented  process.  It  must  be  viewed  as  a whole 
and  not  as  an  accumulation  of  parts.  Tomorrow’s 
candidates  for  medical  education  will  be  setting 
their  goals  at  forty  years,  not  four— but  today’s  sys- 
tem is  not  quite  dynamic  enough  to  meet  that  chal- 
lenge. In  the  meantime,  there  is  a job  to  do  in 
promoting  continuing  medical  education  to  supple- 
ment, and  renew,  the  fragments  received  in  medical 
school,  internship,  and  residency. 

The  symposium  articles  in  this  issue  provide  a 
number  of  answers  to  the  problems  involved— and 
many  questions.  But  that’s  the  way  things  are  in 
study  of  dynamic  systems. 

H.  L.  H. 

1 Taken  from  his  dedication  address,  Adapting  the 
environment  to  man,  given  at  the  dedication  of  the  Uni- 
versity of  Washington  Health  Science  wing  for  Preventive 
Medicine  and  Environmental  Health. 


923 

Northwest  Medicine,  November  1966 


good  reason 
to  select 

Ilosone* 


Erythromycin  Estolate 

for  bacterial 
infections 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Continuing  Medical  Education 

Philosophy  in  Search  oj  a Plan 

S.  SPENCE  MEIGHAN,  M.D.,  Portland,  Oregon 


Offerings  in  continuing  medical  education  may  have  kept  pace  with  the 
explosion  of  scientific  productivity  but  effectiveness  is  conjectural.  Two  funda- 
mental questions  require  attention— for  what,  and  for  whom?  There  is  no  dearth 
of  programs  or  courses  but  few  are  based  on  scientific  study  of  needs.  We  may 
know  more  things,  with  greater  certainty,  than  ever  before  but  we  must  ascertain 
what  we  need  most  to  know  and  use. 


There  is  a story  telling  of  a wise  old  lady  who 
had  reached  her  last  hours.  Her  best  friend 
managed  to  arouse  her  long  enough  to  ask,  “Tell 
me  what  is  the  answer?”  The  old  lady  opened 
her  eyes  and  said,  “What  is  the  question?”1 

Defining  the  question  has  always  been  half  the 
answer  and  while  I am  rather  less  than  opti- 
mistic that  this  report  will  provide  answers, 
I am  hopeful  that  it  will  serve  to  identify  some 
of  the  questions  and  will  stimulate  the  develop- 
ment of  scientific  attitudes  towards  continuing 
medical  education. 

Although  interest  seems  to  have  been  stim- 
ulated first  by  the  Vollan  Report  of  19552  and 
the  Dryer  Report  of  1962, 3 the  chief  impetus  for 
promotion  of  continuing  medical  education  has 
been  concern  among  the  medical  profession  re- 
garding the  explosion  of  scientific  productivity  in 
recent  years;  this  concern  is  not  lessened  by  the 
realization  that  the  rate  of  expansion  of  knowl- 
edge continues  to  increase.  Many  of  us  would 
like  to  cry,  “Enough— tell  us  no  more  for  a year 
or  two  and  let  us  try  to  digest  that  which  we  have 
already!”  Rut  that  is  not  the  way  of  the  world. 

closing  the  gap 

All  professional  men  are  confronted  with  the 
dilemma  that  there  is  too  much  they  need  to 
know  and  too  little  time  in  which  to  learn  it. 


Presented  at  the  Conference  on  Continuing  Medical 
Education,  “Challenge  of  Our  Time”  sponsored  by  the 
Oregon  Medical  Association  and  held  at  Good  Samaritan 
Hospital,  Portland,  Oregon.  April  1,  1966. 


Dr.  Meighan  is  Director  of  Medical  Education  at  Good 
Samaritan  Hospital  and  Medical  Center.  Portland.  Oregon. 


Most  of  us  are  in  agreement  that  there  is  a 
widening  gap  between  available  medical  knowl- 
edge and  its  application  in  medical  practice.1 
The  development  of  continuing  medical  edu- 
cation has  followed  naturally  as  the  means 
whereby  the  gap  may  be  narrowed.  Continuing 
medical  education  truly  is  one  of  the  great 
challenges  of  our  time  because  it  is  by  narrow- 
ing the  gap  that  higher  standards  of  medical 
care  for  the  American  people  may  be  achieved. 

Another  stimulus  for  concern  over  continuing 
medical  education  stems  from  the  American 
public  who  are  both  knowledgeable  and  per- 
ceptive in  health  matters;  they  have  come  to 
expect  a very  high  standard  of  professional  com- 
petence from  their  physicians. 

You  may  say,  “but  we  are  doing  more  in  the 
name  of  continuing  medical  education  than  we 
have  ever  done  before,”  and  you  would  be  quite 
right.  The  Journal  of  the  American  Medical  As- 
sociation publishes  a list  of  1,641  courses  offered 
during  this  year  to  physicians  by  medical  schools, 
specialty  groups,  hospitals  and  other  agencies.1 
Hardly  a day  passes  without  at  least  one  an- 
nouncement in  my  mail  telling  of  a course  for 
the  practicing  physician  in  this  subject  or  in 
that.  Attractively  printed  posters  feature  photo- 
graphic masterpieces  (many  ten  to  fifteen  years 
out-of-date)  picturing  those  who  will  speak. 
Figure  1 shows  what  may  happen  to  many  of 
these  works  of  art  in  a general  hospital;  in  many 
medical  schools  they  have  solved  the  problem 
by  providing  a larger  bulletin  board.  Some 
courses  are  organized  on  ocean  liners  to  Nassau, 
Hawaii  or  Utopia  (Fig.  2).  Many  meetings  are 
run  in  association  with  such  educational  func- 
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Fig.  1.  Top  photo  shows  a confusion  of  “masterpiece 
posters"  lost  in  a bulletin  board.  Lower  photo  demonstrates 
how  the  University  of  Oregon  Medical  School  solved  the 
problem  by  providing  a larger  bulletin  board. 

tions  as  cocktail  parties  or  football  games  which 
no  doubt  serve  to  facilitate  the  learning  process. 
Many  courses  are  excellent  sources  of  income 
tax  deduction. 

methods , not  miracles 

Make  no  mistake— many  of  these  programs 
are  most  enjoyable;  but  are  they  effective?  Do 
they  provide  continuing  medical  education  to 
the  practicing  physician?  For  those  who  organ- 
ize the  program,  it  is  easy  to  become  involved 


in  promoting  the  sponsoring  agency  rather  than 
to  provide  effective  continuing  medical  educa- 
tion for  those  who  attend. 

But  you  may  say,  “what  about  programmed 
learning  and  television  and  all  these  new  meth- 
ods? Are  they  not  going  to  solve  the  problems 
of  continuing  medical  education?”  Of  course 
not,  these  are  methods,  not  miracles.  A recent 
study  has  shown  that  programmed  learning  is 
no  more  effective  than  a conventional  textbook 
as  a means  of  instruction  in  internal  medicine.5 
Television  is  an  excellent  means  of  distributing 
programs  of  medical  education.  But  television 
is  only  a means  of  distribution. 

What  about  medical  journals?  While  they 
have  the  great  attributes  of  repeatability  and 
portability,  the  number  of  publications  seems 
to  have  more  than  kept  pace  with  the  exponen- 
tial growth  of  scientific  productivity.  Medical 
literature  is  suffering  from  fulminating  verbosity. 
It  is  difficult  to  obtain  a balanced  viewpoint, 
many  articles  are  poorly  written  and  one  has 
to  sift  through  a lot  of  chaff  to  find  the  grain. 
Many  physicians,  including  myself,  feel  inade- 
quate, and  unable  to  keep  up  with  the  efficiency 
of  modem  printing  presses  and  the  massive 
quantity  of  medical  literature  that  they  produce. 

Although  the  outstanding  feature  of  continuing 
medical  education  today  is  its  disorganization, 
certain  states  in  this  country  have  led  the  way 
in  developing  a planned  program.  Certain  hos- 
pitals too  have  established  a fine  reputation  for 
continuing  medical  education. 

motivation 

Many  physicians  observe  that  it  is  always  the 
same  group  that  attends  meetings.  Those  in 
attendance  readily  accept  the  view  that  it  is 
those  who  do  not  attend  wdio  really  need  the 
education.  Study  of  motivation  presents  few 
problems  when  it  can  be  projected  to  others. 
Also,  one  must  remember  that  it  is  relatively  easy 
to  keep  up-to-date  in  a medical  school  or  in  a 
teaching  hospital  with  an  active  postgraduate 
education  program,  where  the  environment  is 
conducive  to  the  maintenance  of  scientific  atti- 
tudes. In  such  institutions,  one  meets  colleagues 
for  lunch  and  discusses  complex  problems  of 
medicine  over  hamburger;  many  young  physi- 
cians are  reluctant  to  leave  this  atmosphere  and 
face  the  hazards  of  educational  obsolescence. 

I have  identified  four  motives  for  continuing 
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OFFICIAL  POST  ASSEMBLY 
CARIBBEAN  CRUISE 
AND  SCIENTIFIC  SEMINAR 


SAILING  FROM  BOSTON 
OCTOBER  14,  1966 
ON  AMERICA'S  NEWEST  CRUISE  LINER 

MOORE- McCORMACK  LINES 


SS  BRASIL 

United  Stotes  of  America  Registry 


13  DAYS  - 5 PORTS  • FROMS505 

25  Hours  Postal  ulu.ilc  Credit 

RETURNING  TO  NEW  YORK  OCTOBER  27 
VIA  PORT  EVERGLADES.  FLORIDA 
OCTOBER  25 

(For  Disembarkation  of  those  who  so  desire) 

- VISITING  - 

BERMUDA  - BARBADOS  • PORT  OF  SPAIN 
MARTINIQUE  - ST.  THOMAS 

OCTOBER  14  - 27,  1966 


AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 


Fig.  2.  Representative  cruise  poster  entices  registrants 
by  everything  but  the  course. 

medical  education:  1.  coercion;  2.  moral  com- 
mitment; 3.  gain,  intellectual  or  economic;  4. 
pleasure. 

Some  have  suggested  that  a physician  on  grad- 
uation should  receive  a license  to  practice  medi- 
cine that  would  expire  after  a certain  period  of 
time  and  that  a system  of  continuing  licensure 
should  be  instituted.  While  such  an  arrangement 
would  increase  the  motivation  for  continuing 
medical  education,  it  raises  a host  of  controversial 
issues. 

for  what? 

If  these  are  some  of  our  problems,  what  plans 
should  be  made  for  the  future?  Intensification  of 
our  present  efforts  is  a frightening  prospect!  Let 
us  not  demean  the  scientific  productivity  of  this 
century.  While  it  is  evident  that  we  know  more 
things,  with  greater  certainty,  than  ever  before, 
this  is  not  the  same  as  saying  that  a physician 


must  know  more  things  than  ever  before.  Per- 
haps the  task,  therefore,  is  not  to  learn  more 
nonsense  but  to  make  more  sense  out  of  what 
we  must  know  and  use."  The  problem  of  the 
non-expanding  mind  in  an  expanding  universe 
of  knowledge  is  reduced  to  soluble  proportions 
by  one  fundamental  fact— namely,  that  as  knowl- 
edge deepens  and  widens,  things  become  simpler 
and  the  burden  upon  the  memory  is  diminished.7 

It  is  clear  then,  that  one  of  our  first  tasks 
is  to  establish  priorities;  it  is  appropriate  to  ask, 
“Continuing  medical  education  for  what ?”  It 
is  a purpose  of  a medical  school  to  produce  a 
“competent  and  ethical  physician”;8  the  purpose 
of  continuing  medical  education  is  to  maintain 
these  virtues. 

for  whom? 

In  planning  some  courses  for  continuing  medi- 
cal education  the  attitude  has  been,  “What  shall 
we  take  to  them?”  It  is  a missionary  approach! 
The  choice  of  what  the  physician  is  “given” 
often  is  dependent  upon  the  research  activities 
of  the  institution.  Fundamental  to  the  organiza- 
tion of  effective  continuing  medical  education 
is  the  question,  “What  do  they  need?”  Physicians 
in  practice  must  be  considted  when  these  needs 
are  defined  as  only  they  have  first  hand  experi- 
ence with  the  problems.  A chief  function  of  the 
medical  faculty  in  the  field  of  continuing  medi- 
cal education  is  to  help  the  various  groups  in 
medical  practice  identify  their  behavioral  role 
in  medicine,  and  to  identify  that  medical  knowl- 
edge essential  to  competence  in  medical  practice. 
We  often  say  that  Dr.  So-and-so  is  a good 
internist  or  a good  surgeon  or  a good  ortho- 
pedist. What  do  we  mean  when  we  say  that? 

In  this  regard  Miller  invited  more  than  1,000 
orthopedists  in  private  practice  to  identify  with 
greater  precision  the  components  of  professional 
competence  in  orthopedic  surgery.0  Based  upon 
these  responses  the  following  list  was  developed 
and  endorsed  as  fundamental  to  competence  in 
orthopedic  surgery;  in  fact,  the  list  is  applicable 
to  many  areas  of  medicine; 

1.  Skill  in  gathering  clinical  information. 

2.  Effectiveness  in  using  special  diagnostic 
methods. 

3.  Competence  in  developing  a diagnosis. 

4.  Judgement  in  deciding  on  appropriate 
care. 
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Fig.  3.  Cyclic  approach  to  the  problems  and  solutions 
of  continuing  medical  education.  All  elements  of  the  cycle 
are  interdependent. 


5.  Judgement  and  skill  in  implementing  treat- 
ment. 

6.  Effectiveness  in  treating  emergency  pa- 
tients. 

7.  Competence  in  providing  continuing  care. 

8.  Effectiveness  of  physician-patient  rela- 
tionships. 

9.  Accepting  responsibilities  of  a physician 
(towards  patients,  other  professional  personnel, 
teaching  and  scholarly  activities,  the  profession 
as  a whole  and  the  community.) 

This  list  identifies  some  of  the  goals  to  which 
medical  education  and  continuing  medical  edu- 
cation should  be  directed. 

assessment  of  competence 

Once  the  goals  or  objectives  are  defined  for 
each  area  of  practice,  program  planning  will 
outline  appropriate  methods  of  instruction.  After 
completion  of  the  educational  program,  data  are 
collected  by  which  success  or  failure  may  be 
measured  against  the  yardstick  of  the  original 
goals  or  objectives.  In  this  manner,  an  assess- 
ment of  the  effectiveness  of  the  educational 
method  can  be  made  and  improvements,  based 
on  objective  study  of  data,  built  into  future  pro- 
gram. (Fig.  3) 

John  Hubbard,  of  the  National  Board  of  Medi- 
cal Examiners,  has  reported  some  of  the  prob- 


lems encountered  in  the  assessment  of  clinical 
competence.10  Valid  tests  of  clinical  com- 
petence are  of  the  utmost  necessity  to  permit 
evaluation  of  the  effectiveness  of  educational 
processes. 

It  is  not  enough  to  believe  that  what  we  are 
doing  is  good  and,  therefore,  must  be  effec- 
tive. For  example,  in  a recent  study  reported  by 
Miller,  a superbly  organized  and  carefully  plan- 
ned course  in  cardiac  auscultation  was  given 
to  a group  of  physician-learners  by  a distinguish- 
ed faculty.  The  ability  of  those  physicians  attend- 
ing the  course  to  identify  certain  heart  murmurs 
was  appraised  before  and  immediately  after  the 
course.  It  was  most  gratifying  to  see  a sharp 
increase  in  these  skills  during  the  three  day 
course;  but  it  is  not  what  learners  retain  at  the 
end  of  a course  that  is  important,  it  is  what  new 
knowledge  is  retained  and  is  applied  in  clinical 
practice.  And  so,  six  months  later,  the  same  group 
was  tested  again.  Findings  indicated  that  their 
auscultation  ability  was  not  significantly  differ- 
ent from  what  it  had  been  before  the  course 
began!6  The  course,  therefore,  was  ineffective; 
no  matter  how  good  it  seemed  and  how  laudable 
the  objectives,  it  was  a failure. 

Such  studies  emphasize  the  necessity  for  plan- 
ning courses  in  continuing  medical  education  so 
that  evaluation  of  their  effectiveness  can  be 
carried  out.  If  methods  are  ineffective,  they  must 
be  changed.  For  example,  there  is  evidence  to 
show  that  lectures  are  an  ineffective  method 
of  teaching  in  clinical  fields.  In  spite  of  this, 
however,  the  majority  of  conferences  in  clinical 
disciplines  continue  to  be  organized  on  a didactic 
basis.  As  lip-service  to  audience  participation, 
the  speaker  may  end  five  minutes  early  and 
awaken  his  audience  with  the  request— “any 
questions?" 

It  is  the  responsibility  of  those  who  organize 
continuing  medical  education  to  ensure  that  time 
spent  in  continuing  medical  education  is  time 
spent  effectively.  The  physician  is  a busy  man; 
he  has  the  right  to  expect  returns  for  the  expendi- 
ture of  his  time.  It  is  important  that  continuing 
medical  education  is  oriented  to  problems  in 
medical  care  and  not  to  problems  in  research.  It 
is  important  too  that  we  identify  common  prob- 
lems and  plan  our  programming  around  such 
topics.  Physicians  have  an  unaccountable  and 
insatiable  desire  to  learn  comprehensive  details 
of  clinical  syndromes  that  they  are  unlikely  ever 
to  encounter. 
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to  develop  rational,  scientific  attitudes 

Usually  I do  not  see  solutions  in  the  formation 
of  new  departments;  I should  like  to  hear  com- 
ments, however,  regarding  the  appropriateness 
of  a new  department  of  research  in  medical 
education,  and  the  formation  of  a new  regional 
society  for  coordination  of  efforts  and  for  the 
discussion  and  promotion  of  research  in  continu- 
ing medical  education  by  those  specially  in- 
volved. 

This  presentation  would  be  incomplete  with- 
out some  reference  to  town-gown  relationships. 
For  those  who  would  explore  these  issues  I 
suggest  a 410  page  supplement  of  the  Journal  of 
Medical  Education.11  Some  study  will  be  re- 
quired because  four  hundred  and  ten  pages 
cannot  be  summarized  in  a few  minutes. 

It  is  easy  to  blame  our  difficulties  in  continu- 
ing medical  education  upon  town-gown  con- 
flicts. To  see  this  situation  in  its  proper  perspec- 
tive it  may  be  helpful  to  imagine,  if  you  can, 
that  today  all  differences  between  the  town  and 
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abstracto 

Ofrecimientos  para  la  continuacion  de  la 
educacion  medica  ptiede  haber  guardado  equi- 
libria con  la  explosion  de  la  productividad 
cientifica  pero  no  efectividad.  Dos  preguntas 
significantes  permanecen  — para  que,  y para 


gown  have  been  resolved.  While  such  a peaceful 
relationship  might  facilitate  planning  and  organi- 
zation of  continuing  medical  education,  it  would 
not  make  the  process  more  effective  nor  would 
it  offer  any  new  or  real  solutions. 

conclusion 

Those  involved  in  medical  education  must 
remember  that  the  physician’s  time  is  valuable 
and  that  his  time  for  continuing  medical  educa- 
tion is  limited.  We  must  use  his  limited  time 
effectively.  We  must  apply  scientific  concepts 
to  the  problem  by  developing  instructional  ob- 
jectives and  evaluating  methods  in  the  light  of 
their  original  purpose.  The  explosion  of  scien- 
tific knowledge  will  continue  as  if  by  chain 
reaction.  The  present  time  may  be  our  last 
chance  to  develop  rational  and  scientific  atti- 
tudes towards  continuing  medical  education 
before  the  holocaust  of  scientific  productivity 
consumes  us  all.  • 

1015  N.W.  22nd  Avenue  (97210) 
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quien?  No  hay  escasez  de  programas  o cursos 
pero  pocos  son  basados  en  el  estudio  cientifico 
de  las  necesiclades.  Nosotros  podemos  conocer 
mas  cosas,  con  mas  grande  certeza,  como  nunca 
conocimos  antes,  pero  nosotros  deberiamos 
indagar  cuales  necesitamos  conocer  y usar  mas. 
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Continuing  Education:  What  Are  Some  of  the 

Motivating  Factors ? 

GEORGE  SASLOW,  M.D./M  ORRIS  WEITMAN,  Ph.D.,  Portland,  Oregon 


Having  had  his  mind  packed  with  presumably  immutable  facts  throughout 
his  educational  experience,  the  physician  has  been  given  little  motivation  for, 
or  skill  in,  continuing  his  own  education.  Knowledge  absorbed  in  order  to  permit 
graduation,  therefore,  seems  to  be  static— and  sufficient.  Only  in  internship  and 
residency  does  he  get  hints  that  knowledge  is  ephemeral  and  must  be  replenished. 
Motivation  for  learning  can  be  aroused,  and  there  are  a number  of  methods. 
The  authors  believe  the  most  successful  will  involve  face-to-face  contact,  with 
participants  being  simultaneously  learners  and  teachers. 


In  attempting  to  uncover  some  of  the  factors 
concerned  with  motivating  continuing  medical 
education,  it  soon  became  apparent  to  us  that 
a physician’s  experiences  in  medical  school  were 
decidedly  relevant.  It  also  became  apparent  to 
us  that  a physician’s  pre-medical  educational  ex- 
periences also  had  a bearing  on  his  subsequent 
motivation  for  continuing  his  own  education. 
But  rather  than  attempting  to  surmise  the  ex- 
periences of  physicians  it  is  simpler,  and  more 
accurate,  to  review  common  educational  prac- 
tices and  their  probable  effects. 

mind-packing  with  facts 

When  a child  enters  grade  school  he  is  intro- 
duced to  several  sets  of  symbols  with  systematic 
relationships  such  as  letters  and  words,  words 
and  sentences,  numbers  and  counting,  and  num- 
bers and  arithmetical  operations.  These  are 
presented  to  the  pupil  as  unchanging  essentials 
to  be  mastered.  As  he  proceeds  through  grade 
school  and  high  school  he  is  exposed  to  prolif- 
erating networks  of  concepts,  facts  and  critical 
judgments.  And,  as  before,  all  of  this  information 
is  represented  as  immutable,  to  be  stored  for 

Presented  at  the  Conference  on  Continuing  Medical 
Education,  "Challenge  of  Our  Time”  sponsored  by  the 
Oregon  Medical  Association  and  held  at  Good  Samaritan 
Hospital.  Portland,  Oregon,  April  1,  1966. 


Dr.  Saslow  is  Professor  of  Psychiatry  at  the  University 
of  Oregon  Medical  School. 

Dr.  Weitman  is  Associate  Professor  of  Psychology  at 
Portland  State  College. 


future  use.  Even  in  college  the  student’s  task  is 
almost  completely  that  of  absorbing  larger  and 
more  sophisticated  bodies  of  knowledge.  And 
when  he  gets  to  medical  school  the  student  is 
almost  overwhelmed  by  the  mass  of  factual 
material  he  is  required  to  learn. 

It  is  during  internship  and  residency  that  the 
physician  gets  his  first  strong  hints  that  knowl- 
edge is  ephemeral  and  must  be  renewed.  But 
this  seems  to  be  a case  of  too  little  and  too  late. 
Except  for  this  last  set  of  experiences,  throughout 
his  educational  career  the  physician,  repeatedly, 
has  been  presented  with  two  ideas,  namely,  that 
whatever  is  to  be  learned  is  worth  knowing  be- 
cause it  is  correct  forever  and  that  the  way  to 
learn  is  by  listening  to  lectures,  carrying  out 
prescribed  readings  and  exercises,  remembering 
as  many  facts  as  possible  and  imitating  the 
actions  of  one’s  preceptors. 

Such  a lengthy  stream  of  repetitive  experiences 
has  powerful  implications  for  the  graduated 
physician  with  consequent  effects  on  his  behav- 
ior. If  what  he  has  learned  are  essentially  un- 
changing facts  and  the  best  methods,  then  there 
isn’t  much  point  in  constantly  learning  new 
things  since  he  already  knows  just  about  all  that 
he  needs  to  know.  Furthermore,  having  had 
few,  if  any,  opportunities  to  learn  things  for 
himself  the  physician  doesn’t  know  quite  how  to 
plan  or  carry  it  out;  he  has  strong  doubts  that 
he  can  do  it  and  has  rarely,  if  ever,  tasted  the 
flavor  of  having  succeeded  in  learning  by  him- 
self. Therefore,  in  the  light  of  these  consid- 
erations, it  is  obvious  that  a physician  will  be 
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neither  highly  motivated  nor  sufficiently  skilled 
in  continuing  his  own  education. 

grades  vs.  education 

During  his  college  and  especially  during  his 
medical  school  career  the  physician  has  had  to 
do  some  rather  important  learning  by  himself. 
But  this  learning  has  been  directed  toward 
analyzing  the  professor,  determining  what  he 
considers  important  and  useful.  With  such 
knowledge  the  student  is  able  to  focus  his 
studies  and  modify  his  comportment  so  as  to 
attain  better  grades.  Given  the  social  and  ad- 
ministrative structures  of  college  and  medical 
schools  with  their  emphasis  on  grades,  this  is  a 
very  realistic  and  useful  approach  for  the  stu- 
dent to  take.  But  one  of  the  major  results  of 
such  a student  orientation  is  to  place  still  more 
emphasis  on  the  grades  and  the  means  to  grades 
(e.g.,  test  performances)  and  still  less  emphasis 
on  education.  Even  the  mastery  of  immutable 
facts  becomes  less  of  an  end  in  itself  and  more 
of  a means  to  the  end  of  graduating. 

In  the  preceding  discussion  it  was  shown  that 
the  more  than  twenty  years  of  education  re- 
ceived by  each  doctor  usually  produces  attitudes, 
beliefs  and  habits  which  are  antithetical  to  his 
continuing  medical  education.  Thus,  whether 
one  is  dealing  with  a would-be,  fledgling,  or 
mature  physician,  it  usually  will  be  necessary  to 
convince  him  that  he  needs  to  add  to  his  edu- 
cation. Once  convinced,  it  also  is  necessary  to 
present  him  with  material  that  he  feels  he  ought 
to  know.  And  finally,  with  such  material  in  view, 
it  will  be  necessary  to  present  the  material  in  a 
way  that  he  can  accept  it.  Can  such  establish- 
ment and  maintenance  of  motivation  for  con- 
tinuing medical  education  be  attained? 

mind-opening  by  permission  to  think 

Apparently  it  is  possible  to  find  and  maintain 
such  motivation  among  senior  medical  students. 
This  has  been  demonstrated  by  two  successful 
programs  at  the  University  of  Oregon  Medical 
School.  In  one  program,  a tutorial,  each  par- 
ticipating student  chose  a faculty  member  to  be 
his  tutor  and  then  the  two  of  them,  jointly, 
planned  the  work  for  the  term.  Tutor  and  tutee 
met  periodically.  In  the  other  program,  student 
discussion  groups,  students  selected  a list  of 
topics  for  study  and  discussion.  The  supervising 


faculty  member  prepared  a list  of  references  for 
each  topic.  Every  week,  after  having  done  the 
reading,  the  group  met  and  discussed  the  topic; 
the  first  portion  of  each  meeting  was  held  with- 
out faculty  present  while  the  supervising  faculty 
member  joined  the  group  in  the  latter  part  of 
the  meeting.  Participating  students  and  faculty 
were  well  satisfied  with  the  results  of  both  of 
these  elective  programs.  The  students  were  par- 
ticularly pleased  because  for  the  first  time  in 
medical  school  they  were  given  the  opportunity 
to  study  what  interested  them  and  to  study  it 
in  a way  they  found  to  be  provocative  and 
enjoyable. 

Similar  attempts  to  reach  already  interested 
physicians  have  had  some  success.  These  at- 
tempts have  taken  such  diverse  forms  as  TV 
presentations,  short  and  intensive  practical 
courses  given  in  medical  centers,  lecture  series 
approved  by  various  specialty  academies,  and 
the  “circuit-riders”  of  Kansas  and  British  Colum- 
bia. Though  these  and  other  types  of  offerings 
have  been  moderately  effective,  they  none  the 
less  must  be  considered  as  inadequate  solutions 
to  the  problem  of  continuing  medical  education 
simply  because  these  offerings  have  not  been 
utilized  by  the  large  mass  of  unmotivated  phy- 
sicians. Is  it  possible  to  develop  such  motivation 
in  these  doctors? 

persuasion  usually  fails 

A considerable  array  of  methods  have  been 
utilized  in  attempts  to  develop  motivation  in 
physicians  to  continue  their  education.  Per- 
suasion has  been  used  in  medical  journals,  other 
periodicals,  radio,  television,  the  mails  and  even 
the  newspapers.  Mild  compulsion  has  been  em- 
ployed by  the  various  academies  for  different 
types  of  medical  practice  and  by  hospital  evalu- 
ative sessions  such  as  the  tissue  audit  committee, 
weekly  chart  reviews  and  the  death  conference. 
It  is  not  clear  why  persuasion  has  not  succeeded. 
Perhaps  these  persuasive  messages  have  been 
lost  among  the  hundreds  of  other  persuasive 
messages  which  bombard  the  practicing  phy- 
sician. The  reason  for  the  failure  of  mild  coer- 
cion is  somewhat  clearer;  its  implementation 
appears  to  have  been  mishandled  primarily  by 
violating  the  principle  that  the  learner  needs  to 
have  the  material  presented  to  him  in  a way 
that  he  can  accept. 
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whetting  the  appetite  for  learning 

Since  almost  all  doctors  have  direct  working 
relationships  with  one  or  more  hospitals,  it  fol- 
lows that  the  hospital  may  be  the  best  place  to 
stimulate  interest  in  continuing  their  education. 
If  such  professional  gatherings  as  the  tissue  audit 
committee,  discharge  review  and  death  confer- 
ence were  organized  as  teaching-learning  sem- 
inars among  peers,  a situation  in  which  each 
participant  is  seen  and  treated  as  having  some- 
thing of  value  to  contribute  to  the  discussion, 
then  these  meetings  in  all  probability  would 
produce  mutual  learning  and  respect  as  well  as 
whetting  the  appetite  for  more  such  learning. 
There  are  of  course  other  equally  effective  ways 
of  arousing  motivation  for  learning  among  doc- 
tors but  we  suspect  that  nearly  all  will  have  in 


abstracto 

Habiendosele  llenado  la  mente  con  hechos 
considerados  inmutables  durante  su  experiencia 
education,  al  medico  se  le  ha  dado  poco  animo 
y entrenamiento  para  continuar  su  propia 
educacion.  El  conocimiento  absorbido  que  per- 
mita  a uno  graduarse,  por  tanto,  parece  ser 
suficiente  y estdtico.  Solamente  en  el  internado 


common  a few  people  in  face-to-face  contact 
using  the  concept  that  the  doctor-learner  also 
has  something  to  teach  at  the  same  time. 

But  regardless  of  the  kinds  of  procedures  and 
settings  utilized  in  the  service  of  continuing 
medical  education,  evaluation  of  outcomes  is 
important.  Otherwise  educational  approaches 
will  be  widely  adopted  on  the  basis  of  the  fond 
memories  of  the  participants.  Furthermore,  as 
George  Miller  has  shown  in  Illinois,  newly  ac- 
quired knowledge  and  revitalized  skills  are 
rather  impermanent.  They  need  to  be  strength- 
ened and  at  fairly  regular  intervals  no  more  than 
a few  months  apart.  In  other  words  continuing 
education  should  be  what  it  means,  almost  daily, 
ongoing  change.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (97201) 


y en  la  residencia  el  recibe  sugerencias  de  que 
el  conocimiento  es  efimero  y que  tiene  que 
reabastecerse.  El  deseo  de  aprender  puede 
despertarse,  y hay  para  eso  un  numero  de 
metodos.  Los  autores  creen  que  el  mas  exitoso 
envolveria  un  contacto  cara  a earn  con  partici- 
pantes  que  scan  al  mismo  tiempo  educandos  y 
maestros. 


The  reins  of  control 

Slowly,  gradually,  almost  imperceptibly,  “guidelines”  have  replaced  the 
impersonal  mechanism  of  the  market  in  determining  the  level  of  prices.  When  a price 
increase,  however  well  justified  by  a rising  trend  in  wages  and  other  costs,  draws  a 
protesting  whistle  from  the  government  official  in  charge  of  the  guidelines,  the  corpora- 
tion almost  invariably  backs  down.  Stockholders  in  steel  companies,  at  a time  when 
the  general  trend  in  profits  and  wages  has  been  upward,  are  still  looking  for  a restora- 
tion of  the  40  per  cent  cut  in  earnings  which  they  took  some  years  ago  when  the 
larger  steel  companies  reduced  their  dividends  in  this  proportion.  But  government 
intervention  has  twice  blocked  steel  price  hikes.  There  has  been  the  same  experience  in 
the  aluminum  and  copper  and  tobacco  industries.  And  against  this  growing  inter- 
ference of  government  with  the  verdict  of  the  market  place,  there  have  been  remarkably 
few  audible  protests. 

William  Henry  Chamberlin  in  The  Freeman  (June)  1966 
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The  Community  Hospital  and  Continuing 
Medical  Education 

ROBERT  E.  RANDLE,  M.D.,  Pasadena,  California 


The  role  of  the  community  hospital  in  continuing  medical  education  is 
that  of  changing  habit  patterns  of  members  of  its  medical  staff  as  they  learn 
newer  and  better  ways  to  serve  patients.  Physicians  must  first  see  their  role  as 
members  of  a group,  reach  for  the  help  available  to  them,  and,  with  use  of  the 
proper  amount  of  group  discipline,  set  out  to  accomplish  their  aims. 


One  of  the  roles  assigned  to  the  medical  staff 
of  the  community  hospital  is  that  of  maintaining 
the  quality  of  medical  care  for  the  hospital. 
Each  individual  doctor  is  responsible  for  the 
quality  of  his  own  medical  practice.  However, 
the  community  places  upon  the  profession  and 
the  doctors  practicing  in  any  community,  a joint 
responsibility  for  establishing  the  standards  of 
practice.  Thus  we  see  that  physicians  in  a com- 
munity need  to  have  an  effective  organization.  In 
any  community,  the  only  organization  of  doctors, 
constructed  for  this  purpose,  is  the  medical  staff 
of  a hospital.0  When  properly  organized  and 
operated,  it  has  the  necessary  authority  to  super- 
vise the  work  of  individual  physicians,  and  has 
the  power  to  withhold  hospital  privileges  from 
those  demonstrating  poor  performance. 

The  role  of  establishing  standards  of  practice 
is  directly  related  to  the  role  of  continuing  medi- 
cal education.  This  too  needs  effective  organi- 
zation in  order  to  be  accomplished.  What,  then, 
should  be  accomplished  in  continuing  medical 
education  in  a community? 

Improved  patient  care  is  the  goal.  Continuing 
education,  improving  patient  care,  means  that: 
we  must  constantly  look  at  and  measure  current 
patient  care;  evaluate  available  resources,  both 
physician  resources  and  facilities  to  meet  needs; 
plan  and  carry  out  an  educational  program  on 

Presented  at  the  Conference  on  Continuing  Medical 
Education,  ‘‘Challenge  of  Our  Time”  sponsored  by  the 
Oregon  Medical  Association  and  held  at  Good  Samaritan 
Hospital,  Portland,  Oregon,  April  1,  1966. 


•This  statement  can  be  true  only  when  the  county  medi- 
cal society  has  abandoned  to  the  hospital  its  own  respon- 
sibility for  maintenance  of  standards  for  practice.  Physi- 
cians in  any  community  must,  perforce,  decide  which 
organization  is  to  have  ascendancy  and  it  should  not  be 
assumed  that  there  is  only  one  capable  of  meeting  the 
need.  Ed. 


proper  use  of  resources;  and  evaluate  results. 
This  is  done  to  change  the  habit  patterns  of 
individual  doctors  and  what  they  do  for  patients. 

It  is  generally  understood  that  the  physician 
is  responsible  for  his  own  continuing  education, 
but  no  physician  should  fail  to  recognize  his 
responsibilities  to  the  medical  community  of 
which  he  is  a part.  He  should  realize  that  his 
self  governing  hospital  staff,  while  requiring 
much  time  and  effort,  is  the  most  efficient  and 
the  most  effective  mechanism  for  meeting  those 
responsibilities.  He  is  aware  that  with  advance- 
ment of  medical  science,  changes  need  to  be 
made  in  the  standards  of  practice  for  every  com- 
munity. 

The  individual  physician  does  not  necessarily 
have  complete  freedom  in  establishing  his  own 
standards.  Even  though  he  may  keep  up  with 
his  reading  and  learning,  he  must  conform  to 
the  consensus  of  his  colleagues  if  he  is  to  conduct 
an  acceptable  practice. 

Having  reviewed  some  of  the  logic  of  why 
the  community  hospital  has  a role  and  having 
stated  that  this  role  is  to  fill  a gap  that  cannot 
be  filled  by  anyone  else,  I should  like  to  outline 
this  role.  For  the  sake  of  convenience,  I shall  do 
this  under  five  headings. 

library 

An  effective  medical  library  is  essential  to 
continuing  medical  education.  It  must  be  easily 
available,  on  a daily  basis.  It  is  necessary  that 
the  hospital  have  one  if  no  other  organization 
provides  it.  Tantamount  to  the  need  for  a library 
is  the  need  for  a medical  librarian.  No  library 
can  be  kept  current  without  professional  library 
management.  Furthermore,  not  many  physicians 
are  skilled  enough  to  make  good  use  of  the  li- 
brary without  help. 
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Medical  staff  organization  and  discipline 
should  enable  appointment  of  individuals,  or  a 
committee,  to  review  needs  of  the  library,  and 
make  recommendations  that  can  be  carried  out. 

Effective  use  of  modem  tools  in  education 
require  that  teaching  aids,  slides,  and  photos  be 
kept  on  file  and  available.  It  seems  logical  that 
this  function  of  cataloging  and  storing  teaching 
aid  material  should  fall  to  librarians.  These  tools 
could  include  tapes  for  television  programs. 

consultations 

The  greatest  motivation  for  learning  occurs 
with  recognition  of  patient  need.  It  should  be 
the  individual  physician’s  responsibility  to  seek 
consultation  at  this  time.  Also,  it  should  be  the 
hospital  staff s responsibility  to  make  known  the 
physician  resources  of  its  own  staff  and,  where 
gaps  exist,  the  closest  available  resources  out- 
side the  staff.  In  addition,  the  staff  should  en- 
deavor to  increase  its  own  consulting  resources. 

Consultations,  to  be  useful  for  learning,  should 
include  bedside  examination  by  the  consultant 
in  the  presence  of  the  patient’s  physician,  fol- 
lowed by  comparison  of  physical  findings. 
Consultant  contact  with  family  and  follow-up 
evaluation  by  the  consultant  are  extremely  im- 
portant. Consultations  should  provide  the  most 
effective  and  lasting  form  of  continuing  medical 
education  and  should  be  effective  in  changing 
the  habit  patterns  of  the  physician. 

medical  audit 

Review  of  medical  care  as  it  is  being  provided 
in  the  hospital  is  absolutely  necessary  if  the 
medical  staff  is  to  carry  out  the  responsibility7 
assigned  to  it. 

Audit  is  also  necessary  for  continuing  medical 
education  if  an  intelligent  application  of  effort 
in  education  is  to  be  made  under  auspices  of 
the  hospital.  Accredited  hospitals  have  had  audit 
committees  structured  to  carry  out  this  function, 
but  most  hospitals  have  not  gone  much  further 
than  individual  chart  review  and  record  keeping 
review.  Some  have  begun  to  look  at  specific 
areas  for  study  and  have  planned  educational 
conferences  based  on  some  of  these  audits. 

The  stimulus  of  automation  in  helping  to 
catalog  and  record  simple  statistics  is  resulting 
in  more  activity7  in  medical  audit.  In  order  to 
evaluate  effective  ways  of  conducting  continuing 
education,  what  is  done  this  year  will  have  to 
be  compared  with  what  is  done  two  or  three 
years  hence.  A number  of  hospitals  must  permit 


study  of  their  efforts  so  that  all  may  benefit  from 
what  is  learned  about  learning  in  hospitals. 

teaching  conferences 

It  is  a teacher’s  job  to  stimulate  learning, 
understanding,  and  scholarship  on  the  part  of 
the  learner.  Planning  based  on  needs  uncovered 
in  audit  sounds  simple  enough,  but  learning  and 
retention  are  affected  here  by  motivation,  bal- 
ance between  enjoyment  and  irritation,  repeti- 
tion, needs  of  the  teacher,  and  a host  of  addi- 
tional factors.  By  evolution,  all  have  various  and 
sundry  conference  patterns,  and  tend  to  use 
those  that  are  popular  or  that  get  attendance. 
Very  few  have  any  compulsory  attendance  that 
is  observed.  The  Council  on  Medical  Education 
of  the  American  Medical  Association,  and  many 
other  groups  have,  at  various  times,  made  recom- 
mendations, some  convincing  and  others  not, 
regarding  the  worth  of  various  ty  pes  of  confer- 
ences. We  can  use  many  different  modes,  but 
need  more  evaluation  of  what  to  use  and  ways 
to  get  results. 

liaison  with  medical  schools 

What  is  the  role  of  the  community  hospital 
for  the  purpose  of  continuing  medical  education 
in  liaison  with  medical  schools?  This  is  an  age 
old  topic  and  in  this  decade,  discussion  was 
begun  anew  with  the  Dryer  Report.1  Several 
areas  in  which  the  medical  staff  will  want  and 
need  help  have  been  mentioned  above.  The  only 
logical  source  of  such  help  is  a medical  school. 
The  point  is  that,  because  of  its  needs,  the 
medical  staff  should  actively  plan  to  use  and 
seek  the  help  of  medical  schools  in  so  far  as 
liaison  can  be  arranged.  ■ 

100  Congress  Street  (91105) 
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1 Dryer,  B.  V.,  A nationwide  plan  for  continuing  edu- 
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abstract  o 

El  papel  del  hospital  de  la  comunidad  en  la 
continuacion  de  la  educacion  medica  es  el  de 
cambiar  las  costumbres  habituales  de  los  miem- 
bros  del  cuerpo  medico,  mientras  aprenden  mas 
nuevas  y mejores  maneras  para  servir  a los 
pacientes.  Los  medicos  primero  deben  verse  en 
el  papel  de  miembros  de  un  grupo,  aprovechar 
la  ayuda  que  se  les  presenta,  y con  el  uso  apro- 
piado  de  discipline  de  grupo,  dedicarse  a cumplir 
lo  prometido. 
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The  Role  of  the  University  in  Continuing 
Medical  Education 

JESSE  D.  RISING,  M.D.,  Kansas  City,  Kansas 


The  university  must  become  the  focal  point,  but  not  the  sole  locus,  at 
which  all  elements  concerned  with  health  care  can  meet  to  create  better  plans 
for  continuing  medical  education.  In  the  universities  reside  the  potentialities  to 
develop  health  science  information  centers  that  combine  the  many  elements 
needed  for  an  imaginative  solution  of  tomorrow’ s problems  in  continuing  educa- 
tion. They  must  first  make  a major  commitment  to  enter  the  field,  then  implement 
the  program  by  relatively  minor  adjustments  om  budgets.  Faculty  recognition 
of  responsibilities  to  practicing  physicians  and  the  public  is  absolutely  imperative. 


One  of  the  major  problems  facing  practicing 
physicians  today  is  the  fact  that  knowledge  in- 
volving both  the  art  and  the  science  of  medi- 
cine is  expanding  at  an  accelerating  rate.  In- 
formed estimates  are  that  the  body  of  medical 
knowledge  approximately  doubles  each  ten  to 
fifteen  years  so  that  the  current  fund  of  infor- 
mation is  not  only  vast  but  soon  becomes  obso- 
lete. Formal  medical  education  at  its  best  can 
provide  only  the  bare  fundamentals  of  current 
medical  knowledge  to  serve  as  a foundation  for 
continued  learning,  and  above  all  stimulate  the 
motivation  for  each  physician  to  continue  his 
education.  It  might  be  said,  in  all  seriousness, 
that  the  M.D.  degree  is  merely  a license  to  study 
medicine. 

responsibility  of  the  universities 

For  this  reason  continuing  medical  education 
is  of  supreme  importance  to  today’s  physicians. 
Its  importance  is  just  beginning  to  be  recog- 
nized. Practicing  physicians  are  especially  aware 
of  this,  and  many  medical  and  public  organiza- 
tions are  taking  it  into  account.  The  medical 

Presented  at  the  Conference  on  Continuing  Medical 
Education,  "Challenge  of  Our  Time”  sponsored  by  the 
Oregon  Medical  Association  and  held  at  Good  Samaritan 
Hospital,  Portland,  Oregon,  April  1,  1966. 


Dr.  Rising  is  Chairman,  Department  of  Postgraduate 
Medical  Education,  University  of  Kansas  School  of  Medi- 
cine, Kansas  City,  Kansas. 


schools  which  should  be  leaders  are  among  the 
most  backward  in  this  regard.  Of  the  84  medical 
schools  in  the  United  States,  only  18  have  recog- 
nized their  responsibilities  in  this  field  to  the 
extent  of  establishing  departments,  offices,  or 
sections  on  continuing  medical  education  and, 
of  these,  less  than  half  are  described  as  supplying 
organized  continuing  education  courses  to  physi- 
cians. 

This  is  an  unhappy  state  of  affairs  because 
physicians  traditionally  look  to  medical  schools 
as  the  prime  source  of  authoratative  medical 
information,  and  because  universities  have,  in- 
herent in  their  organizations,  the  elements  that 
fit  them  for  leadership  in  this  field.  These  schools 
represent  the  core  of  professional  medical  edu- 
cators who  are  among  the  very  few  who 
can  give  continuing  medical  education  the 
attention  that  is  needed,  and  deserved,  and 
who  are  in  a position  to  provide  the  leader- 
ship needed  to  guide  and  plan  comprehensive 
continuing  education  for  members  of  the  health 
team.  They  have  the  major  facilities  appropriate 
to  medical  education  in  their  hospitals,  labora- 
tories and  lecture  halls,  and  they  have  within 
themselves  the  faculties  so  indispensable  to  con- 
tinuing education.  Virtually  alone  in  them  reside 
the  potentialities  to  develop  health  sciences  in- 
formation centers  that  combine  the  many  ele- 
ments that  will  be  needed  for  an  imaginative 
solution  of  tomorrow’s  problems  in  postgraduate 
education:  a departmental  organization  for  con- 
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tinuing  education;  the  instructional  personnel; 
the  ability  to  develop  information  storage  and 
retrieval  systems  involving  not  only  medical 
libraries  but  sophisticated  data  processing  equip- 
ment; and,  the  development  and  use  of  revolu- 
tionary as  well  as  traditional  self  instruction 
equipment. 

Only  in  the  universities,  are  available  the 
multi-discipline  resources  to  investigate 
thoroughly,  and  to  define  accurately,  the  health 
needs  of  the  people  as  well  as  to  supply  expert 
knowledge  of  medicine  and  of  the  learning 
process,  to  meet  the  educational  requirements 
of  members  of  the  health  team. 

It  is  well  recognized  that  municipal  and  state 
universities  have  responsibilities  to  the  public 
but  in  this  day,  when  all  schools  receive  public 
support,  even  the  private  universities  must  face 
up  to  the  fact  that  they  owe  the  public  their 
best  services  in  the  efforts  to  improve  health 
care  at  all  levels.  This  obviously  includes  con- 
tinuing medical  education. 

a challenge 

Inherent  in  the  planning  for  “Regional  Medi- 
cal Programs”  is  the  recognition  of  the  impor- 
tance of  postgraduate  education.  This  theme  rims 
throughout  Public  Law  89-239  and,  regardless 
of  what  you  think  of  the  other  provisions  of  this 
law,  its  emphasis  in  this  direction  can  only  be 
salutary.  But  if  we  are  to  avoid  dictatorship 
from  Washington,  D.C.,  if  we  are  to  be  true  to 
our  profession,  and  if  we  are  to  provide  the  best 
in  medical  care  for  our  localities,  we  must  find 
ways  to  make  it  work  in  the  interest  of  our  pro- 
fession and  of  the  well-being  of  our  patients. 
In  this  sense,  PL  89-239  presents  to  those  of  us 
interested  in  the  perpetuation  of  our  free  sys- 
tem, a challenge  to  develop  organizations  for 
implementing  the  intent  of  the  law.  And,  at  least 
where  continuing  education  is  concerned,  it 
presents  to  the  universities  a challenge  to  de- 
velop a true  working  partnership  with  practicing 
physicians,  area  hospitals,  and  community  agen- 
cies that  have  an  interest  in  health.  I call  this 
a partnership— a true  working  partnership— be- 
cause I think  it  would  be  fatal  to  our  purposes 
for  the  universities  to  assume  a dominating  role. 
Instead,  they  should  work  with  and  for  the 
practicing  physicians  and  others  interested  in 
health  care,  toward  a common  goal,  and,  indeed, 
it  seems  inevitable  that  in  matters  of  education 
they  must  play  a leadership  role  in  this  partner- 
ship. 


the  untenable  tower 

The  schools  must  overcome  the  idea  that  they 
are  ivory  tower  centers  of  learning  and  creativ- 
ity, and  that  it  is  beneath  their  exalted  position 
to  become  involved  in  the  day-to-day  health 
problems  of  the  community.  Physicians  have  long 
known  this,  and  a good  many  medical  schools 
have  faced  up  to  it,  but  it  now  appears  that  the 
federal  government— with  the  power  of  the  purse 
and  feeling  the  mandate  of  the  public— will  insist 
that  the  universities  give  heed  to  the  public 
needs  and  work  in  concert  with  other  physicians. 

The  universities  must  not,  and  should  not,  be 
in  the  forefront  of  the  practice  of  medicine— 
the  provision  of  care  to  the  patients— but  it  seems 
inevitable  that  they  should  assume  leadership 
in  the  planning  and  the  implementation  of  con- 
tinuing medical  education  in  their  areas  of 
responsibilities  since  other  individuals  and  organ- 
izations lack  either  the  time  or  the  resources  to 
accomplish  this  end  successfully.  This  is  not 
to  minimize  the  roles  of  organized  medicine,  the 
voluntary  health  agencies,  or  the  community 
hospitals  now  or  in  the  future.  They  are  destined 
to  loom  even  more  important  than  they  currently 
do. 

The  universities  represent,  however,  a major 
resource  in  our  voluntary  system  that  is  in  a 
position  under  ideal  circumstances  to  draw  to- 
gether all  of  the  elements  concerned  with  health 
care  and  to  be  a focal  point  for  continuing 
medical  education.  Please  note  that  I said  spe- 
cifically “focal  point”  and  not  “sole  locus”!  We 
are  in  a period  of  exploration,  educationally 
speaking,  and  it  behooves  all  of  us  to  plan 
together  for  the  appropriate  expansion  of  con- 
tinuing medical  education.  It  should  be  abun- 
dantly apparent  that,  with  the  best  intentions  in 
the  world,  we  shall  make  little  progress  unless 
we  make  a coordinated  effort.  This  coordinated 
effort  must  almost  inevitably  focus  around  the 
university,  the  one  institution  in  our  voluntary 
system  that  can  rally  the  practicing  physicians, 
organized  medicine,  the  voluntary  health  agen- 
cies, the  public  health  departments,  the  com- 
munity hospitals,  and  the  public  to  work  together 
to  accomplish  this  job. 

implementation 

Implementation  by  the  universities  and  their 
schools  of  medicine  may  one  day  be,  in  the 
manner  of  Parkinson’s  law,  a complex  and  diffi- 
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cult  thing,  but  at  the  present  time  universities 
need  to  take  only  a few  simple  steps  to  make 
enormous  progress.  First,  the  schools  must  decide 
to  make  a major  commitment  in  the  field  of 
continuing  medical  education.  This  obviously 
means  that  they  must  make  a financial  commit- 
ment. Many  schools  have  responded  to  the  call 
to  become  involved  in  continuing  education  by 
saying  that  they  simply  cannot  spare  the  money. 
This  argument  lacks  force  when  one  considers 
the  fact  that  the  amount  of  money  necessary  to 
become  a leader  in  this  field  is  trivial  compared 
to  other  financial  outlays  of  the  school— probably 
less  than  the  salaries  of  two  research  professors. 
Remember,  I am  speaking  about  the  basic  finan- 
cial commitment  only,  and  I shall  return  to  the 
subject  of  financial  support  later. 

Another  commitment  of  the  school  must  be  on 
the  part  of  the  faculty.  There  must  be  faculty 
recognition  of  the  school’s  responsibility  to  con- 
tinuing medical  education,  and  this  should  be 
made  clear  by  the  administration  to  all  members 
of  the  faculty.  It  is  almost  axiomatic  that  medical 
education  in  our  modern  times  is  a continuum 
extending  through  medical  school,  through  in- 
ternship and  residency,  and  through  a lifetime  of 
practice.  This  clearly  implies  that  the  medical 
educator  has  responsibilities  at  all  of  these  levels, 
and  the  school  administrator  should  make  it  clear 
to  each  member  of  the  faculty  that  he  is  expected 
to  use  his  talents  wherever  they  are  appropriate 
—even  to  the  continuing  education  of  physicians 
in  practice.  This  recognition  by  the  faculty  is 
absolutely  imperative. 

In  considering  the  commitment  of  the  univer- 
sity to  continuing  medical  education  it  will,  of 
course,  be  necessary  for  the  school  to  decide,  on 
the  basis  of  many  factors,  the  boundaries  of  its 
responsibilities.  For  state  schools  this  may  be 
relatively  easy,  but  even  these  will  usually  find 
that  their  influence  cannot  stop  at  state  lines. 
In  a sense,  every  medical  school  is  really  a 
regional  organization,  and  regions  have  a ten- 
dency to  overlap.  For  this  reason  cooperation 
and  coordination  of  activity  between  schools 
will  become  increasingly  important,  and  herein 
lies  the  greatest  future  effectiveness  of  such  na- 
tional organizations  as  the  American  Medical 
Association  (Council  on  Post-graduate  Studies 
and  Council  on  Medical  Education)  and  the 
Association  of  American  Medical  Colleges  (Com- 
mittee on  Continuing  Education).  It  is  incum- 
bent upon  the  universities  to  cooperate  with 


these  organizations  if  they  are  to  attain  their 
maximum  effectiveness  in  the  public  interest, 
and  it  will  almost  certainly  fall  to  the  universities 
to  see  that  the  Regional  Medical  Programs,  as 
defined  in  PL  89-239,  function  efficiently  in  a 
voluntary  system  in  the  interest  of  the  people 
and  the  practicing  physicians  in  their  areas  of 
responsibility. 

the  director 

The  third  major  commitment  by  the  medical 
school  is  the  establishment  of  a basic  organiza- 
tion primarily  concerned  with  continuing  medi- 
cal education.  This  means  that  there  must  be 
someone  in  an  administrative  capacity  within 
the  school  giving  full  time  attention  to  this  sub- 
ject. Throughout  the  country  several  plans  have 
been  employed,  and  most  have  met  with  mar- 
ginal success  at  best.  The  organization  that  has 
seemed  to  be  most  effective  in  the  few  schools 
that  have  made  significant  headway  in  this  field 
is  the  departmental  organization.  In  this  way 
continuing  medical  education  is  put  on  a par 
with  basic  science  departments  and  the  clinical 
departments  of  the  medical  school.  Such  a 
department  must,  of  course,  be  able  to  call 
upon  the  entire  faculty  of  the  medical  school 
as  its  faculty,  and  for  that  reason  its  intra-depart- 
mental  organization  will  inevitably  be  somewhat 
different.  It  seems  obvious,  however,  that  it 
should  be  headed  by  an  academic  chairman,  and 
it  appears  to  be  most  appropriate  that  this  chair- 
man be  a physician  who  can  understand  the 
problems  of  the  postgraduate  students  and  the 
conditions  under  which  they  work.  This  physi- 
cian should  be  one  who  actively  participates  in 
medical  organizations.  He  should  also  have  an 
awareness  of  the  educational  process  and  of  the 
talents  available  within  the  university  to  help 
him  both  in  the  planning  and  the  implementa- 
tion of  his  department’s  program. 

the  executive  secretary 

Most  effective  departments  of  continuing 
medical  education  have  as  an  assistant  to  the 
academic  chairman  a lay  person  to  act  as  exec- 
utive officer  (call  him  “executive  director”  or 
executive  secretary”)  to  aid  the  chairman  in 
decision  making  and— more  important— in  the 
practical  problems  of  producing  and  staging 
postgraduate  courses.  Such  persons  have  cer- 
tainley  proved  their  worth  in  the  more  success- 
ful postgraduate  programs. 
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the  field  staff 

If  the  medical  school  is  to  come  out  of  its 
ivory  tower— and  it  certainly  should— this  means 
that  close  contact  need  be  established  with  the 
practicing  physicians  within  the  area  of  respon- 
sibility of  the  university  in  their  home  communi- 
ties. For  this  purpose  the  continuing  education 
department  must  have  an  active  field  staff  the 
size  of  which  will  depend  upon  population  and 
geographic  factors. 

Finally,  the  department  of  continuing  medical 
education  must  have  an  office  staff  adequate  to 
its  mission.  This  need  not  be  large  in  the  begin- 
ning, but  can  expand  as  the  operations  of  the 
school  dictate. 

In  summary,  a minimum  organization  for  a 
newly  established  department  should  ideally 
consist  of  ( 1 ) an  academic  chairman,  (2)  his 
executive  assistant,  (3)  a field  representative 
primarily  concerned  with  personal  contact  with 
physicians  but  who  can  be  useful  in  many  ways 
to  the  school,  and  (4)  a secretary. 

financing 

Financial  support  of  the  department  of  con- 
tinuing medical  education  was  briefly  mentioned 
in  a preceding  paragraph  but,  since  money  is 
the  stuff  that  makes  the  wheels  turn,  it  is  ap- 
propriate that  we  return  to  this  subject  for 
somewhat  more  detailed  consideration.  The  basic 
appropriation  from  the  school’s  budget  need  not 
be  large.  In  fact,  the  most  successful  departments 
of  which  I am  aware  have  what  might  be  de- 
scribed as  trivial  appropriations  in  comparison 
to  total  budgets  of  their  truncal  institutions. 
While  a basic  financial  commitment  is  of  enorm- 
ous importance,  the  need  for  a department  to  be 
enterprising  in  order  to  be  self-supporting  is  a 
major  motivation  towards  success.  The  effective 
departments  depend  largely  on  fees  paid  by 
enrollees.  In  my  state  the  physicians,  through 
their  official  representatives,  have  indicated  a 
desire  to  support  their  own  continuing  educa- 
tion, and  I doubt  that  such  self-reliance  is  a 
characteristic  limited  to  physicians  inhabiting 
the  Great  Plains. 

In  addition  to  fee  income,  an  important  seg- 
ment of  financial  support  can  be  derived  from 
the  voluntary  health  agencies.  These  organiza- 
tions, when  the  universities  face  up  to  their 
obligations,  are  bound  to  recognize  that  they 
get  the  greatest  return  for  their  professional  edu- 
cation dollar  when  it  is  put  to  work  through  a 


medical  school’s  department  of  continuing  edu- 
cation. Some  of  the  money  derived  from  these 
grants  can  be  used  to  fortify  physician  educa- 
tion courses  and  to  support  courses  of  special 
public  importance  that  will  not  be  able  to  pay 
their  own  way  in  fee  income.  These  grants  will 
also  help  to  support  programs  for  other  pro- 
fessionals in  the  health  associated  sciences  who, 
being  less  affluent  than  physicians,  are  unable 
to  afford  the  time  away  from  work  and  the  fees 
necessary  to  support  the  postgraduate  programs 
they  need. 

Other  avenues  of  public  support  can,  and 
should  be,  sought  by  the  continuing  education 
department  and  these  include  many  public  and 
quasi-public  organizations.  Departments  of 
health,  public  rehabilitation  agencies,  welfare 
departments,  and  even  the  federal  government, 
through  its  new  Regional  Program,  can  prob- 
ably make  significant  contributions  toward  con- 
tinuing medical  education  when  done  through 
appropriate  channels. 

Private  sources  of  support,  though  few,  should 
not  be  ignored,  but  there  are  dangers  inherent 
in  accepting  funds  from  commercial  interests— 
particularly  the  pharmaceutical  manufacturers. 
Acceptance  of  such  monies  puts  physicians  in  the 
debt  of  commercial  interests,  and  is  bound  to 
lead  to  at  least  the  suspicion  of  practices  that  are 
not  in  the  public  interest.  This  can  only  lead 
to  loss  of  public  confidence  and  a greater  impo- 
sition of  control  through  governmental  agencies. 
This  has  been  adequately  documented  elsewhere. 

summary 

The  tremendous  growth  of  medical  knowledge 
lends  increasing  importance  to  the  area  of  con- 
tinuing education  for  all  types  of  persons  in- 
-volved  in  the  health-associated  professions.  It 
is  no  longer  enough  to  educate  these  profession- 
als to  enter  their  professions;  we  must  make  it 
possible  for  them  to  keep  up  to  date.  Many 
organizations  have  a role  to  play  in  this  func- 
tion, but  the  responsibility^  undeniably  falls  to 
the  university'  to  provide  the  major  impetus  in 
this  direction  and  to  provide  the  leadership  in 
the  basic  planning  and  implementation.  The 
universities  are  therefore  under  an  obligation  to 
explore  all  possible  means  for  developing  true 
working  partnerships  with  all  other  groups  and 
organizations  interested  in  health  care.  Local 
conditions  will  determine  the  most  effective  ways 
to  accomplish  improvement  in  continuing  educa- 
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tion,  but  the  professional  medical  educators— 
the  university  faculties— have  a responsibility 
for  assisting  this  endeavor  at  all  levels  and  for 
directly  producing  the  more  intensive  and  organ- 
ized types  of  programs.  They  should  as  well 
stimulate  the  less  formal  ones  and  the  more  indi- 
vidual pursuits. 

Medical  education  in  this  modern  day  simply 
cannot  be  closed  off  into  rigid  compartments 
(undergraduate,  graduate,  postgraduate,  and 
continuation)  but  must  be  recognized  as  a con- 


abstracto 

La  universidad  debe  ser  el  punto  central,  pero 
no  el  unico  lugar,  en  el  cual  todos  los  elementos 
interesados  en  el  cuidado  de  la  salud  puedan 
reunirse  para  crear  mejores  planes  para  la  con- 
tinuacion  de  la  educacion  medica.  En  las  uni- 
versidades  reside  las  potencialidades  para  desar- 
rollar  centros  informativos  de  la  ciencia  de 
salubridad,  que  combine  los  muchos  elementos 


tinuum  of  learning  throughout  the  lifetime  of  the 
health  professional.  The  university  must  recog- 
nize its  responsibility  throughout  this  entire 
spectrum  and  abandon  its  position  of  isolation, 
in  its  tower  of  learning  and  creativity,  to  become 
intimately  involved  in  the  day-to-day  health 
problems  of  the  public  in  its  area  of  responsi- 
bility—this  in  an  active  partnership  with  organ- 
ized medicine  and  all  others  interested  in  health 
care  for  the  nation.  ■ 

University  of  Kansas  Medical  Center  (66103) 


necesarios  para  una  solucion  imaginativa  de  los 
problemas  del  mahana  en  la  continuacion  edn- 
cativa.  Elios  primero  deben  comprometerse  a 
entrar  en  este  campo  y despues  implementor 
el  programa  con  ajustamientos  relativamente 
menores  del  presupuesto.  Es  absolutamente  im- 
perativo  el  reconocimiento  de  parte  del  cuerpo 
docente  de  sus  responsabilidades  hacia  los 
medicos  y al  publico. 


SOCIALISM  BY  SEDUCTION 


Americanizing  the  ideas 

Although  socialism  as  a political  movement  for  all  practical  purposes  has 
ceased  to  exist,  socialist  proposals  and  ideas,  from  the  time  of  the  New  Deal,  have 
been  taken  over  and  put  into  effect  by  politicians  of  other  parties.  On  many  counts 
there  is  little  difference  today  between  European  socialists,  who  have  become  more 
modrate  because  of  the  secession  of  the  communists,  and  the  stronger  American 
advocates  of  government  intervention  and  expanding  social  legislation.  A prominent 
German  Social  Democrat  once  told  the  writer  that  his  party  was  in  substantial  agreement 
with  the  “New  Deal”  and  “New  Frontier”  Democrats,  and  the  “Great  Society”  is  the 
sort  of  blueprint  for  heightened  government  spending  for  supposed  welfare  aims  that 
might  be  expected  to  win  the  hearty  endorsement  of  a British  or  continental  socialist. 

Benevolent  intervention 

An  important  element  in  the  process  of  seduction  is  repeated  affirmation  by 
the  highest  government  officials  of  devotion  to  the  principles  of  free  enterprise. 
Then  comes  the  alluring  suggestion  that  government  wants  and  intends  to  be  a benevo- 
lent partner  of  business.  By  this  time  resistance  in  the  business  community  has  been 
softened  to  a point  where  government  bureaucrats,  with  little  objection,  take  over 
some  of  the  most  important  functions  of  the  free  market,  such  as  the  level  of  prices 
and  the  direction  of  investment. Price  control  and  directed  investment  would  have  an 
ominous  warning  sound.  So  such  expressions  as  government  guidelines  and  voluntary 
restraints  are  preferred. 

William  Henry  Chamberlin  in  The  Freeman  (June)  1966 
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Continuing  Medical  Education  in  Kansas 

JESSE  D.  RISIN  G , M.D.,  Kansas  City,  Kansas 


The  Kansas  program,  established  in  1911,  has  grown  from  physician  en- 
rollment of  500  to  more  than  4,000,  including  registrants  from  every  state  in 
the  union  and  from  several  foreign  countries.  It  is  based  on  the  philosophy  that 
medical  education  is  a life-long  process  and  it  provides  the  facilities,  faculty, 
and  curriculum  for  the  necessary  continuing  medical  education.  The  Department 
of  Post  Graduate  Medical  Education  of  the  University  of  Kansas  School  of 
Medicine  provides  circuit  courses,  presented  at  strategic  points  throughout  the 
state,  and  varied  types  of  programs  on  campus.  Working  with  a Joint  Com- 
mittee on  which  sit  members  from  the  University,  and  the  Kansas  Medical 
Society,  the  Department  provides  service  to  practitioners  in  isolated  areas  as 
well  as  to  urban  specialists.  Intensive  instruction  is  given  to  individuals  in  small 
groups  in  the  Clinical  Traineeship  program. 


Fifty-five  years  ago,  the  University  of  Kansas 
School  of  Medicine  made  its  first  tentative  efforts 
in  continuing  medical  education  and,  with  the 
exception  of  the  years  1922  and  1926,  the  school 
has  offered  some  type  of  postgraduate  course 
each  year  since.  With  the  establishment  of  a 
Department  of  Postgraduate  Medical  Education 
in  1945,  this  effort  became  intensive,  continuous, 
and  coordinated.  This  intensified  effort  was  the 
result  of  a cooperative  endeavor  of  the  School 
of  Medicine,  the  Kansas  Medical  Society,  and 
the  State  Board  of  Health.  At  that  time  a 
partnership  was  developed  that  has  flourished 
through  the  years  and  has  been  a major  source 
of  strength. 

From  its  inception,  a significant  effort  of  the 
Department  has  been  an  intensive  off-campus 
course  of  a circuit  type  for  physicians  in  the 
state.  This  has  taken  innumerable  faculty  mem- 
bers out  into  the  field  not  only  to  teach  prac- 
ticing physicians  about  the  new  things  in 
medicine  but  to  learn  from  them  about  the 
practical  aspects  of  the  science  and  the  art.  It 
has  served  to  keep  the  “town”  and  the  “gown” 
in  close  contact  with  one  another  and  in  con- 
tinuous dialogue  about  problems  of  mutual 


Presented  at  the  Conference  on  Continuing  Medical 
Education,  “Challenge  of  Our  Time’’  sponsored  by  the 
Oregon  Medical  Association  and  held  at  Good  Samaritan 
Hospital.  Portland.  Oregon,  April  1.  1966. 


Dr.  Rising  is  Chairman,  Department  of  Postgraduate 
Medical  Education,  University  of  Kansas  School  of  Medi- 
cine, Kansas  City,  Kansas. 


interest.  Today  the  Kansas  Circuit  Course  repre- 
sents only  a small  part  of  the  school’s  continuing 
medical  education  program,  but  it  still  retains 
its  place  of  significance  as  a meeting  ground  be- 
tween the  academicians  and  practitioners. 

From  very  small  beginnings  with  only  about 
500  physician  enrollments  (largely  in  Kansas)  in 
1946,  the  Kansas  program  has  expanded  so  that 
it  now  counts  over  4,000  physician  enrollments 
annually  (representing  over  3,000  individual  phy- 
sicians) from  all  states  in  the  union  and  from 
several  foreign  countries.  This  has  been  true  for 
several  years.  In  the  past  year,  nearly  half  the 
physicians  in  the  state  have  enrolled  in  at  least 
one  postgraduate  course  with  our  school,  and 
during  a three-year  period  (the  period  desig- 
nated by  the  American  Academy  of  General 
Practice)  approximately  two-thirds  of  our  phy- 
sicians have  taken  work  with  us. 

It  is  significant  that,  in  addition  to  the  phy- 
sician enrollment,  we  have  in  recent  year  aver- 
aged an  enrollment  of  two  thousand  non- 
physicians. It  is  our  conviction  that  medical 
schools  have  an  obligation  to  other  members  of 
the  health  team  and  to  the  lay  public  in  the 
field  of  continuing  education  for  health. 

objectives 

One  might  simply  state  that  the  objective  of 
the  department  is  to  imbue  physicians  and  others 
in  the  health-associated  professions  with  the 
philosophy  that  medical  education  is  a lifelong 
process  and  to  provide  the  facilities,  faculty,  and 


940 

Northwest  Medicine,  November  1966 


curriculum  for  such  continuing  education.  This 
simplified  view,  in  the  light  of  the  challenge  of 
our  times,  requires  considerable  expansion  and 
this  expansion  is  largely  into  an  uncharted  land. 
One  of  our  obligations  for  the  future  is  to  con- 
duct, or  collaborate  in,  research  designed  to 
explore  the  health  needs  of  the  public  and  better 
methods  for  supplying  these  needs.  This  must 
he  done  before  we  can  embark  upon  the  cor- 
rolary  objective  of  studying  methods  of  learning 
and  the  experimentation  with  educational  meth- 
ods that  this  implies. 

Much  thought  has  been  given  to  the  evalua- 
tion of  educational  programs,  but  such  evalua- 
tion, if  it  is  to  be  truly  significant,  must  take 
into  account  the  needs  of  the  public,  the  types 
of  health  personnel  to  meet  these  needs,  and  the 
educational  requirements  of  these  health  per- 
sonnel. Because  a basic  objective  of  continuing 
education  must  always  be  to  improve  the  service 
that  our  profession  gives  to  the  public  and  to 
provide  intellectual  stimulation  to  the  physicians, 
we  can  no  longer  be  satisfied  with  “refresher 
courses”  for  general  practitioners.  We  must  now 
plan  our  programs  to  meet  the  needs  of  every 
physician,  regardless  of  his  field  of  practice,  by 
offering  postgraduate  courses  of  the  highest 
quality. 

One  of  the  major  problems  facing  medicine 
today  is  the  provision  of  health  care  for  sparsely 
populated  and  geographically  isolated  areas. 
Since  we  must  give  thought  to  the  health  care 
of  people  everywhere,  we  must  recognize  the 
fact  that  most  physicians  will  eschew  small  town 
practice  because  they  cannot  afford  to  be  iso- 
lated from  their  colleagues  or  to  be  put  into  a 
position  where  it  is  difficult  for  them  to  con- 
tinue their  education.  One  means  by  which  we 
have  attempted  to  help  with  solution  of  this 
problem  is  to  make  available  to  physicians  in 
isolated  areas  the  kind  of  continuous  education 
they  desire  and  need,  through  our  off-campus 
programs,  the  Kansas  Circuit  Courses,  and  the 
home  study  courses. 

organization 

The  basic  organization  of  the  Department  of 
Postgraduate  Medical  Education  at  Kansas  is 
an  expansion  of  the  one  mentioned  in  my  pre- 
ceding paper.  This,  in  order  to  be  responsive  to 
the  needs  of  the  state,  is  fortified  with  a Joint 
Advisory  Committee  on  Postgraduate  Medical 
Education  that  is  made  up  of  representatives  of 


organized  medicine  and  the  School  of  Medi- 
cine. The  committee  is  composed  of  a group  of 
devoted  and  thoughtful  individuals  who  have, 
throughout  the  period  of  the  department’s 
growth,  been  helpful  in  guiding  its  program. 
The  committee’s  advice  has  been  of  exceptional 
value,  and  it  has  provided  a link  between  the 
University  and  others  throughout  our  state  who 
are  interested  in  health  care.  It  is  a working 
committee  that  annually  spends  one  full  day 
in  session  discussing  the  activities  and  problems 
of  the  department,  and  developing,  in  broad 
outline,  policies  for  the  future.  This  joint  com- 
mittee has  been  a significant  instrument  for  de- 
veloping the  active  partnership  of  practicing 
and  academic  physicians  in  the  region,  and  has 
been  instrumental  in  maintaining  this  partner- 
ship on  a working  basis. 

Table  1 

Title  of  Course 
SYMPOSIA 

Infectious  Diseases 

School  Health:  Schools,  Sex,  and  Society 
A.  Morris  Ginsberg  Memorial 
Seminar:  Hematology 

(Menorah  Medical  Center,  Kansas  City,  Mo.) 

Internal  Medicine 

M.D.  Day  (University  of  Missouri  Medical  Center,  Columbia,  Mo.) 
Medicine  and  The  Law:  The  New  Coroner's  Law 
Gynecology  and  Obstetrics 
Medical-Surgical  Clinical  Symposia: 

Fractures  and  Orthopedics 

Medical  Problems  in  Surgical  Patients 

Office  Psychiatry 

Endocrinology  and  Metabolism 

Gastroenterology 

Radiology  and  Radioactive  Isotopes 

Pediatrics 

Surgery 

Ophthalmology 

Cardiac  Auscultation 

Otorhinolaryngology 

Neurology  Seminar — Fort  Scott,  Kan. 

Neurology  Seminar — Salina,  Kan. 

INTERMITTENT  COURSES 
General  Medicine  and  Surgery— St.  Joseph,  Mo. 

General  Medicine  and  Surgery— Chanute,  Kan. 

Kansas  Circuit  Course 

CORRESPONDENCE  COURSES 
Interpretation  of  Electrocardiograms 
Hematology— Basic  Course 
Hematology — Advanced  Course 

SPECIAL  TECHNICS  COURSES 
Radiological  Physics 
Histochemistry 

ALLIED  HEALTH  COURSES 

Voice  Disorders 

Immediate  Care  of  The  Sick  and  Injured 
Clinical  Review  in  General  Nursing  Care 
X-Ray  Technology 

Introduction  to  Pharmacology  for  Licensed  Practical  Nurses 
The  Nurse's  Role  in  Screening  of  Communication  Problems 
Maternal  and  Infant  Health 
Hearing  and  Speech 
Nursing  in  Emotional  Crises 
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course  offerings  and  teaching  methods 

In  the  academic  year  1964-65,  twenty-eight 
programs  were  offered  for  physicians  and  nine 
for  other  health  personnel.  This  does  not  include 
the  Clinical  Traineeships.  Table  1 lists  the 
courses  that  were  offered  during  the  past  aca- 
demic year. 

Postgraduate  courses  for  physicians  continue 
to  constitute  the  bulk  of  our  offerings  and  physi- 
cian enrollments  for  the  past  year  totaled  4,274. 
Programs  by  the  Departments  of  Nursing  Edu- 
cation, Nursing  Service,  and  Clinical  Labora- 
tories continued  to  present  major  offerings  that 
served  approximately  2,000  persons  in  these 
allied  health  fields. 

The  most  intensive  programs  and,  therefore, 
in  many  ways  the  most  attractive  as  education 
exercises,  are  the  Clinical  Traineeships  that  are 
offered  in  fourteen  clinical  areas  for  physicians 
and  in  several  areas  for  health-associated  scien- 
tists. These  have  been  extremely  effective  in 
offering  intensive,  personalized,  participative 
programs  for  enrollees.  In  this  type  of  program 
the  numbers  served  are  understandably  small, 
but  the  returns  for  the  individual  trainee  are 
doubtless  greater  than  in  the  case  of  the  short 
courses  with  large  enrollments.  It  is  our  con- 
viction that  Clinical  Traineeships  will  occupy 
an  increasingly  important  place  in  continuing 
education,  particularly  considering  the  poten- 
tialities of  the  Regional  Medical  Programs  (Pub- 
lic Law  89-239). 

The  majority  of  enrollments  at  Kansas  have, 
of  course,  been  in  short  courses  (“Symposia”), 
and  we  have  no  doubt  that  these  have  served 
the  profession  well.  Since  this  type  of  program 
is  fairly  well  understood  and  commonly  pre- 
sented there  is  little  to  be  gained  from  elaborat- 
ing further  in  this  direction. 

Each  year  six  Circuit  Course  programs  com- 
prising 30  hours  of  instruction  are  put  on  in  each 
of  eight  towns  strategically  located  throughout 
the  state.  Each  of  these  programs  is  put  on  by  a 
team  of  four  medical  school  teachers  and  is 
interdisciplinary.  A diversity  of  teaching  methods 
is  used. 

Some  types  of  subjects  lend  themselves  espe- 
cially well  to  home  study  or  correspondence 
courses.  Our  school  has  never  desired  to  be 
known  as  a correspondence  school,  but  there 
are  certain  objectives  that  can  be  better  attained 
through  correspondence  courses  than  in  any 
other  way.  After  twelve  years  our  home  study 


program  in  electrocardiography  has  demon- 
strated its  popularity  and  effectiveness,  and  we 
have  offered  other  highly  visual  ty  pes  of  instruc- 
tion in  this  manner  with  good  acceptance,  name- 
ly hematology  and  radiology. 

scope  and  acceptance 

Symposium  courses  in  twenty-two  subjects 
were  offered  for  physicians  in  the  past  year  and 
seventeen  of  symposia  for  allied  health  personnel 
were  presented.  The  enrollment  figures  are 
shown  in  Table  2. 


Table  2 


rollments  in  Postgraduate  Courses 

1961-65 

Physicians 

4.274 

Doctors  of  Philosophy 

30 

Technologists 

95* 

Nurses 

848 

Others 

772 

•Major  offerings  are  on  alternate  years. 

In  the  current  year  1965-66  we  have  already  enrolled 
529  medical  technologists. 

An  analysis  of  our  enrollments  has  indicated 
that  distance  from  the  medical  center  has  not 
been  an  important  deterrent  factor  relative  to 
physicians’  continuing  medical  education.  Doubt- 
lessly, this  is  partly  by  virtue  of  the  advantages 
offered  by  the  Circuit  Course.  Contrary  to  what 
one  might  expect,  physicians  in  solo  practice 
and  those  in  small  towns  take  significantly  more 
postgraduate  work  than  their  colleagues  in  larger 
cities  who  have  partners  and  associates  to  help 
them  take  care  of  their  patients,  during  their 
absence,  to  attend  postgraduate  courses. 

research  and  evaluation 

It  is  our  conviction  that  it  has  been  well  worth 
the  expenditure  of  significant  time  and  effort  to 
analyze  all  phases  of  our  operation  annually  and 
to  experiment  in  means  of  improving  the  teach- 
ing value  of  our  program.  Despite  the  nation- 
wide interest  in  continuing  medical  education, 
no  group,  as  yet,  has  been  able  to  develop  a 
significant  body  of  data  concerning  the  effective- 
ness of  the  various  types  of  programs.  We  have 
nevertheless  felt  impelled  to  gather  and  analyze 
all  data  available  to  us  in  an  effort  to  evaluate 
our  program.  The  department  is  currently  in- 
volved in  a cooperative  effort  with  behavioral 
scientists  in  an  attempt  to  develop  research 
methods  that  will  permit  us  to  define  with  some 
precision  the  health  needs  of  the  people  in  our 
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An 

antispasmodic 

that 

antagonizes. 


How  TREST’ 

(METHIXENE  HYDROCHLORIDE) 

works. 


parasympathetic  nerve 

TREST  (methixene  hydrochloride) 
directly  antagonizes  the 
parasympathetic  nervous  system. 

TREST  (methixene  hydrochloride) 
blocks  the  action  of  acetylcholine 
formed  at  the  synapses  and  visceral 
parasympathetic  nerve  endings. 

Therefore,  nerve  impulses  are 
prevented  from  reaching  the  smooth 
muscle  layer. 


TREST  (METHIXENE  HYDROCHLORIDE) 

relieves  gastrointestinal 
spasm,  hyperactivity 
and  associated  pain 
in: 


Gastritis 


Gastric  Ulce 


Spastic  Colon 


Duodenal  Ulcer 
Duodenitis 


Gastroenteritis 


Put  the  gut  to  rest 
with  your  prescription  for 

TREST® 

(METHIXENE  HYDROCHLORIDE) 


Evidence 
that  TREST’ 

(METHIXENE  HYDROCHLORIDE) 

works. 


EFFECTIVENESS  AND  SAFETY 


t.i.d.  dosage  in  milligrams 


Img. 


symptomatic  relief 


2 mg. 


upper  recommended  clinical  dose/greater 
pharmacologic  activity  and  symptomatic 
relief/side  effects  uncommon 


10  mg. 


Studies  with  372  subjects  revealed  no  adverse  effect 
upon  vital  organs  when  dosage  was  increased  10 
times  the  normally  effective  dose  of  1 mg.  t.i.d. 
for  periods  up  to  2 V2  years  of  continued  administration. 


LACK  OF  SIDE  EFFECTS 


22 


z> 

z 


Following  single  doses  of  1 mg.  of  Trest  (methixene 
hydrochloride),  none  of  the  subjects  noted  blurred 
vision,  nor  was  dryness  of  the  mouth  recorded. 

When  the  dose  was  increased  to  2 mg.,  the  blurred 
vision  was  noted  by  one  of  22  subjects. 

Only  2 of  22  subjects  noted  dry  mouth  and  blurring 
of  vision  even  when  doses  of  5 mg.  were  given. 


Blurred  Vision 


Dry  Mouth 


1 mg.  2 mg.  3 mg.  4 mg.  5 mg. 


Conclusion  Typical  atropine-like  side  effects  are  not  expected 
when  Trest  is  used  1 mg.  t.i.d.  These  effects  are  uncommon 
when  the  dosage  is  increased  to  2 mg.  t.i.d. 


"A  highly  satisfactory  symptomatic  response  was  obtained  in  20  of  the 
23  patients  who  took  1 mg.  of  methixene  hydrochloride  (Trest)  by  mouth  three 
times  daily.  No  side  effects  occurred  at  this  dosage  during  administration  of 
the  medication  itself. 

"Methixene  hydrochloride  (Trest)  provides  highly  gratifying  sympto- 
matic relief  in  a variety  of  conditions  associated  with  gastrointestinal  motility 
without  producing  the  usual  atropine-like  side  effects  and  without  requiring 

concurrent  barbiturate  sedation."  — Martins,  J.  K.: 

Clin.  Med.  72:1313-1316 
(Aug.)  1965. 

"...  in  a series  of  47  patients  suffering  from  various  types  of  functional 
bowel  distress.  The  superiority  of  this  drug  (Trest)  in  dosage  of  1.0  mg.  three 
times  daily  by  mouth  over  the  placebo  is  statistically  significant.  At  that  dosage 

level,  side  effects  were  not  observed."  — Hufford,  a.  r.: 

Clin.  Med.  72:1151-1155 
(July)  1965. 


WASHINGTON 


Washington  State  Medical  Association—  1800  Terry  Avenue,  Seattle,  Washington  98101 

president  Lucius  D.  Hill,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  10-13,  1967,  Seattle 


REPORT  OF  THE  HOUSE  OF  DELEGATES 

Washington  State  Medical  Association 

Spokane,  1966 


Report  of  Finance  Committee 

Your  Finance  Committee  has  examined  the  reports 
of  John  F.  Forbes  and  Company,  Certified  Public 
Accountants,  for  the  year  1965  and  for  each  month 
of  1966  to  date,  and  finds  them  in  good  order. 

In  compliance  with  the  Constitution  and  By-Laws, 
your  committee  prepared  the  annual  budget  for  the 
Association  jointly  with  the  Executive  Committee, 
and  after  detailed  discussions  and  revisions,  the 
budget  was  approved  by  the  Board  of  Trustees  on 
January  23,  1966. 

Your  committee’s  report  to  this  House  a year 
ago,  and  discussions  at  the  Board  of  Trustees’ 
budget  meeting  last  January,  provided  a forecast 
of  the  need  for  a substantial  increase  in  dues 
effective  January,  1967. 

It  is  the  opinion  of  your  committee  that  funds  are 
being  expended  prudently  and  in  a manner  consistent 
with  the  annual  budget  which  was  approved  by 
the  Board  of  Trustees  as  provided  for  in  the  Con- 
stitution and  By-Laws.  However,  your  decision  on 
policy  at  this  meeting  will  call  for  some  revision  of 
the  current  budget  covering  the  last  quarter  of  1966. 

Your  Finance  Committee  reported  last  year  on 


the  efficient  and  economical  operation  of  our  central 
office  and  on  the  efficiency  and  effectiveness  of  our 
staff.  This  performance  has  continued  during  the 
current  year.  We  also  reported  last  year  how  changes 
taking  place  in  the  medical  care  field  are  causing 
increased  demands  for  staff  services  as  our  mem- 
bers, committees,  and  officers  anticipate  and  respond 
to  these  developments. 

Our  current  financial  status  is  exactly  as  pre- 
dicted in  your  committee’s  report  to  this  House  a 
year  ago,  and  during  the  past  several  years.  We 
now  face  a major  policy  decision  regarding  the 
directions  this  House  of  Delegates  wants  your 
Association  to  take. 

four-pronged  program 

Our  Association’s  current  activities,  and  events 
taking  place  outside  the  Association,  have  brought 
about  a four-pronged  program  which  has  been  out- 
lined for  every  member  in  a recent  newsletter. 
(I  refer  to  the  blue-colored  outline  in  your  Sup- 
plement which  labels  the  four  parts  of  the  program 
as:  regular  activities— public  service— government  re- 
lations—and  foundation  for  facts.)  It  is  most  im- 
portant to  point  out  that  the  four  parts  of  this 
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program  are  inter-dependent  and  mutually  support- 
ive towards  goals  that  your  Board  of  Trustees 
anticipates  will  meet  the  approval  of  the  member- 
ship. The  budget  for  the  current  year  is  based  on 
the  opinion  of  the  Board  of  Trustees  that  this  four- 
part  program  is  necessary  in  the  changing  environ- 
ment in  which  we  practice.  It  is  significant  that  the 
approved  budget  for  the  current  year  anticipated 
a deficit  of  $18,530. 

Your  Finance  Committee  wishes  to  stress  that  this 
deficit  has  permitted  your  Association  to  proceed 
on  the  beginning  of  the  integrated  four-pronged 
program.  However,  your  committee  also  wishes  to 
strongly  emphasize  that  an  increase  in  annual  dues 
of  $35  per  year  is  essential  to  placing  the  program 
into  full  operation.  A vote  for  no  dues  increase  or 
for  only  a nominal  increase  will  necessarily  have  to 
be  interpreted  as  a desire  on  the  part  of  this  House 
to  confine  association  activities  to  that  part  of  the 
program  described  as  “regular  activities”,  with  legis- 
lative and  government  relations  efforts  being  re- 
stricted principally  to  purely  defensive  and  negative 
positions.  If  this  seems  like  a strong  and  uncompro- 
mising statement,  it  is  the  financial  and  policy 
situation  that  makes  it  so. 

dues  increase 

As  we  mentioned  above,  each  of  the  prongs  of 
the  four-point  program  are  inter-dependent  and 
mutually  supportive  towards  the  goal  of  placing 
the  practice  of  medicine,  and  doctors  as  such,  in  a 
strong  position  in  sharing  leadership  in  the  changes 
taking  place  in  the  health  field.  If  this  House  decides 
to  take  this  direction,  it  is  the  considered  opinion 
of  your  Finance  Committee  that  we  cannot  do  so 
for  less  than  the  $35  increase— for  reasons  that  will 
become  apparent  to  anyone  who  studies  the  actual 
costs  involved. 

Your  committee  believes  it  can  construct  a bal- 
anced budget,  with  small  but  adequate  reserves,  to 
provide  for  the  successful  operation  of  each  of  the 
four  prongs  of  the  program,  but  only  if  a $35  annual 
increase  is  approved.  We  also  feel  that  the  four-part 
program— particularly  the  Foundation— will  eliminate 
the  need  for  future  dues  increases,  except  for  possi- 
ble nominal  increases  to  keep  abreast  of  any  general 
inflation. 

On  the  other  hand,  your  Finance  Committee  feels 
it  can  construct  a balanced  budget  without  an 
increase  in  current  dues,  but  only  if  we  carry  on 
“regular  activities”  and  legislative  programs  of  a 
defensive  and  isolated  type.  Such  a budget  would 
see  the  elimination  of  most  public  service  and 
government  relations  and  consultative  activities; 
and  the  elimination  of  all  activities  of  the  Founda- 
tion type. 


It  appears  to  us  that  it  is  up  to  this  House  to 
make  the  decision.  There  are  no  vested  interests 
involved  here.  Our  officers,  trustees,  committeemen 
and  staff  are  dedicated.  They  look  to  you  for 
guidance,  and  for  your  active  support  among  your 
colleagues  for  whatever  decision  you  reach. 

SPECIAL  REPORTS  OF  THE  BOARD  OF  TRUSTEES 
report  of  the  ad  hoc  committee  on  a foundation 

The  committee  believes  that  establishment  of  a 
Foundation  by  the  Washington  State  Medical  As- 
sociation presupposes  acceptance  of  a position  by 
Washington  physicians. 

It  seems  inevitable  that  major  additional  changes 
are  to  continue  in  medicine,  in  both  scientific  and 
socio-economic  areas.  The  direction  these  take  will 
be  influenced  by  many  forces. 

In  past  years,  the  force  of  medicine  had  been 
sufficiently  strong  to  cancel  that  of  other  groups 
and  the  socio-economic  revolution  that  continually 
threatened  was  put  down.  During  the  past  two 
years,  the  relative  influence  of  these  other  forces 
greatly  increased  and  there  appeared  to  be  a rapidly 
strengthening  acceptance  of  social  change.  As  this 
shift  in  thinking  took  place,  the  image  of  the 
physicians,  when  acting  as  a group  to  recommend 
policy,  suffered  serious  loss  in  confidence  and  re- 
spect. Sweeping  legislation  was  passed  reflecting 
this  new  attitude  and,  by  subjecting  physicians  to 
many  additional  controls,  placed  medicine  in  an 
even  less  influential  position. 

It  is  from  this  considerably  depreciated  posture 
that  organized  medicine,  and  the  WSMA  as  a unit 
thereof,  must  judge  the  desirability  of  the  Founda- 
tion. 

Organized  medicine  has  two  avenues  open  to 
future  policy.  It  may  believe  that  this  kind  of 
social  change  in  inevitable  and  that  those  groups 
presently  espousing  this  philosophy  have  so  clearly 
and  irrevocably  captured  the  sense  of  the  people 
that  further  effort  is  useless.  The  Foundation  then 
would  be  ineffective.  The  second  avenue  accepts 
the  past  grudgingly,  views  the  present  as  a time  for 
rebuilding,  and  looks  to  the  future  with  determina- 
tion and  cautious  optimism. 

Finally,  apart  from  the  broad  areas  of  legislation, 
policy  decisions  and  philosophic  principles,  there 
exists  the  question  of  medicine’s  direct  responsibility 
to  the  public.  That  we  have  already  accepted  this 
responsibility  is  evidenced  by  WSMA’s  several  recent 
public  service  projects  relating  to  quackery,  sexual 
psychopaths,  adoptions  and  school  health. 

The  Foundation  study  group  committee  met  on 
April  3,  1966,  and  the  following  agenda  items 
were  discussed:  (1)  areas  of  responsibility  of  Foun- 
dation—what  can  it  accomplish;  (2)  is  the  Founda- 
tion concept  desirable,  necessary,  or  practical;  (3) 
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if  accepted,  what  would  be  the  structure  of  organ- 
ization (corporation,  association,  other  officers,  gov- 
erning body)  and  the  constitution  of  work  force 
(executive,  committee  members);  (4)  financing; 
(5)  when  to  start  Foundation  effort  if  accepted. 

The  discussion  provided  the  following  consensus 
among  the  study  group  committee  members: 

The  purpose  of  the  Foundation  would  be  to  pro- 
vide the  physicians  of  the  State  of  Washington  with 
a research  arm  to  sponsor  and  perform  studies  in 
the  fields  of  medicine,  public  health,  health  educa- 
tion and  health  statistics.  For  example:  There  is  a 
constantly  increasing  number  of  studies  being  con- 
ducted under  private  and  government  auspices  in 
the  fields  of: 

1.  physician  ratio  to  population; 

2.  evaluation  of  efficacy  of  patterns  of  medical 
and  hospital  practice; 

3.  comparative  methods  of  remuneration  to 
physicians; 

4.  training  programs  in  administrative  medicine 
for  physicians  in  private  practice; 

5.  studies  by  obstetricians  and  pediatricians  of 
perinatal  cases  and  the  care  received  in 
such  cases  among  hospitals  in  the  state; 

6.  evaluation  of  the  extent  and  degree  to  which 
the  so-called  “DeBakey  Gap”  exists  between 
new  medical  knowledge  and  techniques,  and 
patient  care  as  rendered  in  the  communities 
of  the  state. 

Another  stated  purpose  of  the  Foundation  would 
be  to  support  medical  education  and  the  medical 
schools  through  the  media  of,  but  not  confined  to, 
grants  and  scholarships  for  the  purpose  of  improving 
and  developing  both  the  quality,  quantity,  and 
availability  of  medical  education  and  for  the  purpose 
of  improving  and  developing  the  capabilities  of  those 
individuals  studying,  teaching,  and  practicing  medi- 
cine and  to  engage  in  the  instruction  of  the  gen- 
eral public  in  the  area  of  medical  science  and 
related  areas  useful  to  the  individual  and  beneficial 
to  the  community. 

The  Foundation  would  engage  in  and  carry  out 
research  studies  projects  in  the  public  interest  in  the 
fields  of  medical  economics,  public  health,  sociology, 
and  related  areas.  Medical  research,  per  se,  would 
not  be  conducted  by  the  Foundation.  These,  and 
similar  studies,  are  being  conducted  and  apparently 
will  grow  in  number  in  the  future.  These  efforts  are 
now  almost  exclusively  under  the  direction  of  govern- 
ment agencies,  labor  unions,  hospital  study  groups, 
and  universities.  The  proposed  Foundation  would 
eventually  provide  private  practitioners  in  this 
state  with  and  arm  to  conduct  such  studies  from 
the  vantage  point  of  medicine  as  it  actually  is 
practiced  in  our  communities.  Thus,  we  would  have 
authoritative  and  realistic  professional  studies  to  help 
in  developing  realistic  solutions  to  existing  problems. 


Similar  Foundations  are  in  operation  under  the 
direction  of  the  Medical  Society  of  the  State  of  New 
York,  the  State  Medical  Society  of  Wisconsin,  and 
the  Idaho  and  California  Medical  Associations. 

The  favorable  experience  of  these  other  State 
Medical  Associations’  Foundations  leaves  little  ques- 
tion that  the  concept  is  practical.  Discussion  demon- 
strated the  obvious  potential  benefit  to  physicians,  to 
other  health-oriented  areas  and  to  the  general  public. 
At  this  point,  review  of  our  original  position  left  no 
doubt  that  the  position  of  the  WSMA  should  be 
positive,  imaginative  and  aggressive. 

Therefore,  it  is  the  judgment  of  the  study  group 
that  a Foundation  is  desirable,  necessary  and  practi- 
cal, and  that  a Foundation  should  be  organized  in 
this  state.  In  accordance  with  this  judgment  and 
consistent  with  the  experience  of  other  State  Medical 
Associations,  your  study  group  recommends  the 
following  work  be  undertaken,  and  that  the  product 
be  presented  to  the  House  of  Delegates  in  September 
and  referred  to  a Special  Reference  Committee: 

1.  That  articles  of  incorporation  and  By-Laws  be 
drawn  in  the  manner  necessary  to  receiving  Internal 
Revenue  Service  approval  for  the  Foundation’s  tax- 
exempt  status  and  a specific  ruling  that  contribu- 
tions to  the  Foundation  are  tax  exempt; 

2.  That  the  membership  of  the  Foundation  be 
restricted  to  the  members  of  the  WSMA  Board 
of  Trustees; 

3.  That  the  Foundation  be  directed  by  a Board  of 
Directors  of  seven  directors,  and  four  directors  shall 
constitute  a quorum.  Directors  shall  be  elected  by 
the  Foundation  membership.  Directors  may  be 
members  of  the  Foundation; 

4.  The  Board  of  Directors,  by  affirmative  vote  of 
two-thirds  of  all  of  the  Directors,  may  delegate  to 
any  committee  of  not  less  than  two,  the  members 
of  which  need  not  be  directors  but  must  be  members, 
any  specific  portion  or  part  of  the  corporate  powers 
of  this  Corporation; 

5.  Inclusion  of  any  and  all  By-Law  provisions 
deemed  necessary  by  legal  counsel  and  accepted 
by  the  Board  of  Trustees  of  the  Washington  State 
Medical  Association. 

Your  study  group  believes  it  is  important  to 
realize  the  Foundation  necessarily  must  begin  its 
operations  in  a cautious  manner  and  on  a small 
scale.  In  the  matter  of  work  force,  the  following 
has  been  discussed: 

1.  At  the  outset,  the  Foundation  will  be  dependent 
on  current  central  office  staff  and  on  part-time 
research  and  grant  writing  personnel  paid  by  the 
Washington  State  Medical  Association  until  such 
time  as  a sufficient  number  of  grant  studies  are  in 
operation  to  permit  financing  out  of  grant  funds. 

2.  As  grant  funds  become  available,  a Foundation 
director  will  be  employed,  initially  to  divide  his  time 

continued  on  page  980 
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Highlights  of  the  WSMA  Convention 
Spokane,  1966 


Photo  Highlights 

Over  1200  physicians,  auxiliary  members,  exhibitors  and  guests 
took  part  in  the  scientific,  business  and  social  aspects  of  the  1966 
annual  convention  in  Spokane. 

1.  The  A.  H.  Robins  Award  for  outstanding  community  service 
by  a physician  went  to  Donald  G.  Corbett,  Spokane.  Dr.  Corbett 
(left)  received  the  award  from  Carl  P.  Schlicke,  Spokane,  immediate 
Past-President. 

2.  The  Aesculapius  Award,  presented  by  the  WSMA  in  coopera- 
tion with  Mead-Johnson  Laboratories  to  the  authors  of  the  scientific 
exhibit  judged  most  outstanding, 
went  to  Harold  W.  Beaty,  James 
P.  McNeill,  and  J.  Thomas  Rulon, 

Spokane.  Dr.  Rulon  is  shown  with 
the  winning  exhibit  entitled  “Bell  s 
Palsy”. 


3.  The  WPS  Board  of  Trustees 
during  a business  session  Saturday 
evening.  (L  to  R)  William  H. 

Tousey,  Spokane;  Mr.  Henry  Kast- 
ner,  Legal  Counsel,  Seattle;  John 
W.  L.  Bond,  Walla  Walla;  J.  J. 

Fairshter,  Vice-President,  Port  An- 
geles; Bill  Grainger,  Executive  Ad- 
ministrator, Seattle;  Paul  R.  Lauer, 

Sec.-Treas.,  Everett;  Dennis  H. 

Seacat,  Pres.,  Vancouver;  Del  Wick- 
line, WPS,  Seattle;  Walt  Lapsley, 
representing  Bureau  Managers, 

Vancouver;  Raymond  G.  Ferg- 
usson,  Seattle;  Harold  Tracy, 

M oses  Lake;  and  Wayne  W.  Zim- 
merman, Tacoma. 

4.  The  “President’s  Plaque”  was 
presented  to  Carl  P.  Schlicke  in 
acknowledgement  of  his  year  as 
WSMA  President.  Offering  thanks 

for  a job  well  done  were  (L  to  R)  new  WSMA  President  Lucius  D.  Hill,  Seattle; 
President-elect,  Charles  D.  Muller,  Bremerton;  and  Sec.-Treas.,  Carl  E.  Mudge,  Seattle. 

5.  Medicare  was  the  major  topic  of  discussion  during  the  Saturday  meeting  of  the 
Bureau  Managers.  Bill  Grainger  is  shown  standing. 

6.  Primary  election  returns  were  made  available  during  the  Tuesday  evening  dinner- 
dance  at  the  AMPAC  election  headquarters. 

7.  WSMA  officers  discussed  a cooperative  agreement  on  the  health  of  the  State’s 
Indians  with  representatives  of  the  Division  of  Indian  Affairs  of  the  U.S.  Public  Health 
Service.  Standing  (L  to  R)  Roland  D.  Pinkham,  Lucius  D.  Hill.  Seated,  (L  to  R) 
Lionel  H.  deMontigny,  Carl  P.  Schlicke,  and  Jack  C.  Robertson. 
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More  Photos 


House  of  Delegates  Makes  Major  Policy  Decisions 


The  WSMA  House  of  Delegates  faced  one  of  the  heaviest  and 
most  far  reaching  agendas  in  its  77  year  history  during  the  1966 
annual  meeting.  The  following  is  a photo  review  of  the  House  in 
action.  See  Report  of  the  House  of  Delegates,  also  in  this  issue. 

8.  Reference  committee  “A”  of  the  House  of  delegates  was  chaired 
by  Daniel  H.  Coleman,  King  County,  with  A.  Bruce  Baker,  Spokane, 
and  G.  Charles  Sutch,  Benton-Franklin,  as  committee  members. 

9.  Richard  C.  Greenleaf,  King  County,  served  as  chairman  of  Ref- 
erence Committee  “B”  with  committee  members,  Howard  B.  Kel- 
logg, Jr.,  King  (left)  and  Elliot 
Boisen,  Snohomish. 


10.  Shown  are  committee  chair- 
men and  members  who  discussed 
the  reports  of  the  WSMA  com- 
mittees on  mental  health,  civil 
disaster,  occupational  health,  school 
health,  scientific  work,  aging,  ma- 
ternal and  child  welfare,  communi- 
cable diseases,  quackery,  auto 
safety  and  rural  health  before 
Reference  Committee  “B”. 


11.  WSMA  members  who  tes- 
tified before  Reference  Committee 
“A”  are  shown.  Topics  dicussed 
included;  a special  report  by  the 
WSMA  Executive  Committee  on 
the  Heart,  Cancer,  Stroke  program, 
dues  increase,  Foundation,  Public 
Laws  committee  report,  civil  rights 
action,  and  amendments  to  the 
WSMA  constitution  and  By-Laws. 


12.  The  House  of  Delegates  is 
shown  during  opening  day  cere- 
monies. Eighty  delegates  represent 
each  of  the  27  county  medical 
societies.  The  House  met  Sunday 
to  refer  committee  reports  and 
resolutions  to  reference  committees  for  study  and  review  on  Tuesday,  with  action 
taken  on  reports  and  resolutions.  New  officers  were  elected  Wednesday. 

13.  Reference  Committee  “C”  had  Stanley  W.  Tuell,  Pierce  County,  as  Chairman, 
with  Everett  B.  Meyer,  Okanogan,  (left)  and  Robert  J.  Albi,  Spokane,  as  members. 

14.  Title  18  and  19  of  Medicare,  ethics,  grievance  committee  function  and  duties 
and  prepaid  medical  care  received  thorough  discussion  before  Reference  Committee 
“C”  by  WSMA  members,  WPS  and  county  medical  society  executives. 

All  WSMA  members  are  invited  and  encouraged  to  testify  before  the  reference 
committees. 
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Honors  for  Fifty-Year  Men  — Family  Banquet 


Historical  Tours  — New  Presidents 


Two  bus  loads  of  physicians  and 
auxiliary  members  took  part.  The 
tour  included  an  afternoon  Tea 
sponsored  by  the  Spokane  Auxiliary. 

17.  A map  giving  historical  areas  throughout  the  state  was  reviewed  by  auxiliary 
members  prior  to  the  Historical  Tour.  Shown  (L  to  R)  are  Mrs.  Joseph  H.  Buehmeier, 
Seattle,  Mrs.  John  Meadows,  Seattle,  Mrs.  W.  Maurice  Lawson,  Bellevue,  and  Mrs. 
Jonathan  A.  Holloway,  Spokane. 

18.  Dr.  and  Mrs.  A.  W.  Stevenson,  Yakima,  and  Mrs.  Patrick  Lynch,  Yakima, 
toured  a restored  home  of  the  1890’s  during  the  historical  tour. 

19.  Lucius  D.  Hill,  Seattle,  and  Mrs.  Hill. 

20.  A capacity  crowd  congratulates  the  new  presidents,  Dr.  Hill  and  Mrs.  Overman 
during  the  Tuesday  evening  reception  in  their  honor. 

21.  1966-67  Auxiliary  to  the  WSMA  President,  Mrs.  John  Overman,  Pasco,  and 


The  meeting  was  highlighted  with  several  outstanding  social 
events.  The  photos  depict  some  of  these. 

15.  New  members  of  the  fifty-year  club  were  honored  Sunday 
evening.  Shown  receiving  congratulations  from  Lucius  D.  Hill  (L  to 
R)  are  Harold  L.  Goss,  Seattle,  Victor  Piro,  Chelan,  and  Raymond  M. 
Schulte,  Spokane.  Edmund  H.  Smith,  Seattle,  longtime  convention 
art  exhibit  chairman  and  Karl  S.  Staatz,  Tacoma,  were  also  new 
fifty-year  club  members,  but  were  unable  to  attend  the  annual  meeting. 


16.  The  Spokane  Doctor’s  Band 
wowed  everyone  attending  the 
Sunday  evening  Family  Banquet 
with  smooth  music  out  of  the  Glenn 
Miller  era  and  quips  by  M.C.  John 
Lein  of  Seattle.  Members  of  the 
band  include:  Ed.  V.  Johnston,  this 
year’s  chairman  of  the  Scientific 
program  committee,  David  Groe- 
nig.  Arch  Logan,  Jr.,  John  Moyer, 
John  V.  Grief,  D.D.S.,  Roy  Zim- 
mer, Jr.,  Arthur  M.  Clark,  Jr., 
Robert  T.  Yamauchi,  Ewing  John- 
son, D.D.S.,  G.  E.  Pierce,  Winston 
J.  Rowe,  Mr.  John  Colby,  Admin- 
istrator, St.  Luke’s  Hospital,  and 
Mr.  John  McMillen,  Lincoln  First 
Federal  Savings  and  Loan. 

Historical  Tour— Dr.  and  Mrs. 
Schlicke  were  instrumental  this 
year  in  arranging  a historical  tour 
of  the  site  of  the  old  Spokane 
House  trading  post,  the  first  busi- 
ness establishment  in  the  Oregon 
Territory  and  the  Eastern  Wash- 
ington Historical  Museum. 


Dr.  Overman. 
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LUCIUS  D.  HILL,  M.D. 


Worth  Fighting  For 

Among  the  invitations  sent  out  to  the  President’s 
Reception  was  one  to  a former  resident  of  mine, 
Dionysios  Botseas  of  Athens,  Greece.  Dionysios  is 
a well  trained  diplomate  of  the  American  Board  of 
Surgery,  practicing  in  Athens.  His  reply,  in  part, 
follows: 

Dear  Dr.  Hill: 

Congratulations  for  your  election  into  the 
office  of  the  President  of  WSMA. 

I am  sure  that  under  your  leadership  major 
progress  will  be  made  and  new  objectives  will 
be  accomplished. 

It  certainly  is  worth  fighting,  not  to  fall 
under  the  complete  domination  of  the  State, 
which,  at  least  in  this  country,  has  reduced  the 
physician  in  many  cases  into  second-rate,  part- 
time  employees,  who  have  to  strike  frequently 
in  order  to  obtain  starvation  wages. 

Our  warmest  regards  to  your  associates  and 
your  family. 

Sincerely  yours, 

D.  S.  Botseas,  M.D. 

These  words  were  written  by  a highly  trained  and 
devoted  surgeon  from  a once  great  country,  where 
the  private  sector  of  medicine  has  failed  and  is 
no  longer  a force. 

There  are  many  in  our  own  country  who  feel 
that  the  collapse  of  private  medicine  in  the  United 
States  is  inevitable.  These  pessimists  point  out  that 
the  private  sector  of  medicine  in  every  other  country 
has  failed  to  structure  itself  so  that  it  could  play  a 
meaningful  role  in  the  broad  health  programs  neces- 
sary to  meet  needs  of  increasing  populations  and 
to  satisfy  public  demands. 

In  many  countries  the  private  sector  of  medicine 
has  been  unable,  unwilling,  or  too  indifferent,  to 
pool  the  combined  talents  of  physicians  sufficiently 
to  play  a meaningful  role  in  health  programs.  As  a 
result  of  these  failures,  the  only  truly  private  sector 
of  medicine  of  any  size  remaining  in  the  world  is 


PRESIDENT’S  page 


here  in  the  United  States.  Here  we  have  an  unique 
opportunity  to  observe  the  mistakes  of  other  coun- 
tries. It  should  be  clear  to  all  that  the  course  of 
indifference  and  blind  opposition  to  governmental 
introduction  of  large  health  programs,  that  cannot 
otherwise  be  financed  or  administered,  is  the  precise 
course  that  led  to  failure  everywhere  else.  Another 
and  better  alternative  must  be  forthcoming  if  private 
medicine  is  to  survive. 

As  Carl  Schlicke  so  aptly  stated  in  his  presi- 
dential address,  to  work  with  government  to  answer 
the  challenge  of  health  care  is  simply  to  adapt  to  a 
new  environment,  and  is  in  no  way  capitulating. 
In  support  of  this,  he  cited  Darwin’s  classic  observa- 
tion that  only  those  species  capable  of  adaptation 
have  survived  throughout  the  ages.  The  physician 
who  does  not  believe  that  the  rapidly  expanding 
population  and  economy,  and  the  overwhelming 
desire  of  the  public  for  increased  health  care,  do  not 
demand  adaptation  to  a new  approach  on  our  part 
is  unaware  of  the  changing  world  around  him. 
The  majority  of  members  of  Washington  State  Medi- 
cal Association  appear  acutely  aware  of  the  need 
for  action  on  our  part. 

How  then  can  a state  association  become  struc- 
tured to  play  a meaningful  role  in  health  programs 
and  still  preserve  the  fine  qualities  of  the  private 
practice  of  medicine?  This  is  the  burning  question 
that  lies  before  our  Association  now.  To  this  end 
the  Association  has  for  some  time  been  making 
successful  efforts  to  represent  the  practicing  physi- 
cian at  the  policy  making  level  in  every  program 
that  has  come  into  being  in  this  state.  Under 
Title  XVIII  of  the  Medicare  Law,  the  State  Associ- 
ation, working  with  the  Health  Department  and 
the  Governor,  succeeded  in  setting  up  advisory 
committees  representing  all  specialties  of  medicine, 
including  general  practice.  The  same  committees 
are  being  appointed  to  advise  the  Department  of 
Public  Assistance  for  implementing  Title  XIX. 
Through  these  committees  the  problems  that  con- 
front the  practicing  physician  can  be  heard  at  the 
policy  making  level. 

In  regard  to  Public  Law  89-239,  or  the  Heart 
Disease-Cancer-Stroke  bill,  the  practicing  physician 
is  represented  on  the  regional  committee  and  on 
each  of  the  three  major  subcommittees.  Through 
this  representation  he  again  has  an  opportunity  to 
shape  implementation  of  the  legislation  so  that  it 
will  aid  in  making  available  to  all  physicians  the 
latest  facilities  and  information  that  medical  science 
has  to  offer,  rather  than  having  patients  funneled 
into  government  centers. 
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Coming  on  the  heels  of  these  programs,  Senate 
Bill  3008  passed  the  Congress  without  opposition 
after  only  one  day  of  hearings.  The  Senate  passed 
the  measure  on  October  19th.  Before  the  ink  was 
dry  on  this  bill,  the  Washington  State  Medical 
Association  met  in  Yakima,  on  October  23rd,  to 
consider,  among  other  things,  the  effect  of  SB  3008 
on  health  care  in  this  state.  This  bill  calls  for 
comprehensive  state  health  planning— a high-sound- 
ing phrase  including,  not  only  medical  sendee, 
but  also  education  for  medical  and  paramedical 
personnel,  environmental  health  including  control 
of  air  and  water  pollution,  research  into  the  methods 
of  deliver)-  of  medical  care,  and  many  other  phases 
of  health  care.  The  law  requires  the  governor  to 
name  the  agency  through  which  this  bill  is  to  be 
administered,  and  further,  to  appoint  a statewide 
health  planning  council.  The  law  specifies  that  the 
majority  of  this  council  must  be  representatives  of 
the  consumer. 

It  is  important  that  the  practicing  physician, 
who  is  ultimately  responsible  for  the  delivery  of 
health  sendees,  be  widely  represented  on  such  a 
council.  To  avoid  or  to  oppose  representation  on 
these  important  policy  making  bodies  would  mean 
that  the  practicing  physician  would  not  be  heard  at 
all,  and  that  the  planning  and  operation  would  pro- 
ceed without  him. 

In  almost  every  field  of  endeavor,  including 
management,  labor  and  industry,  and  in  universities, 
including  medical  schools,  policies  have  been  set 


only  after  these  groups  have  availed  themselves 
of  studies  by  statisticians,  systems  analysts,  and  oper- 
ations research  people.  Only  in  this  way  can  wise 
planning  and  valid  decisions,  based  on  facts,  be 
implemented.  The  only  large  field  of  endeavor  that 
has  failed  to  avail  itself  of  these  important  adjuncts 
is  the  private  sector  of  medicine.  It  is  this  failure 
that  has  prevented  the  private  sector  from  present- 
ing sound  programs  of  action,  based  on  facts,  to 
answer  important  health  needs.  In  an  effort  to  fill 
this  gap,  and  bring  to  bear  careful  statistical 
analysis  on  health  programming,  your  Foundation 
expects  to  form  the  Data  Bank  for  Health  Man- 
power Information  to  give  us  the  needed  facts.  With 
this  information  we  can  make  recommendations 
to  our  representatives  on  the  policy  making  bodies 
that  will  shape  the  law  of  the  land. 

Only  through  such  an  orderly  and  sound  process 
will  the  physician  be  heard  throughout  our  area. 
I am  optimistic  enough  to  believe  that  this  can  be 
achieved  and  that  in  so  doing  we  will  preserve  the 
great  qualities  of  private  medicine  while  answering 
the  need  for  social  reform.  This  is  a goal  that  has 
not  been  achieved  in  other  countries,  but  as  Dionv- 
sios  Botseas  has  put  it,  it  is  certainly  worth  fighting 
for. 

Az?Z/ 


continued  from  page  975 

between  Association-sponsored  studies.  Foundation 
studies,  grant  applications,  organization  of  grant- 
project  advisory  committees,  etc.  As  the  Foundation 
becomes  more  active,  the  director  will  devote  full 
time  to,  and  receive  all  of  his  salary  from  the 
Foundation. 

3.  It  is  anticipated  that,  like  other  State  Medical 
Associations,  the  WSMA  staff,  including  research 
and  statistics  personnel  in  the  future,  would  be 
interphased  between  the  WSMA  functions  and 
Foundation  giant-project  functions. 

It  is  the  feeling  of  your  study  group  that  the 
Foundation  should  be  formed  in  order  to  provide 
the  legal  entity  and  mechanism  necessary  to  deter- 
mining whether  such  an  activity  can  be  useful  and 
productive  of  results  in  behalf  of  improved  health 
care  for  the  people  of  our  state  and  in  behalf  of 
developing  the  most  favorable  environment  for  the 
practice  of  medicine. 

Your  study  group  feels  the  formation  of  the 
Foundation  would  be  worthwhile  with  the  under- 
standing that  it  remain  in  close  relationship  to  the 


WSMA  and  with  the  realization  that  it  must  neces- 
sarily act  cautiously  and  prudently.  We  can  see  the 
possibility  of  the  Foundation’s  being  extremely 
active.  On  the  other  hand,  we  believe  there  is  the 
possibility  that  it  would  prove  to  be  ineffective. 
The  WSMA  control  envisioned  in  the  above  by-laws 
would  provide  the  desirable  control  in  either  case. 

The  Association’s  legal  counsel  has  prepared 
articles  of  incorporation  and  By-Laws  for  a Founda- 
tion, based  on  the  requirements  of  federal,  state 
and  local  laws  governing  non-profit  educational  and 
research  corporations,  and  including  provisions  im- 
plementing the  Ad  Hoc  Committee’s  recommenda- 
tions. The  latter  can  be  revised  immediately,  should 
the  Reference  Committee  and  the  House  revise  the 
recommendations. 

The  report  w'as  unanimously  approved  by  the 
House  of  Delegates  and  the  articles  of  incorporation 
and  by-laws  of  the  Washington  State  Medical  Edu- 
cation and  Research  Foundation  were  adopted  by 
the  WSMA  Board  of  Trustees  on  October  30,  1966. 

continued  on  page  983 
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region  of  responsibility  and  to  designate  the 
types  of  health  personnel  needed  to  fill  these 
needs.  With  this  we  can  advance  to  considera- 
tions of  appropriate  educational  methods  for 
these  personnel  and  methods  of  evaluation  that 
have  operational  significance. 

Many  attempts  have  been  made  to  evaluate 
educational  programs  on  the  basis  of  the  ability 
of  students  to  do  well  on  examinations.  Such 
“before-and-after"  examinations  of  a standard- 


abstracto 

El  programa  de  Kansas,  establecido  en  1911, 
ha  crecido  de  500  medicos  registrados  a mas  de 
4,000,  incluyendo  miembros  de  cada  estado  de 
la  union  y de  varios  paises  extranjeros.  Se  basa 
en  la  filosofia  que  la  educacion  medica  es  un 
proceso  de  toda  la  vida  y proporciona  las 
facilidades,  el  cuerpo  docente  y programa  para 
la  continuacion  de  la  educacion  medica  nece- 
saria.  El  Departamento  de  la  Educacion  Medica 
Post-graduada  de  la  Escuela  de  Medicina  de  la 


ized  type  have  been  used  fairly  extensively,  but 
the  results  have  invariably  been  disappointing 
and  often  conflicting.  At  the  very  best  they  show 
only  the  influence  of  the  program  on  the  ability 
of  the  enrollees  to  do  well  on  the  examinations 
whereas,  what  is  really  needed,  is  some  measure 
of  the  effectiveness  of  the  program  in  modifying 
the  behavior  of  the  learners  in  the  actual  practice 
of  their  profession  to  the  benefit  of  the  public.  ■ 
University  of  Kansas  Medical  Center  (66103) 

Universidad  de  Kansas,  proporciona  cursos  cir- 
culares,  presentados  en  lugares  estrategicos  a 
traces  del  estado  y programas  de  tipo  variado 
en  la  Universidad.  El  Departamiento,  trabajando 
con  una  junta  de  common  en  la  que  se  sientan 
miembros  de  la  Universidad  y de  la  Sociedad 
Medica  de  Kansas,  ofrece  servicio  a medicos  en 
areas  aisladas  asi  como  a especialistas  urbanos. 
lnstruccion  intensiva  se  da  a indivduos  en 
pequehos  grupos  en  el  programa  de  entrenami- 
ento  clinico. 


It  has  been  found  that  the  peaceful  functioning  of  a wild  primate  society  is 
secured  by  two  automatic  control  systems  which  have  come  to  be  called  territory  and 
heirarchy.  Group  conflict  is  averted  by  the  principle  of  territory,  held  in  common  by 
each  band  and  respected  by  its  neighbor  bands.  Within  each  band  each  individual 
has  his  rights  of  access  to  the  common  territory,  and  order  is  maintained  by  a heirarchy 
of  ranks  evolved  peacefully  as  each  generation  grows  up.  Such  heirarchy  is  demonstrated 
and  secured  by  the  skills  of  the  individuals  and  is  subject  to  change  in  accordance  with 
the  performance  of  the  leaders  in  guiding  and  protecting  the  rest  of  the  group.  The 
whole  society  is  held  together  by  bonds  of  friendship  which  are  formed  in  the  day-to-day 
life.  It  has  been  observed  further  that  different  patterns  emerged  in  various  societies  in 
such  items  as  behavior,  mating,  social  mobility  and  the  code  of  social  automatic  signals. 
These  cultural  differences  are  transmitted  by  mothers  and  leaders  who  apply  disciplining 
brakes.  Similarly  by  a system  of  redistribution  and  other  mechanisms  the  monkeys  and 
apes  have  worked  out  a method  of  population  control  in  the  wild  state,  in  addition  to 
their  possessing  an  exceptionally  low  fertility  rate. 

But  this  whole  scheme  of  things  breaks  down  when  the  animals  are  transferred 
to  a zoo  environment.  The  mechanism  fails  to  operate.  There  is  no  longer  an  oppor- 
tunity for  versatile  skills  and  the  enterprise  so  necessary  in  the  wild  state  in  securing 
food  and  dealing  with  predators,  and  the  means  of  selecting  leaders  is  no  longer  present. 
In  these  conditions,  as  Ernest  Inhelder  neatly  observes,  the  monkeys  are  living  in  an 
urban  environment  in  what  amounts  to  an  affluet  society  in  terms  of  food  and  comfort. 
And  yet  in  these  circumstances  the  society  at  once  becomes  one  under  stress,  and  the 
result  is  that  fighting  becomes  the  only  means  of  establishing  rank,  instability  and 
insecurity  develop,  bullying  and  despotism  soon  appear,  and  relations  of  friendship 
are  eroded.  The  monkeys  fight  for  what  they  otherwise  cannot  get;  “violence  becomes 
the  last  refuge  of  the  incompetent.”  Even  in  such  a state  the  animals  evolve  certain 
mechanisms  of  ritualized  conduct,  but  they  are  less  effective  than  those  developed  in 
the  wild  state,  and  wholesale  violence  is  apt  to  occur  from  time  to  time. 

E.  P.  Scarlett,  M B.  in  Group  Proctice  (April)  1965 
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The  Congenitally  Malformed 

X Dermatoglyphics  Made  Simple 

JEAN  S.  BRYANT,  B.A.,  Seattle,  Washington 


Abnormal  dermatoglyphics  frequently  reflect  specific  syndromes  resulting 
from  abnormal  intra-uterine  development  or  chromosomal  variations.  Typically 
abnormal  dermatoglyphic  patterns  are  found  in  Down’s  syndrome,  trisomy  13, 
and  trisomy  18.  Hand  and  foot  prints  are  readily  obtained,  using  special  ink, 
a roller,  a smooth,  lightweight  paper;  or  a non-staining  solution  and  sensitized 
paper.  Ridge  patterns  are  under  control  of  several  genes  and  can  be  scored  for 
comparison  with  known  normals.  Remarkable  similarity  is  observed  in  siblings 
and  there  are  recognized  family  and  racial  patterns.  They  must  be  considered 
when  prints  from  an  individual  are  being  interpreted. 


The  exciting  new  techniques  and  discoveries 
in  the  area  of  cytogenetics  in  the  last  half  dozen 
years  have  rapidly  increased  our  understanding 
of  human  genetics.  The  descriptive  phase  of 
normal  and  abnormal  chromosome  patterns  ex- 
ploded in  the  literature  faster  than  could  be 
assimilated  easily.  Three  well-described  syn- 
dromes—Turner’s  syndrome,1  Klinefelter’s  syn- 
drome,2 and  Down’s  syndrome3  (mongolism)  — 
were  shown  to  be  associated  with  an  abnormal 
number  of  chromosomes  in  the  cells  of  most 
affected  individuals.  Two  new  syndromes,  tri- 
somy 18, 4 and  trisomy  13, 5 were  shown  to  be  due 
to  the  addition  of  a specific  chromosome  to  an 
otherwise  normal  genetic  complement.  Other 
syndromes  encountered  less  frequently  also  are 
caused  by  various  chromosomal  abnormalities.6 

Side  by  side  with  this  body  of  information 
came  the  growing  awareness  that  frequently  a 
close  look  at  fingerprints,  palm  prints,  and  foot 
prints  provided  a real  clue  to  the  basic  chromo- 
somal constitution.  An  examination  of  these 
prints  from  an  individual  may  reveal  insights 
into  various  fetal  conditions  that  existed  between 
the  second  and  fourth  month  following  con- 
ception. 

During  this  time  the  fine  dermal  ridges  in  these 
areas  begin  to  develop  and  form  characteristic 
patterns.  Once  these  ridge  patterns— the  dennato- 
glyphics— are  formed,  they  remain  stable  through- 
out the  life  of  an  individual.  Abnormal  genetic 

Mrs.  Bryant  is  a research  associate  in  Medical  Genetic; 
at  the  University  of  Washington  School  of  Medicine. 


or  environmental  influences  at  the  critical  time  of 
development  may  lead  to  dermatoglyphic  altera- 
tions. In  some  chromosomal  abnormalities  the 
alterations  may  be  diagnostic.7  Certain  non- 
specific alterations  of  dermal  patterns  suggest 
the  operation  of  noxious  agents— genetic  or 
environmental— during  early  uterine  life.  Ab- 
normal findings  should  prompt  a careful  exam- 
ination of  other  systems,  heart,  urogenital,  etc., 
since  dermatoglyphic  abnormalities  frequently 
are  associated  with  congenital  anomalies  that 
may  be  overlooked.8 

embryology 

Normal  fetal  development  leads  to  a roughly 
predictable  patterning  of  the  fine  ridges  of  the 
fingers,  palms  and  soles.  At  the  beginning  of  the 
second  month  of  fetal  life,  the  hands  and  feet 
have  pronounced  volar  pads  on  the  tips  of  the 
digits,  between  the  bases  of  the  digits,  and  on 
the  thenar  and  hypothenar  areas.  Ridge  differ- 


ing. 1.  Hand  and  foot  of  an  84  mm  crown-rump  embryo, 
judged  84  days  old  from  conception  to  spontaneous 
abortion.  The  volar  pads  seen  on  the  palm  and  sole  are 
regressing  as  the  dermal  ridges  begin  to  differentiate. 
(Fetus  kindly  supplied  by  Dr.  Thomas  H.  Shepard). 
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entiation  then  begins  in  the  dermal  layers  at  the 
prominences  of  these  pads  and  from  peripheral 
areas.  Normally  the  volar  pads  regress  at  a 
definite  rate  during  this  time  ( Fig.  1 ).  Where  the 
ridge  systems  from  three  differentiating  areas 
intersect,  the  ridges  meet  at  a junction  marked  by 
a triradius.  Here  the  ridges  course  from  a central 
point  in  three  different  directions  forming  angles 
of  approximately  120°  (Fig.  2).  The  fetal  ridges 


Fig.  2.  A triradius  formed  at  the  intersection  of  three  ridge 
systems  with  three  radiant  ridges  branching  at  approxi- 
mately 120°. 


curve  and  form  patterns  in  interdependent  re- 
sponse to  the  rate  of  the  simultaneously  occur- 
ring ridge  differentiation  and  volar  pad  involu- 
tion. Thus,  any  factor  that  interferes  with  this 
balance  may  find  expression  in  altered  dermato- 
glyphic  patterns. 

dermatoglyphic  patterns 

On  the  palm  and  sole  at  the  base  of  digits 
two  through  five,  there  usually  will  be  a digital 
triradius.  On  the  sole  there  is  normally  a tri- 
radius at  the  base  of  the  great  toe.  A palmar 
axial  triradius  usually  will  be  seen  between  the 
thenar  and  hypothenar  areas  near  the  wrist  line 
(Fig.  3).  Those  ridges  which  originate  from 
these  triradii  and  continue  into  the  palm  or  sole 
form  boundaries  for  pattern  areas.  It  is  dermato- 


Fig.  3.  Hand  and  foot  prints  of  normal  person  with  triradial 
ridges  inked  to  demonstrate  pattern  areas. 

glyphically  obligatory  that  at  least  four  triradii 
(or  vestigial  substitutions)  are  present  when  the 
normal  five  digits  occur."  Additional  triradii 
sometimes  may  be  observed,  each  of  which  will 
be  associated  with  a pattern.  At  the  base  of  most 
digit  tips,  one  or  two  triradii  may  be  seen. 
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The  most  frequently  observed  patterns  are 
loops,  whorls,  and  arches  as  illustrated  by  prints 
of  finger  tips  in  Figure  4.  A loop  (Fig.  4A)  is 
defined  further  by  the  directions  to  which  the 
open  ends  of  the  pattern  empty,  i.e.,  ulnar  or 
radial  for  the  hands,  tibial  or  fibular  for  the 
feet,  or  distal  or  proximal  for  either  palms  or 
soles.  Figure  3A  demonstrates  ulnar  loops  on 
fingers  three  and  five,  a loop  radial  on  finger 
two,  and  a loop  distal  in  the  fourth  interdigital 
area  (I4).  Figure  3B  shows  fibular  loops  on 
toes  one,  two  and  five,  and  a loop  distal  in  the 
third  interdigital  area. 

A whorl  (Fig.  4B)  involves  at  least  one  more 
triradius  than  a loop.  The  ridges  within  a whorl 
may  be  concentric,  spiral,  or  a combination  of 
intertwined  loops  (Fig.  4C).  Whorls  are  demon- 
strated on  fingers  one  (thumb)  and  four  in 
figure  3A  and  on  the  plantar  hallucal  area  in 
Figure  3B. 

.An  arch  without  a triradius  is  seen  in  Fig- 
ure 4D. 

Open  fields  where  the  ridges  roughly  course 
parallel  to  each  other  are  seen  in  the  hypothenar, 
thenar-first  interdigital,  and  second  interdigital 
areas  of  Figure  3A. 

Figure  3 demonstrates  patterns  seen  on  a 
normal  individual.  While  radial  loops  on  the 
second  finger  are  seen  in  normals,  radial  loops 
are  observed  but  rarely  on  the  fourth,  fifth  or 
first  fingers.  Patterns  in  the  palmar  interdigital 
areas  occur  most  frequently  in  the  fourth  inter- 
digital  area  although  they  are  not  uncommon 
in  the  third  interdigital  area.  Most  frequently 
there  is  an  absence  of  patterns  in  the  hypothenar 
and  thenar-first  interdigital  areas  although  ves- 
tigial patterns  are  seen  occasionally.  Sometimes 
the  palmar  axial  triradius  is  elevated  slightly  or 
additional  triradii  are  seen.  A large  loop  (more 
than  20  ridges  between  triradius  and  center  of 
loop)  opening  distallv  between  the  first  and 
second  toes,  or  a whorl,  are  the  most  frequent 
patterns  seen  on  the  plantar  hallucal  area.  Pat- 
terns are  not  uncommon  in  the  plantar  third 
interdigital  area  or  along  the  thenar  border  of 
the  sole.  Further  information  regarding  dermato- 
glvphic  formation,  patterns,  comparisons  and 
definitions  may  be  found  in  the  basic  text  written 
by  Cummins  and  Midlo,  Finger  Prints,  Palms 
and  Soles.'0 

dermal  creases 

Normally  on  the  palm  three  main  creases  (the 


heart,  head  and  life  lines  of  the  palmist ) will  be 
seen  in  addition  to  lesser  creases.  There  is  a 
flexion  crease  at  the  base  of  each  digit,  and 
creases  also  mark  the  interphalangeal  joints  of 
each  finger  (Fig.  3A). 

genetics 

It  has  been  shown  that  ridge  patterns  are 
under  the  control  of  several  genes.  Quantitative 
measure  of  dermatoglyphic  patterns  on  the  fin- 
gers can  be  obtained  by  a precise  counting  of 
the  number  of  ridges  touching  a straight  line 
drawn  between  the  triradius  and  the  center  of  a 
loop  or  whorl.  An  arch  will  have  no  count 
(Fig.  4D );  a whorl  will  have  two  counts,  one 
from  each  triradius  (Fig.  4B  and  C),  of  which 
only  the  larger  count  is  usually  recorded;  and, 
a loop  (Fig.  4A)  will  have  a single  count.  By 
adding  the  scores  from  each  finger,  a total  ridge 
count  can  be  obtained  for  an  individual.  By  the 
use  of  correlation  tests,  comparisons  of  these 
counts  within  families  reflect  genetic  relation- 
ships. As  opposed  to  parent-parent  comparisons 
showing  no  correlation,  there  is  a positive  cor- 
relation (=0.50)  between  siblings,  including 
dizygotic  twins,  and  parent-child  total  ridge 
counts.  An  even  higher  correlation  (a=0.66) 
exists  between  the  average  of  the  two  parental 
counts  and  a child.  The  highest  correlation 
(==0.95)  is  found  between  monozygotic  twins. 
This  polygenic  inheritance  of  dermatoglyphic 


Fig.  4.  The  dermal  patterns  most  frequently  seen  are  a 
loop  (A),  a whorl  (B  and  C).  and  an  arch  (D)  illustrated 
here  by  fingerprints. 
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tendencies  likewise  can  be  seen  by  the  simi- 
larity of  the  pattern  types  among  siblings  and 
in  comparison  with  the  parental  prints.11 

The  unique  features  of  each  individual’s  sepa- 
rate finger  prints  are  well  appreciated,  and  the 
same  distinctive  quality  applies  to  all  areas  of 
ridged  skin.  Even  between  monozygotic  twins 
individual  differences  are  seen  in  the  minute 
details  of  the  overall  forms,  e.g.,  the  particular 
location  of  the  pore  of  a sweat  gland  in  relation 
to  a ridge  ending,  branching,  or  curving,  etc. 
Less  than  a dozen  of  these  minute  relationships 
can  establish  an  identity. 

pattern  interpretation 

In  each  of  the  pattern  areas  almost  every 
possible  pattern  has  been  seen  in  “normal” 
prints. 

It  should  be  appreciated  that  the  typical  der- 
matoglyphic  stigmata  of  a specific  syndrome 
find  expression  in  conjunction  with  the  under- 
lying genotype.  Individual  variations  from  the 
typical  pattern  can  be  explained  on  this  basis. 
Rarely,  a fortuitous  combination  of  parental  or 
racial  types  may  result  in  a dermatoglyphic 
phenocopy  of  patterns  usually  associated  with  an 
abnormality.  It  is  fundamental  that  in  the 
absence  of  clearcut  clinical  symptoms,  dermato- 
glyphic interpretations  be  made  only  with  proper 
knowledge  and  consideration  of  parental  and 
racial  patterns.  This  is  especially  true  when 
attempting  to  give  significance  to  unusual  or 
minor  alterations.  Pattern  frequencies  differ 
between  races  and  to  a lesser  degree  between 
the  sexes.  Until  adequate  control  prints  are  col- 
lected from  different  races  and  disease  groups, 
caution  should  be  used  in  unusual  situations. 

With  these  precautions  in  mind,  however, 
diagnostically  useful  combinations  of  patterns 
occur  in  specific  syndromes. 

Down's  syndrome 

Down’s  syndrome  (trisomy  21  or  mongolism) 
is  the  most  commonly  seen  chromosomal  trisomy. 
Figure  5 illustrates  some  typical  dermatoglyphic 
features.  The  most  diagnostic  feature  is  the  pres- 
ence of  an  arch,  opening  to  the  tibial  border 
on  the  plantar  hallucal  area.  This  is  seen,  but 
rarely,  in  Caucasian  controls.  A small  loop  distal 
(fewer  than  20  ridges)  is  often  the  plantar 
hallucal  pattern.  The  frequency  of  a pattern  in 
the  plantar  fourth  interdigital  area  is  higher  in 
Down’s  syndrome  than  in  controls.  Character- 


istically, the  first  and  second  toes  are  widely 
spaced.  In  this  area  there  will  often  be  a pro- 


Fig.  5.  Hand  and  foot  print  from  an  individual  with 
Down’s  syndrome  showing  (A)  the  arch  tibial  pattern  on 
plantar  hallucal  area,  and  (B)  the  elevated  palmar  distal 
axial  triradius,  a simian  crease,  pattern  in  third  interdigital 
area,  single  crease  on  short,  curved  fifth  digit,  and  ulnar 
loop  pattern  on  five  fingers. 
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nounced  crease,  the  plantar  furrow,  extending 
from  between  the  first  two  toes  and  into  the 
hallucal  area. 

On  the  hand  prints  in  Figure  5,  there  is  a 
fusion  of  the  two  distal  flexion  creases  into  a 
single  transverse  line  (simian  line).  While 
this  is  occasionally  seen  among  control  groups, 
its  presence  is  considerably  higher  within  disease 
groups.  The  fifth  finger  is  short,  curved,  and 
has  only  a single  flexion  crease.  This  is  an 
extremely  rare  feature  in  normal  dermato- 
glyphics.  The  distally  placed  palmar  axial  tri- 
radius seen  in  Figure  5B  is  an  important  sign 
that  usually  is  not  difficult  to  verify  by  exam- 
ination. There  is  a loop  distal  in  the  third  inter- 
digital area.  All  fingers  show  ulnar  loops.  This 
pattern  combination  is  also  seen  on  the  fingers 
of  many  normal  people.  The  presence  of  radial 
loops  on  the  fourth  or  fifth  fingers  (not  illus- 
trated) is  seen  frequently  among  Down’s  syn- 
drome patients,  but  only  rarely  among  controls. 

An  efficient  scoring  system  for  discriminating 
Down’s  syndrome  and  normal  dermatoglyphics 
has  been  formulated  by  Norma  Ford  Walker.12 
She  has  examined  the  frequencies  of  particular 
patterns  on  individual  fingers,  palms  and  the 
plantar  hallucal  areas  of  200  patients  with 
Down’s  syndrome  and  500  controls.  The  ratio 
of  each  pattern  frequency  (Down’s  syndrome/ 
control)  then  was  expressed  as  a logarithm.  By 

Table  1 

Walker's  Logarithms  of  Ratios  of  Frequency  of  Dermatoglyphic  Patterns  of  Down's  Syndrome/Control 

FINGER  PATTERNS 


Left  Right 


Whorl 

Ulnar 

Radial 

Arch 

Whorl 

Ulnar 

Radial 

Arch 

loop 

loop 

loop 

loop 

1. 

— 0.14 

+ 0.06 

— 0.12 

—0.16 

1. 

— 0.17 

+ 0.09 

— 0.89 

+ 0.03 

2. 

— 0.44 

+ 0.36 

— 0.92 

— 0.51 

2. 

— 0.38 

+ 0.42 

— 1.10 

— 1.05 

3. 

— 0.11 

+ 0.07 

— 0.19 

— 0.81 

3. 

— 0.24 

+ 0.09 

— 0.49 

— 0.77 

4. 

— 0.05 

— 0.01 

+ 0.75 

+ 0.23 

4. 

—0.17 

+ 0.06 

+ 1.28 

+ 0.32 

5. 

+ 0.18 

— 0.05 

+ 1.46 

— 0.19 

_ 5. 

+ 0.11 

— 0.05 

+ 1.19 

+0.04 

PALMAR 

AXIAL 

TRIRADIUS 

HEIGHT 

(percentage  of  vertical  distance  from  wrist  crease  to  proximal 
crease  of  third  finger) 


Left 

Right 

Less  than  40% 

— 0.70 

— 0.70 

40%  and  more 

+ 0.92 

+ 0.80 

PALMAR  THIRD  INTERDIGITAL  AREA 

Left 

Right 

Loop  or  Whorl 

+ 0.23 

+0.18 

No  Pattern  or  Vestige 

— 0.15 

—0.52 

PLANTAR  HALLUCAL  AREA 

Left 

Right 

Arch  tibial 

+ 2.19 

+ 2.20 

small  loop  distal  ( < 20  ridges) 

+0.53 

+ 0.36 

Large  loop  distal  (>  20  ridges) 

— 0.52 

—0.52 

Vestigial  loop  distal 

+ 1.53 

+ 1.53 

Loop  tibial 

— 0.70 

— 1.00 

Whorl 

— 1.52 

— 1.00 

Tented  Arch 

—0.52 

+ 0.95 

Arch  fibular 

— 1.00 

— 1.00 

Loop  fibular 

— 1.00 

— 1.00 

Open  field/Open  field 

— 1.52 

— 1.40 
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Fig.  6.  Distribution  curves  redrawn  from  Walkeria  showing 
discrimination  results  from  Walker  dermatoglyphic  scoring 
system  (Table  1).  Approximately  70  per  cent  of  each 
group  lies  beyond  area  of  overlap. 

simply  totaling  the  log  scores  of  the  patient’s 
patterns,  the  probability  of  that  particular  com- 
bination of  patterns  belonging  to  the  Down’s 
syndrome  population  or  to  a normal  population 
can  be  expressed  statistically  (Table  1).  For 
example,  if  the  patterns  shown  on  the  left  foot 
and  right  hand  in  Figure  5 were  also  observed 
on  the  right  foot  and  left  hand,  the  score  ( Table 
2)  for  this  patient  would  be  +7.56,  well  into 
the  Down’s  syndrome  group.  Figure  6 shows  the 
resulting  curve  of  each  group  when  the  indi- 
vidual total  log  scores  are  plotted  by  this 
system. 

Beckman,  et  al,  also  have  devised  an  effective 
scoring  system.13 


Table  2* 

Demonstration  of  Use  of  Walker  Dermatoglyphic  Scoring  System 
(from  figure  5) 

Left  Right 


area 

pattern 

score 

pattern 

score 

/ 1 

ulnar  loop 

+ 0.06 

ulnar  loop 

+ 0.09 

1 2 

ulnar  loop 

+ 0.36 

ulnar  loop 

+ .042 

Fingers 

< 3 

ulnar  loop 

+ 0.07 

ulnar  loop 

+ 0.09 

4 

ulnar  loop 

— 0.01 

ulnar  loop 

+ 0.06 

f 5 

ulnar  loop 

— 0.05 

ulnar  loop 

— 0.05 

Palmar 

) 

axial 

> 

48% 

+ 0.92 

48% 

+ 0.80 

triradius 
Palmar  I3 

I 

loop  distal 

+ 0.23 

loop  distal 

+ 0.18 

Plantar 

hallucal 

arch  tibial 

+ 2.19 

arch  tibial 

+ 2.20 

left  total: 

+ 3.77 

right  total: 

+ 3.79 

sum  total 

+ 7.56 

trisomy 

18 

More 

than 

six  arches  on 

the  fingers 

with 

remaining  patterns  of  low  ridge  counts,  or 
radial  loops  on  fingers  four,  five,  or  one,  are 
features  of  trisomy  18. 14  Similar  patterns  are 
seen  on  the  toes.  Figure  7 shows  all  arch  pat- 
terns on  the  digits,  and,  again,  a short,  incurved 
fifth  finger  with  a single  flexion  crease.  Like- 
wise, digits  four  through  two  sometimes  show 
single  flexion  creases. 

trisomy  13 

The  single  abnormal  dermatoglyphic  pattern 
not  yet  observed  in  any  control  group  is  the 
arch  fibular-S  found  on  the  plantar  hallucal 
areas  of  some  trisomy  13  patients.14  This  pattern 
(Fig.  8A)  is  an  arch  that  opens  to  the  fibular 
side  of  the  foot  but  sharply  recurves  on  the 
distal  thenar  area.  Arch  fibular  patterns  without 
the  S-recurvature  are  seen  frequently  among 
patients  with  trisomy  13  but  rarely  among 
controls. 

Figure  8B  illustrates  the  typical  very  distally 
placed  palmar  axial  triradius,  a third  inter- 
digital pattern,  and  a radial  loop  on  the  fifth 
finger.  Not  illustrated  is  ulnar  or  fibular  poly- 
dactyly  often  observed.  A single  transverse 
flexion  crease  is  a common  occurrence. 

nonspecific  alterations 

Unusual  dermatoglyphic  characteristics  have 
been  noted  in  Turner’s  syndrome,15 16  in  Kline- 
felter’s syndrome,16-18  in  the  cri-du-chat  syn- 
drome10 in  some  forms  of  congenital  heart 
disease,20  in  pseudohypoparathyroidism,16  in  the 
Smith-Lemli-Opitz  syndrome,21  in  Wilson’s  dis- 

*Some  figures  in  this  table  represent  corrections  made 
by  Dr.  Walker  in  personal  communication  and,  therefore, 
will  be  found  to  differ  slightly  from  those  in  her  original 
publication. 


ease,22  in  the  rubella  syndrome,8  as  well  as  in 
unique  cases  of  congenital  deformities.23  The 
list  of  dermatoglyphic  features  in  Table  3 may 
be  considered  “abnormal”  or  “unusual”  if  it  has 
been  determined  that  the  patterns  were  not 
expected  in  light  of  family  inheritance. 

Dermatoglyphic  patterns  are  not  always  easy 
to  define.  Intermediate  pattern  forms  are  seen 
that  defy  simple  analysis.  Skin  conditions  may 
not  lend  themselves  to  good  prints.  It  is  wise 
to  be  cautious  before  attempting  an  interpreta- 
tion from  ambiguous  prints  or  unusual  patterns. 


Fig.  7.  Hand  and  foot  print  from  a patient  with  trisomy  18. 
Note  arches  on  all  digits. 
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Table  3 

Dermatoglyphic  Features  That  May  Be  Considered  Abnormal 

1.  Radial  loops  on  fingers  four,  five  or  one. 

2.  Six  or  more  arch  patterns  on  the  fingers. 

3.  Eight  or  more  whorls  on  the  fingers. 

4.  A total  ridge  count  considerably  higher  or  lower  than  the 

parental  mean. 

5.  A single  flexion  crease  on  any  finger. 

6.  A distally  positioned  palmar  axial  triradius 

7.  Patterns  in  the  palmar  hypothenar  area. 

8.  Patterns  in  the  palmar  thenar/first  interdigital  area. 

9.  A palmar  simian  crease. 

10.  A vertical  alignment  of  palmar  ridges. 

11.  Patterns  other  than  whorls  or  loops  on  the  plantar 
hallucal  area. 

12.  A plantar  furrow. 

13.  Any  areas  of  dysplasia  (Fig.  9). 


B 

Fig.  8.  Hand-foot  print  from  an  infant  with  trisomy  13. 
The  plantar  hallucal  area  (A)  shows  the  arch  fibular 
pattern  which  recurves  sharply  to  form  the  distinctive 
arch  fibular-S  pattern.  Note  the  distal  position  of  the 
palmar  axial  triradius  (B)  and  the  loop  radial  on  the  fifth 
finger. 


printing  techniques 

Excellent  prints  from  most  adults  can  be 
made  with  the  use  of  finger  print  ink,  a rubber 
roller,  a piece  of  glass,  a good  quality  lightweight 
paper,  and  a soft,  flat  sponge.10  The  sponge  is 
placed  beneath  the  paper  so  ridges  in  the 
concave  areas  and  edges  of  the  hand  and  foot 


will  be  recorded.  A fine  film  of  ink  is  rolled 
on  the  glass.  This  is  then  transferred  to  the  areas 
of  the  skin  to  be  printed  by  the  roller.  It  is 
important  to  apply  only  a small  amount  of  ink 
to  the  skin.  The  ridges  only  should  be  inked. 
The  hand  or  foot  is  positioned  on  the  paper, 
care  being  taken  to  prevent  movement  sideways, 
and  sufficient  pressure  applied  to  ink  only  the 
ridge  patterns  on  the  paper.  In  printing  the 
hand,  the  third  finger  should  lie  in  direct  exten- 
sion of  the  forearm  and  the  fingers  extend  nat- 
urally. Separate  finger  prints  may  be  taken  by 
rolling  each  finger  from  radial  edge  to  ulnar 
edge  across  a fresh  film  of  ink  on  the  glass. 


Fig.  9.  This  finger  print  illustrates  dermal  ridge  dy- 
splasia seen  in  the  center  of  pattern  area. 
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The  thumb  is  rolled  more  conveniently  from 
the  ulnar  edge  to  the  radial  edge.  The  rolling 
process  is  then  repeated  on  the  paper. 

An  inkless  method  is  available.  It  uses  a special 
fluid  and  a sensitized  paper  that  should  be  pur- 
chased in  lightweight  stock.  The  solution  is 
rubbed  into  the  skin,  and  the  area  to  be  printed 
is  placed  on  the  paper  in  the  manner  described 
above.  An  advantage  is  that  the  skin  is  not 
blackened.  The  method  is  adequate  for  older 
children  and  adults  but  insufficient  for  small 
children  and  babies.  Materials  can  be  purchased 
from  Faurot,  Inc.,  299  Broadway,  New  York,  N.Y. 

A porous  pad  to  ink  the  skin  is  manufactured 
by  Hollister,  Inc.,  833  N.  Orleans  St.,  Chicago, 
111.  This,  when  used  with  a high-quality,  glossy 
paper,  is  the  method  of  choice  for  infants. 

abstracto 

DermatogUficos  anormales  frecuentemente 
reflejan  sindromes  especificos  resultantes  de 
desarrollo  anormal  intrauterino  o de  variaciones 
cromosomicas.  Modelos  dertnatogUficos  tipica- 
mente  anormales  se  encuentran  en  el  sindrome 
de  Down,  trisomia  13  y trisomia  18  Huellas 
de  mano  y pie  se  obtienen  facilmente  usando 


Visual  inspection  in  good  light,  perhaps  aided 
by  a magnifying  glass  or  an  otoscope,  is  some- 
times an  adequate  alternative. 

summary 

Normal  or  abnormal  dermatoglyphics  result 
from  simultaneously  developing  systems  in  the 
early  embryo.  Down’s  syndrome,  trisomy  18,  and 
trisomy  13  usually  result  in  diagnostic  alterations 
of  dermal  patterning.  Various  genetic  or  environ- 
mental insults  to  the  fetus  may  result  in  der- 
matoglyphic  alterations.  Examination  of  hand 
and  foot  prints  of  infants  and  patients  with 
congenital  anomalies  is  a valuable  routine.  ■ 
University  of  Washington  School  of  Medicine 

(98105) 

tinta  especial,  tin  rodillo,  tin  papel  fino  y suave 
o una  solucion  sin  tinte  y papel  sensitivo.  Las 
huellas  estan  bajo  el  control  de  varios  jenes  tj  se 
pueden  comparer  con  casos  normales  conocidos. 
Una  similitud  sorprendente  se  observa  entre 
hermanos  y hay  modelos  reconocidos  de  familia 
y de  raza.  Estos  se  deben  tener  en  cuenta 
cuando  se  interpreta  huellas  de  un  individuo. 
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Therapeutic  Exercise  in  Motion  Problems,  Conclusion 


ROBERT  H.  J E B S E N,  M.D.,  Seattle,  Washington 


BALANCE  AND  COORDINATION 

Even  when  there  is  normal  range  of  motion 
and  good  muscle  strength,  functional  activities 
may  be  limited  by  poor  balance  or  incoordi- 
nation. These  may  simply  be  reflections  of 
prolonged  bed-rest  and  disuse,  or  may  be  due 
to  a variety  of  neurologic  problems  such  as  cere- 
bellar disorders,  loss  of  proprioception,  astereog- 
nosis,  diffuse  sensory  loss  or  upper  motor  neuron 
dysfunction  as  in  stroke  and  cerebral  palsy. 

testing  and  improving  balance 

Balance  can  be  tested  by  having  the  patient 
maintain  free-sitting  and  free-standing  posture, 
with  eyes  open,  then  closed,  then  by  observing 
the  gait.  A more  severe  test  is  the  ability  to  hop 
on  first  one  foot  and  then  the  other. 

To  improve  trunk  balance  in  severe  cases, 
various  sitting  activities  are  useful.  Thus,  an 
Occupational  Therapy  order  might  read: 

Improve  sitting  balance 

The  therapist  would  then  have  the  patient  do 
a sitting  activity  for  increasing  periods  of  time, 
graduating  from  wheelchair  to  an  armless  chair 
as  balance  improved.  In  Physical  Therapy,  vari- 
ous trunk  exercises  such  as  rolling  over  and 
crawling  might  be  used  in  addition  to  exercises 
to  strengthen  weak  trunk  muscles.  Such  a pre- 
scription might  read  in  part: 

1.  Strengthen  abdominals  and  back  extensors 

2.  Trunk  balance  exercises  on  gym  mat  and 
in  sitting  positions. 

testing  and  improving  coordination 

Coordination  is  tested  by  observing  the  pa- 
tient’s general  activities  and  gait,  by  testing  for 
alternate  motion  rate  and  intention  tremor,  and 
by  asking  him  to  manipulate  objects.  A de- 
creased alternate  motion  rate  in  the  hand  is  one 
of  the  most  sensitive  signs  of  hemiparesis.  Not 
only  gross  finger  flexion  and  extension  should  be 
tested,  but  also  the  ability  to  touch  the  tips  of 
the  thumb  and  index  finger  rapidly  together  and 
the  ability'  to  abduct  and  adduct  the  fingers 


rapidly;  the  latter  seems  to  be  the  most  sensi- 
tive test  of  all.  A difference  between  right  and 
left  is  particularly  significant.  The  heel-shin  test 
is  commonly  used  to  test  lower  extremity  co- 
ordination. 

Coordination  can  often  be  improved  in  three 
ways:  first,  by  strengthening  weak  muscles  in 
the  area  involved;  second,  by  having  the  patient 
perform  many  repetitions  of  the  activities  in- 
volved; finally’,  by  using  vision  to  provide  extra 
feedback  during  activities— that  is,  by  having 
the  patient  closely  observe  the  activity.  Improv- 
ing coordination  is  like  learning  to  play  the 
piano,  or  to  do  any  semi-automatic  act.  At  first, 
close  concentration  and  visual  attention  are  nec- 
essary for  even  slow  and  inaccurate  performance, 
but  with  many’  practice  sessions  ability  will  im- 
prove, often  surprisingly. 

A program  to  improve  coordination  will,  of 
course,  depend  on  the  area  involved,  following 
the  principles  mentioned.  For  a hemiparetic 
lower  extremity  in  which  coordination  is  poor, 
an  early  stage  of  treatment  might  be  to  have 
the  patient  sit  on  the  edge  of  a chair  and  move 
the  hemiparetic  foot  to  follow  the  therapist’s 
finger  as  she  moves  it  from  spot  to  spot  on  the 
floor.  Later  this  is  done  in  the  standing  position 
in  the  parallel  bars  (Fig.  16).  Visual  monitoring 


Fig.  16.  Lower  extremity  coordination  may  be  improved 
by  having  the  patient  move  her  foot  to  follow  the  thera- 
pist's finger.  This  should  be  done  in  the  sitting  and  stand- 
ing positions,  in  which  the  antigravity  reflexes  are  active. 
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of  the  procedure  is  encouraged.  The  use  of  the 
sitting  and  standing  positions  is  important  to 
allow  the  antigravity  reflexes  to  act,  as  they  will 
in  walking. 

coordination  vs.  strength  in 
upper  motor  neuron  disorders 

Several  years  ago,  I was  asked  to  see  an  auto 
mechanic  who  had  suffered  a mild  right 
hemiplegia  18  months  earlier  from  a cerebral 
embolus.  He  complained  only  of  residual  in- 
coordination and  clumsiness  of  the  right  hand, 
with  easy  fatigability  of  the  hand  and  a frequent 
tendency  to  drop  tools.  On  examination,  there 
was  mild  slowing  of  the  alternate  motion  rate 
in  the  right  hand  with  very  slight  decrease  in 
proprioception,  but  normal  muscle  strength.  Re- 
flexes were  normal.  He  had  been  back  at  work 
for  12  months,  working  all  day  with  his  hands, 
repairing  carburetors  and  whatever  else  is  under 
automobile  hoods.  For  this  reason,  I thought 
he  must  surely  have  had  sufficient  coordination 
exercise  to  reach  maximum  return.  However,  as 


abstracto 

El  sistema  neuro-musculo-esqueletico  se  con- 
serva  en  condition  funcional  normal  con  el  aso 
normal.  La  immobilization  permite  el  acortam- 
iento  ij  la  perdida  de  elasticidad.  La  deformi- 


a trial,  I started  him  on  a home  program  of 
coordination  exercises  consisting  of  rapid  finger 
and  thumb  flexion-extension,  finger  abduction- 
adduction  and  serial  thumb  opposition  to  each 
of  the  fingers  to  be  done  for  10  minutes,  six  times 
a day.  When  he  returned  a month  later,  he  and 
I were  surprised  that  his  symptoms  were  vir- 
tually gone.  This  seems  to  be  a good  illustration 
of  the  fact  that  we  must  pay  considerable  atten- 
tion to  coordination  in  upper  motor  neuron  dis- 
orders and  not  be  concerned  with  strength  alone. 

summary 

Abnormalities  in  the  neuro-musculo-skeletal 
apparatus  may  result  in  pain,  soft-tissue  shorten- 
ing, deformity,  weakness  or  incoordination  with 
consequent  difficulties  in  motion  and  locomotion. 
In  combination  with  other  measures,  appropri- 
ately prescribed  exercises  may  prevent,  correct 
or  ameliorate  such  problems,  or  may  be  used  to 
train  the  patient  to  substitute  intact  function  for 
lost  function.  ■ 

Univ.  of  Wash.  School  of  Medicine  (98105) 


dad  y la  restriction  de  movimiento  se  peuden 
prevenir  o corregir  con  ejercicio  terapeutico, 
recomendado  de  acuerdo  con  la  edad  del  pa- 
ciente,  la  condicon  general  y problemas  medicos 
espetificos. 


THE  CEREAL  STANDARD 

A spokesman  for  the  prescription  drug  industry  has  asked  if  it  isn’t  time  “to 
package  our  government  in  truth  along  with  our  com  flakes.” 

Mr.  C.  Joseph  Stetler,  president  of  the  Pharmaceutical  Manufacturers  Association, 
cited  a case  in  which  the  Food  and  Drug  Administration  last  spring  accused  “one-third 
of  the  members  of  the  PMA”  with  advertising  violations. 

He  said  that  after  repeated  and  unsuccessful  PMA  efforts  to  obtain  details  from 
FDA,  the  association  was  handed,  from  another  source,  the  agency’s  list  which  fell 
“considerably  short”  of  one-third  of  the  PMA  membership. 

Furthermore,  Stetler  declared,  “the  list  we  have  indicates  that  ads  involving  fewer 
than  five  percent”  of  the  PMA  membership  were  forwarded  to  1 DA  s legal  department 
where  formal  allegations  of  violations  must  be  made. 

“Isn’t  it  fair  to  require  that  an  agency  which  demands  the  truth  deliver  the 
truth?”  Stetler  asked. 
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X-Ray  of  the  Month 


Submitted  by  the 

Washington  State  Radiological  Society 


This  33-year-old  white  female,  housewife,  had 
had  considerable  difficulty  with  shortness  of  breath, 
easy  fatigability  and  chronic  fatigue  for  the  past 
year  or  more.  She  was  admitted  to  the  hospital  and 
worked  up  with  the  possibility  of  having  infectious 
hepatitis.  Laboratory  findings  were  negative.  X-ray 
of  the  chest  revealed  two  nodular  lesions  in  the 
right  lower  chest.  It  was  learned  that  the  patient 
had  had  a previous  chest  x-ray  about  twelve  years 


ago.  Similar  nodular  densities  were  present  at  that 
time  but  they  were  considerably  smaller.  The  only 
other  contributory  finding  was  in  her  family  history. 
Her  father  died  in  a tuberculosis  sanitorium  fol- 
lowing an  intractable  episode  of  hemoptysis.  Her 
brother  and  an  uncle  were  reported  to  have  had 
abnormal  chest  x-rays. 

What  is  your  diagnosis?  How  can  it  be  proven? 

What  is  the  treatment?  see  page  1012 
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SQUIBB  NOTES  ON  THERAPY 


“‘Tranquilizer’  is  not  a good  word”' 


/y  I HIS  classification  is  psychologi- 
| cal ly  too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference4  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.5 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.5 
The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.1  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."6 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.7  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

, 25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

‘adapted  from  Sainz7 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 


For  full  prescribing  information,  see  package  insert 
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PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb 


‘The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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OMA  HOUSE  OF  DELEGATES  CONSIDERS 
MANY  VITAL  ISSUES 

usual  and  customary  fees 

board  of  health  licensing  authority 

Although  in  its  final  action  on  two  major  issues, 
the  House  of  Delegates  for  all  intents  and  purposes 
reaffirmed  previous  Association  policy,  the  road  to 
this  decision  was  paved  with  high  interest  and  vigor- 
ous discussion. 

The  subject  generating  probably  the  greatest  inter- 
est was  the  application  of  the  “usual  and  customary” 
fee  principle  in  the  programs  of  all  governmental 
agencies  which  have  a responsibility  for  the  health 
services  of  any  segment  of  the  population.  Spe- 
cifically at  this  meeting  the  application  of  that 
principle  to  Workmen’s  Compensation  insurance  and 
Public  Welfare  programs  at  the  State  level  and  the 
Military  Dependents  Medical  Care  program  at  the 
national  level  were  involved.  Perhaps  the  most 
vigorously  discussed  was  the  application  of  the 
principle  to  Workmen’s  Compensation  insurance.  In 
the  report  of  the  Committee  on  State  Industrial 
Affairs  its  Chairman.  Edward  K.  Kloos  of  Portland, 
reviewed  the  Committee’s  attempts  to  have  this 
principle  promulgated  by  the  Workmen’s  Compen- 
sation Board  rather  than  a continuation  of  the  fixed 
fee  schedule  even  though  substantially  increased. 


Dr.  Kloos,  in  presenting  the  report,  reminded  the 
House  of  Delegates  that  although  the  Workmen’s 
Compensation  Board  had  rejected  the  principle,  its 
Chairman  had  let  it  be  known  that  the  door  was 
not  closed  to  further  discussions. 

The  House  of  Delegates  seeking  to  strengthen  the 
hand  of  the  Committee  on  State  Industrial  Affairs 
commended  the  Committee  for  its  energetic  efforts 
and  urged  a continuation  of  its  work  toward  the 
establishment  of  the  principle  as  soon  as  possible 
or  that  substantial  progress  be  made  toward  its 
establishment  prior  to  the  convening  of  the  next 
legislature. 

under  welfare  programs 

The  level  of  compensating  physicians  for  services 
to  public  welfare  recipients  was  the  subject  of 
strong  resolutions  from  the  Malheur  and  Marion- 
Polk  County  Medical  Societies  both  of  which  urged 
the  House  of  Delegates  to  remain  firm  in  its  position 
relative  to  the  application  of  the  “usual  and  cus- 
tomary” fee  principle.  In  the  report  of  the  Com- 
mittee on  Charitable  Medical  Care,  William  C. 
Crothers,  Chairman,  reviewed  the  efforts  on  the  part 
of  the  Committee  and  the  officers  of  the  .-Association 
to  reach  a satisfactory  understanding  with  the  State 
Public  Welfare  Commission.  In  the  report  Dr. 
Crothers  announced  to  the  House  of  Delegates  that 
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representatives  of  the  Public  Welfare  Commission 
had  submitted  the  following  proposals  for  the  1967- 
1969  biennium:  (a)  That  the  physicians  be  compen- 
sated at  a rate  of  80  per  cent  of  “usual  and  cus- 
tomary” fees  for  a “trial  period”  of  six  months, 
(b)  That  each  public  welfare  recipient  be  limited 
to  six  nonemergency  physician  visits  per  year. 

The  House  of  Delegates  chose  not  to  act  upon 
the  proposals  emanating  from  the  Medical  Subcom- 
mittee of  the  State  Public  Welfare  Commission  and, 
instead,  adopted  the  following  recommendations  of 
the  Reference  Committee  on  New  Business: 

1.  That  the  leadership  of  the  Association  be  urged 
to  seek  a complete  review  of  the  Welfare 
medical  program  in  the  light  of  recent  trends 
operated  by  federal  welfare  programs. 

2.  That  the  Association  adopt  a firm  policy  on  the 
“usual  and  customary”  fee  principle  and  to 
eliminate  any  pro-rata  consideration. 

3.  That  if  welfare  funds  become  exhausted,  this 
fact  be  published,  and  at  that  time  the  medical 
profession  will  continue  the  charitable  medical 
care  of  the  welfare  recipient. 

4.  That  the  State  Public  Welfare  Commission  take 
a realistic  attitude  and  request  sufficient  appro- 
priations to  carry  out  the  program  on  the  basis 
of  the  “usual  and  customary”  fee  principle. 

title  XIX 

The  Special  Committee  on  Title  XIX  established 
by  the  Executive  Committee  at  its  July  1966  meeting 
presented  to  the  House  of  Delegates  a comprehen- 
sive report  on  its  work  in  preparation  for  the  possible 
implementation  of  such  legislation  in  Oregon.  At- 
tached to  the  report  was  the  informational  bulletin 
sent  to  all  members  and  candidates  for  the  1967 
legislature  which  contained  a concise  summary  of 
the  provisions  of  the  Title  and  the  time  table 
established  for  its  implementation. 

In  addition  to  its  report,  the  Committee  intro- 
duced its  two  consultants  who  had  been  retained  to 
collect  and  analyze  the  socio-economic  factors  which 
might  be  involved  in  determining  eligibility  in  Ore- 
gon. Donald  D.  Parker,  Ph.D.,  Dean,  and  Robert 
E.  Dodge,  Ph.D.,  Professor  of  Marketing,  both  on 
the  faculty  of  the  School  of  Business  Administration 
of  Portland  State  College  appeared  before  the  Ref- 
erence Committee  on  New  Business  to  present  the 
results  of  their  study  up  to  the  date  of  the  meeting. 
The  report  was  presented  and  the  consultants  were 
introduced  by  Daniel  K.  Billmeyer  of  Oregon  City, 
Chairman  of  the  Special  Committee  on  Title  XIX. 

Doctors  Dodge  and  Parker  presented  a skeleton 
outline  of  the  form  which  their  completed  report 
would  take  and  samples  of  statistical  tables  which 
would  provide  information  pertinent  to  establishing 
eligibility  standards. 


Convention 

Photo 

Moments 


Photos:  top  to  bottom 

President  Tysell  and  President-elect,  Glenn  M.  Gordon, 
both  of  Eugene. 

Mrs.  William  Zartman,  Presidetn,  presents  Auxiliary’s 
gift  to  Dr.  Livingstone. 

V. I. P.’s  all — left  to  right:  Max  H.  Parrott,  Portland,  newly 
elected  Trustee  of  A.M.A.;  Mr.  Tom  Lawson  McCall, 
Oregon  Secretary  of  State;  Charles  L.  Hudson,  Cleveland, 
President  of  AMA;  and  Ernest  T.  Livingstone,  Past- 
President,  OMA. 
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Historic  moment — gavel  changes  hands  from  Dr.  Living- 
stone to  Dr.  Tysell. 

John  E.  Tysell  is  sworn  in  by  Speaker  of  the  House, 
Clinton  S.  McGill. 


(a)  A “usual”  charge  shall  be  that  charge  made 
by  the  physician  to  the  majority  of  his 
private  patients  for  like  service. 

(b)  A charge  shall  be  considered  “customary” 
if  it  is  within  the  average  range  of  usual 
charges  prevailing  in  the  community  by 
physicians  of  like  training  and  experience 
in  performing  like  service. 

(c)  Extenuating  circumstances  are  conditions 
developing  with  respect  to  care  and  treat- 
ment of  a specific  patient  which  would 
make  a charge  above  the  “usual  and  cus- 
tomary” justifiable. 

hospital  licensing  authority 

The  recent  action  of  the  Oregon  State  Board  of 
Health,  in  denying  the  application  of  a convalescent 
hospital  to  change  its  classification  to  a general  hos- 
pital, stimulated  resolutions  from  four  separate 
component  societies.  A resolution  from  the  Lane 
County  Medical  Society  recommended  the  use  of 
voluntary  local  advisory  councils  in  determining  hos- 
pital needs  with  the  central  regulatory  power  placed 
in  the  hands  of  the  State  Board  of  Health.  The  reso- 
lution from  the  Multnomah  County  Medical  Society 
proposed  that  the  Oregon  State  Board  of  Health  be 
encouraged  to  limit  the  “duplicative”  expansion  of 
hospitals  while  personnel  shortages  exist;  expand 
training  facilities  for  skilled  hospital  personnel;  seek 


The  House  of  Delegates  was  impressed  with  the 
importance  of  the  work  being  done  by  the  Special 
Committee  on  Title  XIX  and  adopted  the  following 
recommendations  of  the  Reference  Committee: 

1.  That  the  Special  Committee  on  Title  XIX  be 
continued  and  provided  with  the  necessary 
financial  resources  to  continue  and  complete 
its  study. 

2.  That  the  results  of  the  Committee’s  studies  be 
disseminated  to  the  membership  and  to  all 
members  of  the  Oregon  legislature. 

3.  That  representatives  of  the  Association  co- 
operate with  appropriate  governmental  agen- 
cies to  promulgate  legislative  proposals  under 
Title  XIX  which  would  embody  the  “reason- 
able” fee  principle  as  defined  and  advocated 
by  the  House  of  Delegates  at  its  1965  annual 
meeting  and  which  reads  as  follows: 

That  a reasonable  charge  for  professional  med- 
ical services  in  Oregon  shall  be  determined  on 
the  basis  of  whether  such  charge  is  usual  and 
customary  and  whether  there  were  extenuating 
circumstances.  “Usual  and  customary”  charges 
shall  be  defined  as: 


Mr.  Jack  Mills,  Washington,  D.C.,  speaker  at  OMPAC 
banquet. 
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Like  father,  like  son — OMA  President,  John  E.  Tysell  and 
son,  John  Junior,  current  President  of  Oregon  chapter  of 
the  Student  American  Medical  Association. 


clarification  of  its  licensing  authority;  and  base  its 
decisions  on  licensure  of  hospitals  and  care  facilities 
on  the  recommendation  of  regional  hospital  planning 
councils. 

Resolutions  introduced  by  the  Yamhill  and  Clacka- 
mas County  Medical  Societies  recommended  that 
the  House  of  Delegates  censor  the  Board  of  Health 
for  denying  hospital  licensure  to  applicants  which 
had  met  the  basic  standards  established  by  the 
Board  for  the  administration  of  the  Hospital  Licens- 
ing Law. 

The  Reference  Committee  considered  all  four 
resolutions  together  and  submitted  the  following  six 
substitute  resolutions  which  were  adopted  by  the 
House: 

1.  That  voluntary  local  area  hospital  and  care 
facility  planning  councils  be  created. 

2.  That  such  councils  be  constituted  of  wide  local 
representation  including  local  physicians,  hos- 
pital administration  and  community  leaders. 

3.  That  the  State  Board  of  Health  give  strong 
consideration  to  the  opinions  and  recommenda- 
tions of  such  voluntary  local  area  hospital  and 
care  facility  planning  councils  in  granting  licen- 
sure. 

4.  That  the  Oregon  State  Board  of  Health  be 
reminded  that  the  Board  of  Trustees  of  this 
Association  in  1950  adopted  a recommendation 
that  the  State  Board  of  Health  in  developing 
its  annual  state  plan  for  hospital  construction 
and  in  approving  and  licensing  hospitals  con- 
sider the  views  and  opinions  of  the  local 
medical  societies. 

5.  That  the  Oregon  State  Board  of  Health  seek 
clarification  of  the  scope  of  its  licensing 
authority. 


6.  That  the  Association  and  the  State  Board  of 
Health  encourage  rapid  expansion  of  the  train- 
ing opportunities  of  nurses  and  skilled  para- 
medical workers  in  Oregon. 

annual  dues  increase 

The  House  of  Delegates  by  unanimous  vote  ap- 
proved a $25  increase  in  the  Association’s  annual 
dues,  $10  of  which  was  specifically  earmarked  for 
the  financial  support  of  continuing  medical  educa- 
tion. The  annual  dues  increase  for  this  purpose  was 
recommended  by  a special  committee  created  by 
the  House  of  Delegates  at  its  1966  midyear  meeting. 
The  special  committee  was  recommended  by  the 
Committee  on  Medical  Education  which  had  con- 
cluded that  the  Association  should  decide  the  role 
it  should  play  in  this  area  of  its  affairs  and  then  be 
prepared  to  meet  the  costs  of  the  program  or  pro- 
grams proposed. 

The  Special  Committee  under  the  Chairmanship 
of  James  A.  Riley,  Corvallis,  recommended  that  a 
Council  on  Medical  Education  be  established  to  be 
appointed  by  the  President  with  the  approval  of  the 
Executive  Committee  of  the  Board  of  Trustees.  The 
terms  of  office  are  to  be  two  years  and  the  terms 
staggered  so  that  five  would  be  replaced  each  year. 
The  Special  Committee  also  recommended  the  man- 


61  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


Northwest  Medicine,  November  1966 


ner  in  which  the  Committee  was  to  be  organized 
including  specifying  the  standing  committees  which 
are  to  be  established. 

Dr.  Riley’s  Committee  concluded  its  report  by 
delineating  the  objectives  and  functions  which  it 
believed  should  be  undertaken  by  the  Council  on 
Medical  Education.  They  were: 

1.  To  dedicate  itself  and  in  turn  the  Oregon 
Medical  Association  to  promoting  the  highest 
quality  and  most  effective  continuing  medical 
education  for  doctors  of  medicine  and  allied 
professional  and  technical  personnel. 

2.  To  provide  coordination  of  all  efforts  in  con- 
tinuing medical  education  with  the  purpose  of 
maximum  effectiveness  and  efficiency  in  such 
programs. 

3.  To  serve  as  a communications  media  between 
the  members  of  OMA  and  all  involved  in  con- 
tinuing medical  education. 

4.  To  study  and  evaluate  continuing  medical  edu- 
cation efforts  and  facilities  in  Oregon  and 
elsewhere  and  serve  a resource  and  advisory 
function. 

5.  To  stimulate  and  cooperate  with  continuing 
medical  education  efforts  of  medical  schools 
(particularly  the  University  of  Oregon  Medical 
School). 

6.  To  study  and  develop  guidelines  for  education 
of  the  people  of  Oregon  in  health  matters. 

7.  Written  reports  for  information  and  action  shall 
be  submitted  by  the  CME-OMA  to  the  Execu- 
tive Committee  of  the  Board  of  Trustees  of 
the  Oregon  Medical  Association  at  regular  and 
appropriate  intervals. 

8.  Expenditure  of  budgeted  funds  for  the  staff 
and  activities  of  the  CME-OMA  shall  be  at 
the  discretion  of  the  Executive  Committee  of 
the  CME-OMA  in  consultation  with  the  Ex- 
ecutive Secretary  of  the  OMA. 

9.  Changes  in  the  composition,  objectives,  or 
functions  of  the  CME-OMA  may  be  made  by 
resolutions  passed  by  the  House  of  Delegates 
of  the  Oregon  Medical  Association  or  by  the 
Board  of  Trustees  of  the  OMA,  followed  by 
ratification  by  the  House  of  Delegates  of  the 
OMA  at  the  next  regular  meeting  of  the  House. 

The  additional  portion  of  the  dues  increase  of  $15 
was  recommended  by  the  Executive  Committee  of 
the  Board  of  Trustees.  That  Committee  is  charged 
with  the  supervision  of  the  Association’s  financial 
affairs  which  includes  providing  a suitable  head- 
quarters office  facility',  the  employment  of  headquar- 
ters office  personnel  and  the  development  of  an 
annual  budget.  In  submitting  this  recommendation 
the  Executive  Committee  with  the  approval  of  the 
Board  of  Trustees  emphasized  the  need  for  the  addi- 


Governor  Mark  Hatfield,  flanked  by  John  E.  Tysell  and 
Ernest  T.  Livingstone  at  the  dedication  of  the  MED-AUX 
Park  playground  at  Aloha. 


tional  funds  to  conduct  the  general  affairs  of  the 
Association.  In  pointing  them  out,  the  Executive 
Committee  emphasized  the  increasing  involvement 
of  the  Association  with  the  governmental  agencies 
which  included  six  federal  and  state  agencies  which 
are  either  directly  or  indirectly  involved  in  the 
compensation  of  physicians  for  their  professional 
services  and  another  six  state  agencies  with  which 
the  Association  maintains  relationships  because  of 
their  specific  and  general  involvement  in  medicine 
and  the  public  health. 

Also  emphasized  strongly  was  the  increased  atten- 
tion which  the  Association  is  required  to  give  to 
State  legislative  matters.  This  was  pinpointed  by 
the  fact  that  the  Association  needed  to  concern  itself 
with  nearly  100  proposals  which  affected  medicine 
and  the  public  health  during  the  1965  legislature  and 
the  anticipation  that  a similar  experience  could  be 
expected  during  the  1967  session. 

The  report  of  the  Executive  Committee  listed  the 
relationships  which  the  Association  must  maintain 
with  voluntary  health  organizations  and  the  ex- 
panding liaison  with  allied  and  related  professional 
groups  as  well  as  with  business  and  industry.  Di- 
rected and  sponsored  programs  of  the  American 
Medical  Association  and  special  activities  of  the 
Association  were  likewise  named  as  requiring  in- 
creased financial  outlay.  Specific  sendees  to  mem- 
bers and  general  information  to  the  public  were 
likewise  stressed. 

The  unanimous  acceptance  of  the  Executive  Com- 
mittee’s recommendations  by  the  House  of  Delegates 
followed  a report  from  the  Reference  Committee  on 
Reports  of  Officers  and  Committees  which  stated 
that  the  only  unfavorable  comments  at  the  hearings 
w'ere  from  physicians  who  suggested  that  the  in- 
crease might  not  be  “enough.” 

continued  on  page  963 
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PRESIDENT’S  page 


Doctors  and  the  Democratic  Process 


JOHN  E.  TYSELL,  M.D. 


1 1 has  been  said  that  the  only  true  constant  is 
the  inevitability  of  change.  A new  face  appears 
upon  this  page  and  he  knows  so  very  little  about 
the  complex  problems  that  confront  medicine  today. 
As  for  pat  solutions,  he  has  none.  Therefore  all  the 
help,  suggestions  and  criticisms  that  can  come  from 
a concerned  and  informed  membership  will  be 
sought,  heard  and  utilized. 

Great  and  fundamental  socio-economic  decisions 
are  being  made  daily  which  are  changing  the  tra- 
ditional relationship  between  the  doctor  and  his 
patient.  The  dream  of  “no  third  party  intervention” 
is,  for  the  most  part,  a dream  and  a memory.  He 
who  says,  “Let  me  practice  my  best  scientific  medi- 
cine and  let  ‘others’  make  the  arrangements,”  is 
abdicating  a portion  of  his  doctor-patient  responsi- 
bility. Eveiy  physician  must  help  form  policy  for 
those  “others.” 

Having  been  involved  to  some  degree  with  the 
problems  of  organized  medicine  for  thirty  years,  I 
can  say  that  I feel  history  will  show  that  the  record 
of  democratic  action  by  doctors  over  this  period 
is  something  less  than  distinguished.  After  the  pres- 
sures of  a long,  difficult,  and  costly  period  of  train- 
ing, the  average  doctor  emerges  into  the  world  nearly 
thirty  years  of  age.  He  then  becomes  very  busy 
establishing  a practice  and  a home,  and  gaining  a 
few  of  the  comforts  and  pleasures  his  non-medical 
fellows  have  had  for  some  years. 

He  has  never  really  been  exposed  to  the  demo- 
cratic process.  He  came  from  an  upper-middle  class 
family;  his  father  was  more  successful  and  also  more 
rigid  than  the  average.  The  young  doctor  has  had 


no  meaningful  opportunity  for  democratic  involve- 
ment at  his  university  or  medical  school.  No'hing 
could  be  more  totalitarian  than  the  average  teaching 
hospital.  Thus  the  young  doctor  not  only  has  never 
been  exposed  to  the  give  and  take  of  the  democratic 
process;  he  doesn’t  understand  it. 

In  this  area,  I believe,  lie  the  great  weakness  and 
challenge  of  organized  medicine.  All  is  not  lost. 
We  have  a duty  not  only  to  our  patients  but  to  the 
bright  young  men  who  will  succeed  us,  to  preserve 
what  is  good  of  the  old  and  grasp  and  shape  the 
good  of  the  new. 

The  most  exciting  contacts  of  my  experience  in 
organized  medicine  have  been  recent  exposures  to 
the  Student  American  Medical  Association  program. 
Here  are  no  “mods”  or  “beatniks,”  but  a band  of 
highly  dedicated  young  men  with  shining  faces. 
They  are  smarter  and  better  educated  than  you 
and  I.  Let  us  help  them  in  every  possible  way  to 
become  familiar  with  the  techniques  of  the  demo- 
cratic process  not  only  so  that  they  may  survive  in 
this  complex  society,  but  so  they  may  help  forge 
a new  system  of  delivering  personal  medical  care 
in  a new  world. 

The  practice  of  medicine  has  no  place  for  pessi- 
mists and  selfish  cynics.  Let  us  join  together  in 
shaping  the  evolution  of  modem  American  medicine, 
the  best  the  world  has  ever  seen. 

O-iwv  S . I VW  , S , 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  82  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


626-6-3612 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


OMA  Women’s  Auxiliary 
MED  AUX  PARK 
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other  actions 

Among  the  other  important  actions  of  the  House 
of  Delegates  at  its  1966  annual  meeting  were: 

The  adoption  of  a resolution  introduced  by  the 
Multnomah  County  Medical  Society  proposing  that 
the  American  Medical  Association  be  asked  to  ex- 
pand its  activities  connected  with  the  training  of 
allied  and  paramedical  personnel. 

The  referral  to  the  Committee  on  Public  Policy 
of  a resolution  from  the  Umatilla-Morrow  County 
Medical  Society  recommending  that  additional  funds 
from  the  sales  tax  income  on  alcoholic  beverages  be 
specifically  earmarked  for  the  rehabilitation  of  alco- 
holics. 

The  approval  of  a recommendation  by  the  Com- 
mittee on  Professional  Consultation  that  differential 
premium  rates  be  established  under  the  Association’s 
professional  liability  insurance  program  and  author- 
izing the  Board  of  Trustees  to  act  upon  the  recom- 
mendations of  the  Committee  on  Professional  Con- 
sultation. 

Authorizing  the  Committee  on  Perinatal  Mortality 
to  continue  its  studies  and  approving  the  definitions 
of  the  World  Health  organization  of  “fetal  death,” 
“neonatal  death”  and  “premature  infant.” 

Authorizing  the  Committee  on  Professional  Wel- 
fare to  sponsor  a 60-day  open  enrollment  for  the 
Association’s  group  life  insurance  program  insured 
through  the  Standard  Insurance  Company  and  the 
appointment  of  co-chairman  in  each  component 
society.  The  Committee  was  also  authorized  to 
proceed  with  the  development  of  a plan  to  assist 
worthy  indigent  physicians. 

The  adoption  of  recommendations  of  the  Special 
Committee  on  Policy  Forming  Practices  that  it  be 
authorized  to  survey  the  views  of  the  general  mem- 
bership with  respect  to  the  elective  processes  of  the 
Association,  it’s  legislative  activities  and  means  of 
financing  such  activities,  policy  forming  practices 
and  membership  participation  and  to  visit  compon- 
ent societies  in  obtaining  such  views  and  opinions. 

The  adoption  of  By-Law  revisions  which  complete 
the  amendments  adopted  at  the  1966  midyear  meet- 
ing giving  Junior  and  Associate  members  full  powers 
within  the  Association;  and  authorizing  the  Speaker 
of  the  House  of  Delegates  to  appoint  such  reference 
committees  as  may  be  required  to  consider  the 
business  before  the  House.  Previously  the  Speaker 
was  limited  to  two  reference  committees. 

Proving  recommendations  of  the  Committee  on 
Traffic  Safety  that  each  physician  participate  in  his 
community’s  efforts  to  reduce  traffic  injuries  and 
deaths  and  that  the  Association  encourage  the  Gov- 
ernor of  Oregon  to  form  a broadly  representative 

continued  on  page  998 


Preparation  of  equipment  in 
MED-AUX  Park  by  Maxine 
Kammer,  Kathleen  Parrott, 
Gloria  Zartman,  and  Ellie 
Emmerson. 

Final  touches  put  on  MED- 
AUX  Park  equipment  by 
Maxine  Kammer,  Gloria  Zart- 
man, and  Ellie  Emmerson. 


Governor  Mark  O.  Hatfield  cuts  ribbon  to  open  Auxiliary's 
first  MED-AUX  Park-playground  for  retarded  children  at 
Aloha,  Oregon.  Assisting  Governor  Hatfield  are  Mrs. 
Howard  C.  Emmerson,  1965-66  President,  Mrs.  Huldrick 
Kammer,  MED-AUX  Park  Chairman,  Mrs.  Tom  Lawson 
McCall,  wife  of  Oregon’s  Secretary  of  State,  and  Mrs. 
William  V.  Zartman,  1966-67  Auxiliary  President. 
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It  works. 


ism 


why 
wonder 
about  a 
drug  for 


your 

forgetful 

patient 


BECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE 


activity  doesn’t 
stop  when 
dosage  does 


BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300  rag  FILM  COATED  TABLETS 

are  made  for  bid. 


Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

423.6.4072 
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Industrial  Insurance  Committee 

1.  Following  is  a report  on  Industrial  Insurance 
Committee’s  fee  negotiations  with  the  State  Depart- 
ment of  Labor  and  Industries. 

The  current  time  schedule  calls  for  presentation 
of  the  proposed  fee  schedule  to  the  Governor  and 
the  Central  Budget  Agency  by  June  1,  at  which 
time  a public  notice  will  be  published  calling  a 
public  hearing  on  the  fee  schedule  for  July  1.  If 
there  is  no  difficulty  encountered  at  the  public 
hearing,  the  new  fee  schedule  will  be  printed  and 
distributed  to  physicians  as  soon  as  possible.  After 
the  new  schedule  is  distributed,  the  Department  will 
begin  paying  the  new  fees  on  August  1— if  everything 
goes  well. 

It  will  be  necessary  for  the  Executive  Committee 
to  have  each  specialty  group  nominate  one  consult- 
ant and  one  alternate  consultant  to  a panel  from 
which  the  “Advisory  Committee  to  the  Department” 
will  be  selected.  The  “Advisory  Committee”  will 
meet  with  the  Department  on  such  matters  as  qual- 
ity medical  care;  general  program  considerations; 
claims  review  (where  necessary);  and  revision  of 
fee  schedule  relativity  and  conversion  factor.  If 
the  “Advisory  Committee”  is  to  function  in  all  of 
these  areas,  particularly  in  the  area  of  fee  revision, 
it  is  recommended  that  the  “Advisory  Committee” 
and  our  Industrial  Insurance  Committee  be  com- 
posed of  the  same  doctors.  The  alternative  would 
be  to  have  the  “Advisory  Committee”  constitute 
a subcommittee  of  our  Industrial  Insurance  Com- 
mittee. However,  the  “Advisory  Committee”  mem- 
bers will  be  receiving  adequate  consultation  fees 
and  travel  expenses  from  the  Department  (but  not 
more  than  $100  for  any  one  day);  while  members 
of  our  Industrial  Insurance  Committee  would  be 
entirely  uncompensated.  Also,  the  members  of  the 
“Advisory  Committee”  would  probably  become  better 
informed  on  the  subject-matter  than  would  the 
members  of  our  Industrial  Insurance  Committee. 

The  heart  of  this  matter  seems  to  be  that  the 
various  specialty  groups  are  the  best  judges  of 
quality  of  care,  methodologies  of  treatment,  and 
usual  and  customary  fees  within  their  respective 
specialties.  Therefore,  there  would  seem  to  be  much 
merit  in  having  the  Committees  combined  into  a 
single  unit.  Members  would  consult  and  advise  the 
Department,  but  the  Committee’s  action  and  utter- 
ances would  require  the  approval  of  the  Executive 
Committee  (and,  ultimately,  the  Board  of  Trustees 
and  House  of  Delegates).  Considerable  staff  time 
will  be  required  to  keep  communications  in  order 
under  this  new  program.  The  combining  of  these 
Committees  would  require  a change  in  our  By-Laws, 
and  it  is  recommended  that  the  Committee  on  Con- 


stitution and  By-Laws  be  requested  to  study  the 
necessary  change  in  the  By-Laws. 

Between  now  and  the  time  the  necessary  change 
can  be  made  in  the  By-Laws,  your  Executive  Com- 
mittee, if  the  Board  of  Trustees  will  so  authorize,  will 
proceed  to  obtain  nominations  to  the  “Advisory 
Committee  from  the  specialty  groups,  and  to  ap- 
point these  physicians  to  the  Committee,  as  “sub- 
committee” members.  It  is  anticipated  that  the 
committee  personnel  so  appointed  will  continue 
as  members  of  the  new  WSMA  Industrial  Insurance 
Committee  formed  under  the  changed  By-Law. 

2.  There  have  been  other  developments  about 
which  the  Delegates  should  be  informed,  as  follows: 

A.  On  July  1,  1966,  the  Department  of  Labor 
and  Industries  conducted  a public  hearing  re- 
quired by  law  whenever  fee  schedules  are  revised. 
The  WSMA  staff  was  directed  by  the  Industrial 
Insurance  Committee  and  by  the  Executive  Com- 
mittee to  appear  before  the  hearing  and  describe 
the  Industrial  Insurance  Committee’s  efforts  in 
working  with  the  Department  to  obtain  an  equit- 
able fee  schedule.  The  staff  was  also  instructed 
to  point  out  that  the  fee  schedule  proposed  by 
the  Department  seemed  to  be  the  best  that  could 
be  worked  out  at  the  present  time,  but  that  several 
inequities  remain.  Further,  the  staff  was  instruct- 
ed to  tell  the  hearing  that  the  new  programs 
and  attitudes  of  the  Department,  including  on- 
going revision  of  inequities  by  an  Advisory  Com- 
mittee, were  looked  upon  with  favor  by  the 
WSMA.  These  representations  were  made.  The 
substantially  improved  revised  fee  schedule  was 
then  adopted  by  the  Department  and  the  public 
hearing  adjourned. 

B.  Since  the  time  of  the  hearing,  the  Depart- 
ment has  continued  to  show  its  good  faith  when 
receiving  complaints  on  the  revised  schedule  from 
some  medical  specialty  organizations  and  from 
individual  physicians.  These  developments  indi- 
cate the  need  for  a well-ordered  approach  such 
as  that  contemplated  in  the  new  Industrial  In- 
surance Committee- Advisory  Committee  system. 
(The  Department’s  views  on  this  approach  were 
set  forth  in  a Department  communication  which 
was  mailed  to  all  delegates,  alternate  delegates 
and  county  medical  societies  on  November  26, 
1965.) 

3.  Your  Board  of  Trustees  believes  it  is  appropri- 
ate to  point  out  to  the  Delegates  that  there  is  con- 
siderable mutual  responsibility  involved  in  these 
developing  relationships  between  the  profession  and 
the  department.  Delegates  should  be  aware  that 
such  efforts  place  additional  information-gathering, 
expediting  and  general  staffing  responsibilities  on 
our  central  office  staff. 
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Heart,  Cancer  and  Stroke  Program 

1.  On  November  14,  1965,  the  WSMA  Board  of 
Trustees  approved  a report  from  Dr.  Schlicke,  Presi- 
dent, on  his  meeting  with  Dean  John  Hogness  and 
Governor  Daniel  Evans  concerning  the  implementa- 
tion of  the  Heart,  Cancer  and  Stroke  Program  (H.R. 
3140,  DeBakey  Program)  in  the  State  of  Washington 
should  it  pass  the  Congress,  and  recommended  that 
since  the  University  of  Washington  School  of  Medi- 
cine, under  the  direction  of  Dean  Hogness,  expects 
to  apply  for  a grant,  the  WSMA  should  continue 
to  maintain  liaison  with  Dean  Hogness  and  to  offer 
its  services  as  a direct  participant  in  formulating 
plans.  It  was  the  opinion  of  the  Committee  that 
any  program  concerning  postgraduate  medical  edu- 
cation should  involve  practicing  physicians.  Dr. 
Schlicke  will  maintain  close  contact  with  Dean 
Hogness  to  determine  the  direction  and  intent  of 
the  School  of  Medicine’s  program  grant  application. 

2.  The  Pack  Forest  Conference  of  November 
1965,  was  entirely  devoted  to  the  subject  of  the 
Heart,  Cancer  and  Stroke  Program. 

3.  During  the  spring  and  summer  of  1965,  the 
Dean  of  the  School  of  Medicine  had  been  meeting 
monthly  with  an  Advisory  Committee  consisting  of 
the  President  and  President-Elect  of  the  Washing- 
ton State  Medical  Association  and  the  President 
and  President-Elect  of  the  King  County  Medical 
Society  on  mutual  problems,  and  this  group  con- 
tinued to  discuss  the  Heart,  Cancer  and  Stroke 
Program  prior  to,  and  after  the  passage  of  the 
legislation.  These  discussions  resulted  in  the  forma- 
tion of  an  Advisory  Committee  for  a regional  pro- 
gram for  Washington  and  Alaska. 

4.  The  Advisory  Committee  held  its  first  meeting 
May  21,  1966  in  Seattle.  The  Committee  studied  an 
application  for  a planning  grant  toward  establishment 
of  a regional  medical  program  for  research,  training 
and  demonstration  in  the  field  of  heart  disease, 
cancer  and  stroke  and  related  diseases  under  Public 
Law  89-239. 

The  University  of  Washington  School  of  Medicine 
would  serve  as  the  region’s  agent  in  submitting  an 
application  to  the  National  Institutes  of  Health  for 
a planning  grant. 

Members  of  the  Advisory  Committee  include  Carl 
P.  Schlicke,  Spokane,  and  Lucius  D.  Hill,  Seattle, 
for  the  Washington  State  Medical  Association;  Ralph 
Huey,  D.D.S.,  Renton,  for  the  Washington  State 
Dental  Association;  Jeanne  M.  Irving,  R.N.,  director 
of  nursing  programs,  Everett  Junior  College,  Everett, 
for  the  Washington  State  Nurses  Association;  Mr. 
Harry  Wheeler,  administrator,  Deaconess  Hospital, 
Spokane,  and  Mr.  John  Bigelow,  Executive  Director, 
Seattle,  for  the  Washington  State  Hospital  Associ- 
ation; John  Finley,  Seattle,  for  the  Washington 
Division,  American  Cancer  Society;  Robert  Leven- 


son,  Seattle,  for  the  Washington  State  Heart  As- 
sociation; Bernard  Bucove,  Olympia,  State  Director 
of  Health;  Sanford  Lehman,  Seattle,  for  the  Local 
Health  Officers  Association;  Amos  P.  Bratrude, 
Omak,  for  the  American  Academy  of  General  Prac- 
tice; John  Hogness,  Dean  of  the  University  of  Wash- 
ington Medical  School;  Donal  R.  Sparkman,  Seattle, 
coordinator  of  the  Regional  Medical  Program;  John 
Lein,  Seattle,  Director  of  continuing  medical  educa- 
tion at  the  University  Medical  School. 

Practicing  physicians  on  the  Committee  include 
H.  Paul  Dvgert,  Vancouver;  Patrick  A.  Lynch,  Yaki- 
ma; Paul  Shields,  Spokane;  Gordon  Logan,  Seattle; 
Thomas  Carlile,  Seattle,  and  Allan  Lobb,  Seattle, 
Medical  Director,  Swedish  Hospital  and  Medical 
Center. 

Mrs.  George  Lamb,  Hoquiam,  and  Mr.  Robert 
Ogden,  Spokane,  are  public  representatives  on  the 
Committee. 

Alaska  is  represented  by  Levi  M.  Browning, 
Commissioner  of  Health  and  Welfare;  Bruce  C. 
Wright,  Alaska  Medical  Association;  Mr.  James  D. 
Lanham,  Anchorage,  President  of  the  the  Alaska 
Division,  American  Cancer  Society;  and  Mr.  Thomas 
B.  Stewart,  Anchorage,  President,  Alaska  Heart  As- 
sociation. 

5.  An  Executive  Committee  of  the  Advisory  Com- 
mittee was  chosen  consisting  of  Lucius  D.  Hill, 
Robert  Levenson,  Allen  Lobb,  Gordon  Logan,  Donal 
Sparkman,  and  Mr.  John  Bigelow. 

6.  A grant  application  was  approved  by  the  Ad- 
visory Committee  and  on  June  17,  1966,  Dr.  Schlicke 
wrote  the  following  letter  of  endorsement  on  behalf 
of  the  Washington  State  Medical  Association: 

“Donal  R.  Sparkman,  M.D.,  Coordinator 
Regional  Medical  Program 
University  of  Washington 
AA  312  University  Hospital 
Seattle,  Washington  98105 

“Dear  Don: 

“As  you  know,  the  Washington  State  Medical 
Association  has  been  included  in  the  planning 
which  has  led  to  the  present  submission  of  the 
application  for  a planning  grant  under  the  region- 
al medical  program.  In  its  early  stages  before  the 
passage  of  Public  Law  89-239,  the  matter  was 
discussed  at  numerous  meetings  of  the  Dean’s 
Advisory  Committee  composed  of  the  President 
and  President-Elect  of  the  WSMA  and  the  Presi- 
dent and  President-Elect  of  King  County  Medical 
Society.  Subsequently  Dean  Hogness  and  I had 
numerous  conversations  about  the  legislation  and 
how  it  might  be  best  implemented  in  this  area. 
Shortly  after  the  legislation  passed  in  Congress, 
Dean  Hogness  and  I called  on  Governor  Evans 

continued  on  page  1016 
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Let’s  Find  Out  For  Ourselves  and  Let’s  Do  It 


CARL  P.  SCHLICKE,  M.D. 


Just  a little  over  one  hundred  years  ago,  Charles 
Darwin  published  his  great  work,  “The  Origin  of 
Species”.  In  developing  his  thesis  of  Natural  Selec- 
tion or  Survival  of  the  Fittest,  he  describes  the 
manner  in  which  this  occurs,  “exclusively  by  the 
preservation  and  accumulation  of  variations  which 
are  beneficial  under  the  . . . conditions  to  which 
each  creature  is  exposed  at  all  periods  of  life  . . . 
variations  in  some  way  advantageous,  which  con- 
sequently endure”.  During  the  struggle  for  existence 
which  takes  place  in  an  environment  often  harsh, 
hostile  and  fiercely  competitive,  species  which  can- 
not be  readily  modified  or  improved  will  be  “beaten 
in  the  race  for  life”  and  finally  become  extinct. 

Would  not  these  same  laws  seem  applicable  to 
mankind  as  well  and  to  such  divisions  of  humanity 
as  classes  of  society  and  even  the  professions?  Per- 
haps the  most  invariable  characteristic  of  this 
earth,  and  life  upon  it,  is  its  constant  mutability.  It 
therefore  follows  that  the  prime  essential  for  sur- 
vival is  adaptability.  This  would  apply  regardless 
of  the  type  of  environmental  change  to  which  we 
were  referring,  whether  physical,  social,  political  or 
economic.  Adaptation  means  adjustment,  not  neces- 
sarily submission,  capitulation  or  compromise  of 
principle.  It  may  even  mean  the  difference  between 
abject  acceptance  of  changes  forced  upon  one  and 
conscious  attempts  to  guide  the  direction  of  those 
changes. 

This  past  year,  during  which  it  has  been  my  privi- 
lege to  serve  as  your  president,  has  seen  mechanisms 
set  into  motion  which  will  profoundly  alter  medical 
education,  practice  and  research.  In  a democracy 
such  changes  presumably  are  dictated  by  the  wants 
and  needs  of  society  in  response  to  social,  political 
and  economic  pressures.  For  years  the  medical  pro- 
fession has  attempted  to  educate  the  public  in  health 
matters  and  to  encourage  and  increase  personal  con- 
cern for  health.  As  a result  we  now  have  a public 
that  is  sophisticated  in  this  field.  Not  too  long  ago, 
when  there  was  very  little  physicians  could  do  for 
people,  there  was  very  little  demand  for  their  ser- 
vices. Today,  when  we  can  offer  so  much,  the  de- 
mand is  great.  Society  regards  optimum  health  care 
as  a right.  President  Johnson,  in  his  Health  and  Edu- 
cation Message  to  Congress  earlier  this  year,  set  as 


Address  of  Washington  State  Medical  Association’s  retiring 
President  at  the  1966  annual  meeting  in  Spokane. 


one  of  his  goals,  “good  health  for  every  citizen  to  the 
limits  of  our  country’s  capacity  to  provide  it”.  The 
89th  Congress  has  responded  with  an  unprecedented 
preoccupation  with  health  problems.  Approximately 
1,500  of  the  24,000  bills  introduced  before  Congress 
last  year  pertained  to  health  matters.  Among  some  of 
the  more  important  ones  passed  were  the  Drug 
Abuse  Control  Amendments  of  1965,  Federal  Cig- 
arette Labeling  and  Advertising  Act,  Mental  Retar- 
dation Facilities  and  Community  Mental  Health 
Centers  Construction  Amendments,  Community 
Health  Services  Extension  Amendments,  Health  Re- 
search Facilities  Amendments,  Health  Professions 
Educational  Assistance  Amendments,  Medical  Li- 
brary Assistance  Act,  the  Heart  Disease,  Cancer 
and  Stroke  Amendments  (PL  89-239),  Water  Quality 
Act,  Clean  Air  Amendments  and  Solid  Waste  Dis- 
posal Act,  Appalachian  Regional  Development  Act, 
Water  Resources  Planning  Act,  Economic  Opportun- 
ities Amendments,  Vocational  Rehabilitation  Amend- 
ments, Manpower  Development  and  Training  Act, 
and  the  Elementary  and  Secondary  Education  Act. 
Any  consideration  of  recent  legislation  affecting  pub- 
lic health  must  also  of  necessity  include  the  Civil 
Rights  Act  of  1963  and  the  Voting  Rights  Act  of 
1965.  The  effects  of  some  of  these  laws  will  no  doubt 
be  beneficial.  However,  the  rapidity  with  which  a 
health-minded  Congress  passed  many  of  these  mea- 
sures involving  the  expenditure  of  billions  of  dollars 
and  having  the  most  far-reaching  consequences, 
without  adequate  study,  hearings  or  deliberation, 
did  very  little  to  create  an  impression  of  statesman- 
ship and  responsibility.  Philip  R.  Lee,  Assistant  Sec- 
retary for  Health  and  Scientific  Affairs  of  the  De- 
partment of  Health,  Education  and  Welfare,  has 
designated  “the  Social  Security  Amendments,  in- 
cluding Titles  XVIII  and  XIX,  as  the  most  significant 
medical  care  legislation  enacted  in  this  country.” 
He  says  that  all  of  these  new  programs  are  made 
possible  by  the  remarkable  economic  growth  of  our 
nation  and  the  general  affluence  of  our  population. 
It  is  interesting  to  note  that  the  Department  of  HEW 
now  estimates  that  the  first  year  cost  of  implement- 
ing Title  XIX  of  Public  Law  89-97,  in  the  state 
of  New  York  alone  will  be  $1.4  billion  more  than 
the  government  thought  Title  XIX  would  cost 
nationally. 

What  does  all  this  signify?  To  me  it  means  that 
we  should  pull  ourselves  out  of  the  doldrums  of  blind 
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opposition  and  stubborn  resistance  and  start  exer- 
cising some  leadership,  guidance,  direction,  and,  if 
necessary,  restraint,  in  matters  pertaining  to  health. 
We  should  not  let  ourselves  be  brushed  aside  by 
social  workers  and  dreamers  who  say,  as  I heard  one 
do  at  a recent  White  House  Conference,  (para- 
phrasing Clemenceau)  ‘“Health  matters  are  too  im- 
portant to  be  left  to  the  doctors.”  Physicians  must 
inform  themselves  as  to  what  the  health  needs  of 
their  communities  are.  They  must  apply  scientific 
methods  to  determine  accurately  the  extent  and  dis- 
tribution of  these  needs,  to  make  an  inventory  of 
personnel  and  resources  available,  to  search  for  sat- 
isfactory and  realistic  solutions  and  finally  to  analyze 
the  costs  involved.  The  profession  must  start  using 
its  greatest  resource— brains— and  not  abandon  its 
destiny  to  politicians  and  social  schemers.  It  should 
study,  analyze,  and  plan.  It  should  avoid  the  need 
for  frantic  last  minute  emergency  actions  and  last- 
ditch  stands.  Medical  educators,  research  workers 
and  practitioners  should  work  together  toward  this 
end.  Town  and  gown  controversies,  the  parochialism 
of  many  of  our  specialty  organizations,  and  our  own 
petty  piques  must  be  subordinated  to  meet  the  chal- 
lenges which  confront  us.  We  need  to  put  forth  our 
best  leaders.  We  should  select  as  our  officers  not  just 
those  who  dabble  in  medical  politics  as  a hobby  or 
whom  we  seek  to  reward  for  long  and  faithful  ser- 
vice but  those  who  are  best  qualified  for  the  mo- 
mentous tasks  at  hand. 

All  this  is  high-sounding  talk.  What  is  the  aver- 
age physician  in  the  state  of  Washington  supposed 
to  do?  For  one  thing,  he  can  support  his  State 
Medical  Association.  Just  for  a starter,  this  increases 
his  effectiveness  by  about  3,000.  Is  the  Association 
worthy  of  his  support?  Many  of  us  who  are  frustrated 
and  depressed  at  the  current  direction  of  events  have 
a tendency  to  strike  out  against  the  things  that  are 
nearest  and  most  familiar  to  us,  such  as  our  local, 
state  and  national  medical  organizations  and  to 
blame  them  for  our  present  predicament.  We  tend  to 
find  a more  comfortable  refuge  in  our  specialty  or- 
ganizations where  business  goes  on  as  usual,  and 
where  our  only  preoccupation  is  with  traditional 
scientific  and  membership  problems.  The  August 
26th  issue  of  Medical  World  News  contained  an 
article  under  the  headline  “How  Well  Are  Societies 
Doing  Their  Job?”  The  value  of  memebership  in 
them  was  questioned.  The  state  societies  were  said 
to  be  out  of  touch  with  the  members’  wishes,  pur- 
suing futile  goals  such  as  continuing  education  and 
trying  to  put  on  scientific  programs,  were  not  doing 
enough  in  the  socio-economic  field,  were  too  pre- 
occupied with  politics  and  economics  (sic!),  ex- 
cluded educators,  published  journals  which  contain- 
ed only  the  dregs  and  served  no  useful  purpose, 


and  were  in  fact  closed  shops  run  exclusively  by 
ultra  conservative  general  practitioners.  Hogwash! 
All  I can  say  is  that  the  writer  of  such  an  article  had 
never  been  to  the  state  of  Washington. 

If  you  wish  a birdseye  view  of  what  your  Asso- 
ciation has  been  doing  in  the  past  year,  you  might 
take  a look  through  one  of  the  192  page  delegate’s 
books  if  you  haven’t  already  done  so.  And  even  this 
only  gives  you  a partial  picture.  In  addition  to  its 
usual  activities,  your  Association  sponsored  or  co- 
sponsored five  state-wide  conferences.  The  first,  on 
Federal  Acts  Affecting  Training  for  Health  Occupa- 
tions, did  a great  deal  to  improve  relationships  be- 
tween the  WSMA  and  the  nursing  associations.  Sev- 
eral subsequent  meetings  with  their  executives  have 
been  held.  The  Conference  on  Staff  Organization, 
Utilization  Review  and  Heart  Disease,  Cancer  and 
Stroke  Amendments  was  attended  by  200  physicians 
and  hospital  administrators.  The  Colloquium  on 
Sexual  Psychopathy  was  attended  by  200  selected 
individuals  representing  most  of  those  concerned 
with  handling  the  problem.  The  TV  documentary 
made  in  connection  with  this  program  was  seen  by 
many  thousands  of  the  public.  The  Conference  on 
Physicians  and  Schools  was  attended  by  182  physi- 
cians and  educators  and  by  50  nurses.  The  Confer- 
ence on  Health  Frauds  and  Quackery  was  attended 
by  500  individuals.  Over  9,000  members  of  the  pub- 
lic saw  the  accompanying  exhibits  in  the  Pacific 
Science  Center  and  many  thousands  more  saw  the 
TV  documentary  that  was  made.  Another  state-wide 
project  was  the  series  of  12  regional  teacher  work- 
shops on  venereal  disease  held  in  cooperation  with 
the  State  Department  of  Health,  the  State  Parent 
Teachers  Association  and  the  Office  of  Public  In- 
struction. More  than  700  teachers  participated  and 
enthusiastically  accepted  the  program. 

Because  of  the  increasing  demands  made  upon  us 
for  public  education  and  cooperation  with  people  in 
other  disciplines,  the  WSMA  is  now  seeking  to  estab- 
lish a Foundation  for  medical  education  and  re- 
search. It  no  longer  seems  fair  to  expect  the  member- 
ship to  foot  all  the  bills  for  this  sort  of  activity. 
Added  impetus  to  this  has  been  given  by  the  ex- 
pressed wish  of  a number  of  other  health  groups  such 
as  the  Washington  State  Department  of  Health,  the 
Washington  State  Hospital  Association,  the  Wash- 
ington State  Nurse’s  Association,  Blue  Cross  and 
numerous  institutions  of  higher  learning,  that  the 
WSMA  accept  the  lead  in  setting  up  a Health  Man- 
power Intelligence  Facility.  Such  a “data  bank" 
would  be  helped  by  grants  from  the  Public  Health 
Service  and  would  certainly  fit  into  the  framework 
of  the  Foundation.  Additional  money  would  be  forth- 
coming from  other  sponsoring  organizations  and  the 
information  gleaned  would  be  of  value  to  all  since 
no  systematic  and  detailed  survey  of  this  type  has 
ever  been  carried  out  in  this  area. 
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This  project  could  be  coordinated  with  the  initial 
investigative  steps  which  will  have  to  be  taken  in 
connection  with  the  Regional  Complexes  program. 
Since  the  passage  of  the  Heart  Disease,  Cancer  and 
Stroke  Amendments  we  have  worked  with  represen- 
tatives from  Alaska  and  from  the  University  of 
Washington  School  of  Medicine  in  seeking  methods 
of  implementing  this  law  in  a manner  most  bene- 
ficial to  the  inhabitants  of  this  region  (medical  and 
non-medical).  As  you  know,  Donal  Sparkman  is 
now  Director  of  this  program  and  a Planning  Grant 
application  is  currently  pending  approval  by  the  Na- 
tional Advisory  Council  on  Regional  Medical  Pro- 
grams. 

The  work  of  our  standing  and  special  committees 
has  also  been  noteworthy.  Permit  me  to  cite  a few 
examples.  The  Civil  Disaster  Committee  put  on  an 
Expanded  Medical  Function  Training  Course  for 
people  in  other  health  fields  and  helped  to  plan  and 
participated  in  “Operation  Earthquake”.  The  Com- 
mittee on  Industrial  Insurance  inaugurated  a new 
era  of  cooperative  relationships  with  the  Department 
of  Labor  and  Industries,  which  has  led  to  a stream- 
lining of  procedures,  and  the  adoption  of  a new  and 
more  equable  fee  schedule  which  will  mean  dollars 
in  the  pocket  of  every  physician.  The  Sub-committee 
on  Adoptions  of  the  Maternal  and  Child  Welfare 
Committee  is  working  toward  the  formation  of  a 
Washington  Interprofessional  Committee  on  Adop- 
tions. Other  subcommittees  are  surveying  current 
PKU  screening  procedures,  studying  sudden  death 
of  infants  and  the  problems  of  emotionally  disturbed 
and  mentally  ill  children.  The  Mental  Health  Com- 
mittee in  addition  to  its  work  on  the  Colloquium  on 
Sexual  Psychopathy,  carried  out  a painstaking  and 
constructive  evaluation  of  the  three  state  mental 
hospitals  and  of  current  policies  of  the  Department 
of  Institutions.  The  School  Health  Committee  and 
its  subcommittees  such  as  the  ones  on  School  Health 
and  Medical  Aspects  of  Sports,  established  excellent 
relations  with  the  State  Department  of  Public  In- 
struction and  compiled  a badly  needed  school  health 
curriculum  guide.  The  Rural  Health  Committee  has 
carried  out  an  active  campaign  promoting  tetanus 
immunization  and  mobilization  of  rural  youth  for 
health  professions.  The  Motor  Vehicle  Advisory 
Committee  is  carrying  out  a study  on  the  relation 
of  physical  defects  to  accidents. 

Your  Association  has  continued  to  press  for  the 
osteopathic  merger  which  was  directed  by  the 
House  of  Delegates  early  in  the  present  decade.  In 
the  legislative  field,  the  WSMA  is  advocating  the 
enactment  of  a law  to  permit  administration  of  in- 
jected medications  by  licensed  practical  nurses  under 
proper  direction  and  supervision,  the  passage  of  a 
Medical  Examiner’s  Bill,  and  studying  the  possibili- 
ties of  improved  legislation  in  the  field  of  sexual 
psychopathy.  Our  delegates  to  the  AMA  are  held  in 


high  esteem  on  a national  level.  One  of  our  members, 
James  Haviland,  was  elected  to  the  Council  on 
Medical  Education  in  Chicago  this  past  July.  Those 
of  us  in  positions  of  responsibility  in  your  Association 
have  sought  unceasingly  to  obtain  as  much  informa- 
tion as  possible  for  our  members  on  the  provisions 
and  implementation  of  Public  Law  89-97  and  to 
protect  the  interests  of  our  patients  and  our  members 
to  the  best  of  our  ability  under  both  Title  XVIII 
and  Title  XIX. 

What  have  things  of  this  nature  accomplished? 
Well,  aside  from  their  intrinsic  and  educational  value, 
they  have  made  us  friends  in  other  health  fields,  in 
other  professions,  among  educators,  members  of  the 
legislature,  and  the  public.  They  have  opened  chan- 
nels of  communication.  They  have  led  to  our  being 
regarded  as  responsible  citizens,  people  to  whom 
legislators  and  others  can  ton  if  they  wish  reliable 
information  about,  or  help  with,  health  problems. 
They  have  led  to  our  being  asked  to  serve  on  a host 
of  advisory  councils,  to  the  Governor,  the  Depart- 
ment of  Institutions,  the  Department  of  Health,  the 
Dean  of  the  medical  school,  and  to  the  committees 
associated  with  the  implementation  of  numerous 
laws  such  as  Hill-Harris,  Titles  XVIII  and  XIX  of 
medicare  and  the  Regional  Complexes  Act.  They 
have  resulted  in  your  representatives  being  invited 
to  White  House  conferences,  consulting  effectively 
with  the  Social  Security  Administration  in  Baltimore 
and  serving  on  a Citizens’  Advisory  Committee  to 
the  Legislature.  They  hopefully  mean  that  they 
won’t  have  to  depend  entirely  on  the  Herculean 
efforts  of  our  lobbyists  two  months  every  biennium 
in  order  to  help  shape  health  legislation  in  this  state, 
that  we  will  have  open  lines  of  communication  with 
other  health  agencies  and  with  the  legislature  and 
that  we  may  actively  participate  in  some  of  the 
planning  in  this  field. 

Under  the  currently  popular  concept  of  “Creative 
Federalism”  increasing  amounts  of  federally  col- 
lected tax  monies  will  be  returned  to  the  states  under 
such  projects  as  Title  XIX.  These  will  be  state  pro- 
grams and  it  is  of  the  utmost  importance  that  we 
be  in  a position  to  help  shape  their  implementation. 
Many  of  you  have  seen  the  copies,  that  we  sent  out, 
of  Wilbur  Cohen’s  outline  of  Social  Policy  for  the 
1970’s,  and  the  advanced  report  of  the  National 
Commission  on  Community  Health  Services,  which  is 
headed  by  former  HEW  Secretary  Marion  Folsom. 
There  are  other  schemes  afoot,  even  wilder.  This  is 
the  sort  of  thing  that  Jim  Haviland  reported  after 
attending  the  New  York  Academy  of  Medicine 
Symposium  on  Health  Care  and  to  which  others 
of  us  have  been  exposed  at  White  House  Conferences 
and  at  the  American  Medical  Association  Conference 
on  Title  XIX.  It  is  a picture  of  the  future  as  the 
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MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity P 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.0  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  'thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1  Oth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9' 10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


H 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

W arning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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this  part  for 
diarrhea 

Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


this  part  for 
its  discomforts 

Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
siderthe  belladonna  components 
of  Donnagel®  to  be  medicine’s 
most  effective  depressants  of  in- 
testinal motility.12  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action."3 


Donnagel  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
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toughing  ahead . . . 

Heap  the  Respiratory  Tract  with  Robitussin. 


luch  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
ntitussive-expectorant  action  of  the  three  Robitussin  formulations, 
ill  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
rat  greatly  enhances  the  output  of  lower  respiratory  tract  fluid, 
icreased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mcosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
tucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
on-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 
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FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

(Alcohol  3.5%) 


ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN® -DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 
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amenable  to  surgery  bring  forth  material  that  is 
so  simple,  and  yet  material  that  is  so  neglected  in 
the  training  of  the  young  surgeon  who  seeks  skill 
in  only  the  major  problems  of  bone  and  joints. 
Still,  one  wonders  what  is  really  major?  Forward 
in  the  book  is  the  epigram  of  Frederic  Wood  Jones 
—“Man’s  foot  is  his  own.  It  is  the  most  distinctly 
human  part  of  the  whole  of  his  anatomical  make- 
up—, it  is  by  his  feet  he  will  be  known  from  all 
other  members  of  the  animal  kingdom.”— that  says 
so  much  in  so  few  words.  The  chapter  on  static 
deformities  of  the  forefoot  recalls  the  admonishings 
of  the  many  earlier  chiefs  of  training  services, 
these  great  men  who  seemed  to  be  forever  quoting 
Wollf s law.  It  is  comforting  to  see  that  it  is  still 
fashionable. 

The  medical  profession  should  be  grateful  to 
the  senior  author  who  masterminded  this  text,  and 
who  assembled  a good  crew  from  the  University 
of  California  School  of  Medicine  at  San  Francisco 
in  its  extensive  revision  albeit  the  chapter  headings 
are  identical. 

JOHN  F.  ABELE,  M.D. 


Current  Diagnosis:  A Biennial  Volume  of  Clinical 
Diagnostic  Methods  and  Evaluations. 
Edited  by  Howard  F.  Cohn,  M.D.,  Robert  J.  Clohecy,  M.D., 
and  Rex  B.  Conn,  Jr.,  M.D.  843  pp.  Illustrated.  Price  $19.00. 
W.  B.  Saunders  Company,  Philadelphia,  Pa.,  1966. 

Current  Understanding  might  be  a better  title 
for  this  collection  of  263  compact  articles  by  285 
authors.  It  cannot  be  used,  as  a computer  might  be, 
by  checking  against  a list  of  symptoms  and  findings 
to  arrive  at  a probable  diagnosis.  The  probable 
diagnosis  must  be  in  mind  when  the  book  is  con- 
sulted. Then  it  offers  enough  discussion  of  the 
suspected  condition  to  increase  confidence  in  ruling 
it  in  or  out.  The  editors’  major  contribution  is  under- 
standing, and  in  the  preface  they  indicate  that  this 
was  what  they  had  in  mind.  Part  of  this  purpose  is 
made  evident  in  their  approach,  which  must  be 
called  dynamic.  The  line  they  have  picked  up  does 
go  back  to  the  past,  as  anything  in  medicine  must, 
but  it  also  extends  into  the  future  and  it  is  anything 
but  static.  The  information  is  indeed  current  but 
there  is  frequent  mention  of  things  to  come,  or 
methods  that  are  still  in  research  status.  The  reader 
is  confident  that  the  next  edition,  scheduled  for 
1968,  will  change  many  procedures  from  future  to 
current.  The  editors  are  quite  conscious  of  the 
“appalling  rapidity”  with  which  medical  knowledge 
is  proliferating. 

I shudder  to  think  of  the  editing  task  with  which 
they  were  faced.  From  the  similarity  of  style  used 
in  the  articles,  it  must  be  assumed  that  every  con- 
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BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every-  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
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tribution  was  rewritten.  Medical  writing  being  what 
it  usually  is,  the  clarity  of  exposition  in  this  book 
could  have  been  achieved  in  no  other  way.  The  oil 
of  midnight  must  also  have  been  burned  many 
times  as  the  all  important  index  was  prepared.  This 
one  covers  69  pages  and  carries  a multitude  of  cross 
references.  For  example,  there  are  95  entries  under 
Abdomen,  pain  in. 

Proof  of  its  value  must  await  daily  use  but  I 
should  like  to  predict  that  this  volume  will  become 
an  indispensable  companion  to  Conn’s  indispensable 
Current  Therapy.  I’ve  been  expecting  something  like 
this  for  a number  of  years  and  am  happy  to  see  that 
it  is  ready.  If  one  had  to  practice  with  the  aid  of 
only  two  books  (an  absurd  thought  in  this  day  of 
the  all  too  fructiferous  printing  presses).  Current 
Diagnosis  and  Current  Therapy  would  make  a pretty 
good  pair. 

Herbert  L.  Hartley,  M.D. 
First  Aid  for  Emergency  Crews 

By  Carl  B.  Young,  Jr.,  M.P.H.  Illustrated.  166  pp.  Price  $4.50. 
Charles  C Thomas,  Sprinfgield,  III.,  1965. 

It  has  been  a pleasure  to  review  this  informative 
little  manual,  that  you  sent  me  a few  weeks  ago, 
entided  First  Aid  For  Emergency  Crews,  the  author 
being  Carl  B.  Young,  Jr.,  M.P.H.,  who  has  published 
on  previous  occasions,  two  other  rather  interesting 
books  covering  various  facets  of  first  aid  and  emer- 
gency care. 

First  of  all,  I would  say  that  the  book  is  of  ade- 
quate size,  as  a manual.  It  could  be  carried  in  a 
pocket  without  too  much  difficulty.  Two,  it  is  well 
bound.  Three,  the  contents  in  the  front  part  of  the 
book  are  adequate  to  use  as  quick  reference  for 
emergency  care.  I think,  also,  that  it  is  important  to 
point  out  that  it  has  been  thoroughly  reviewed  by 
Robert  H.  Kennedy,  M.D.,  F.A.C.S.,  who  is  Director 
of  the  Field  Program  and  Past  Chairman  of  the 
Committee  on  Trauma,  American  College  of  Surg- 
eons. It  seems  rather  apropos  that  this  small  manual 
should  be  placed  upon  the  market  at  about  the  time 
that  all  Districts  of  the  American  College  of  Surgeons 
are  looking  into  the  problems  of  handling  the  in- 
jured and  the  transportation  of  same,  particularly  by 
the  private  ambulance  companies.  Generally  speak- 
ing, I would  say  the  organization  of  the  complete 
text  is  good.  It  starts  with  the  accident  scene,  shows 
what  materials  should  be  on  hand  in  a normally 
equipped  ambulance,  also  the  number  of  personnel 
that  possibly  would  be  best  to  use  in  this  situation. 
Adequate  small  free  line  drawings  are  scattered 
throughout  the  book  and  are  apropos  to  the  subject 
matter  being  discussed.  This  small  book  also  indi- 
cates the  various  uses  of  the  clinical  and  emergency 
procedures  which  can  be  carried  out  with  very  little 
pre-knowledge  or  training  as  far  as  the  ambulance 
drive,  the  fireman,  or  police  are  concerned.  I was 


extremely  interested  to  notice  that  the  discussion  on 
the  tourniquet  was  prefaced,  first  of  all,  by  the  state- 
ment that  pressure  bandages  be  applied  and  that 
the  tourniquet  was  only  the  last  resort.  The  indica- 
tions of  what  the  tourniquet  could  be  used  for  and 
what  complications  would  occur,  are  all  listed  in 
“black  and  white,”  without  fear  of  being  hidden 
from  the  individual  who  may  be  attempting  to  use 
this  type  of  “weapon.” 

The  various  chapter  organizations  throughout 
the  book  seem  certainly  adequate  and  can  be  quickly 
referred  to  in  the  most  important  parts  of  the  discus- 
sion. The  basic  procedures  are  put  in  italics  or 
heavily  outlined  as  part  of  the  cartoons  that  dem- 
onstrate the  problem  and  what  pitfalls  can  be 
avoided. 

Another  point  on  which  stress  is  placed,  is 
that  the  victim  should  be  thoroughly  examined  first 
without  doing  a lot  of  splinting  and  things  of  this 
nature.  An  exception  to  this  is  the  clearing  of  air- 
way areas.  Attempts  to  improve  airway  function 
are  of  primary  importance.  This  type  of  thing  is  re- 
emphasized throughout  the  whole  manual  with  good 
results  as  far  as  the  reading  public  is  concerned. 
There  are  several  very  interesting  and  rather  new 
approaches  to  splinting  which  I have  not  seen  even 
though  I try  to  keep  abreast  of  most  of  the  emergency 
articles  or  manuals  that  are  written. 

I think,  finally,  the  most  important  thing  that 
we  see  in  this  manual  is  some  descriptive  terms,  reg- 
ulations and  objectives  of  which  our  ambulance 
people  certainly  should  be  very  cognizant.  This 
manual  indicates  some  of  the  public  relations  that 
are  necessary,  some  of  the  legal  complications,  or 
implications,  that  ambulance  and  emergency  vehicle 
people  will  find.  It  also  indicates  in  detail  how  some 
victims  can  be  removed  from  accidents,  car  acci- 
dents in  particular.  It  is  always  impressed  on  the 
reader  that  sure,  rapid,  adequate  care  of  the  victim 
is  necessary,  but  excessive  speed,  both  in  handling 
at  the  site  of  the  accident  or  in  transportation  from 
accident  to  hospital,  is  prone  to  be  dangerous.  The 
other  important  thing  that  is  pointed  out  to  the 
ambulance  people,  is  that  they  must  have  proper 
communications  so  that  various  emergency  people, 
such  as  police,  fire  and  hospital  receiving  centers 
can  be  thoroughly  notified  as  quickly  as  possible  of 
the  decisions  that  are  being  made  in  the  field  and 
which  areas  will  be  expected  to  function  both  for 
protection  in  routing  the  ambulance  and  emergency 
vehicles  to  the  hospitals.  They  also  will  know  what 
to  expect  as  far  as  the  receiving  centers  at  the  hos- 
pitals are  concerned. 

The  final  appendix,  which  is  at  the  back  of  this 
little  book— (of  which  I am  thoroughly  impressed 
with  its  completeness,  adequacy,  and  simplification), 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


Aiphojel  is  one  of  the  simplest,  yet  one  of  the  most 
ifpient  formulations  ever  compounded  to  treat  gastric 
ijeracidity  of  peptic  ulcer.  It’s  a mixture  of  two  types  of 
■buna  gel — one  reactive,  one  demulcent. 

liause  it  is  non-absorbable  and  non-systemic,  Amphojel 
■ no  systemic  effect  on  acid-base  equilibrium  or  on 
Ijtrolyte-water  balance.  In  some  patients  it  may  cause 


constipation,  which  can  usually  be  mitigated  by  adjust- 
ment of  diet  or  use  of  a mild  laxative  agent. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


ijVyeth  Laboratories 


Philadelphia,  Pa. 
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task  force  to  analyze  and  evaluate  the  factors  in- 
volved in  traffic  accidents  and  make  recommenda- 
tions. In  addition  to  adopting  these  recommenda- 
tions of  the  Committee,  the  House  of  Delegates 
directed  the  Committee  to  develop  medical  stand- 
ards for  motor  vehicle  operators  for  the  consideration 
of  the  Committee  on  Public  Policy  with  the  intent 
of  appropriate  legislative  action. 

The  adoption  of  recommendations  of  the  Com- 
mittee on  Rural  Health  that  each  component  society 
take  an  active  interest  in  migrant  labor  health  prob- 
lems in  their  area  of  jurisdiction  and  be  urged  to 
establish  health  careers  programs  with  special  em- 
phasis in  the  paramedical  fields.  The  Committee 
was  also  authorized  to  expand  the  Association’s 
Physician  Placement  Service  and  to  study  the  feasi- 
bility of  establishing  a recognized  preceptor  program 
at  the  University  of  Oregon  Medical  School. 


Oregon's  doctor-citizen  of  the  year 

Morris  K.  Crothers,  Salem,  Oregon,  a general 
practitioner,  was  elected  as  Oregon’s  doctor-citizen 
of  the  year.  Dr.  Crothers  was  cited  for  his  outstand- 
ing contribution  to  his  community,  to  the  state,  and 
to  the  profession.  He  was  a representative  from 
Marion  County  to  the  1963  and  1965  Oregon  legis- 
lative sessions  and  has  served  on  numerous  state 
committees. 

Nominated  by  the  Marion-Polk  County  Medical 
Society,  Dr.  Crothers  was  selected  from  a number 


Dr.  Livingstone  presents  Doctor  of  Year  Award  to  Morris 
K.  Crothers,  Salem. 


Raymond  McKeown  accepts  recognition  award  for  years  of 
service  to  profession. 

of  doctor-citizens  from  other  communities  throughout 
the  State  by  an  independent  panel  of  citizen  judges. 

While  serving  as  Representative,  Dr.  Crothers  has 
had  committee  assignments  on  public  health  in  two 
sessions  and  in  1965  was  the  only  member  not  a 
lawyer  on  the  judiciary  committee.  He  served  on  the 
Interim  Committee  on  Insurance  1963-1964.  In 
1963  he  also  served  on  the  Military  Affairs  Commit- 
tee and  the  Planning  and  Development  Committee. 


Dr.  Livingstone  anticipates  landing  that  big  one. 


New  officers 

Two  Eugene  physicians  have  been  named  to  take 
the  1966-1967  reins  of  the  Oregon  Medical  Asso- 
ciation at  their  92nd  annual  meeting  which  was  held 
at  the  Memorial  Coliseum  in  Portland  recently. 

John  E.  Tysell,  Eugene  internist,  was  installed  as 
the  93rd  president  of  the  2150  member  medical 
association  at  the  inaugural  banquet  of  the  Asso- 
ciation which  was  held  at  the  Sheraton  Motor  Inn. 

Another  Eugene  physician,  Glenn  M.  Gordon,  was 
elected  unanimously  to  the  office  of  president-elect 
of  the  Association  at  its  business  meeting  of  the  final 
session  of  the  92nd  annual  meeting. 

Active  in  the  affairs  of  his  professional  organiza- 
tions and  in  community  affairs  generally,  Dr.  Gordon 
was  past  president  of  the  Lane  County  Medical 
Society  and  has  served  on  the  Board  of  Trustees 
since  1965.  He  was  speaker  of  the  House  of  Dele- 
gates of  the  Oregon  Medical  Association  in  1963- 
1964. 

A native  of  Britton,  South  Dakota,  Dr.  Tysell  was 
graduated  from  the  University  of  South  Dakota  in 
1931  and  the  University  of  Chicago  School  of  Medi- 
cine in  1935.  Following  an  internship  and  residency 
in  the  Presbyterian  Hospital  in  Chicago,  1935-1938, 
Dr.  Tysell  was  in  the  private  practice  of  internal 
medicine  in  Chicago  from  1939  through  1946.  Since 
1947,  Dr.  Tysell  has  practiced  in  Eugene. 

Dr.  Tysell  served  as  president  of  the  Lane  County 
Medical  Society  in  1959  and  as  a member  of  the 
Board  of  Trustees  of  the  Oregon  Medical  Association 
since  1962  as  well  as  chairman  of  the  Committee 
on  Emergency  Medical  Care  1959-1963. 

other  awards 

The  Oregon  Medical  Association’s  Press  Awards 
were  presented  to  Mrs.  Marge  Davenport,  Medical 
Editor  of  The  Oregon  Journal,  Portland,  Oregon, 
for  excellence  of  medical  news  reporting.  Mrs. 
Davenport  was  cited  for  her  series  on  the  British 
National  Health  Service  which  was  carried  in  The 
Journal  in  March,  1966  and  written  by  Mrs.  Daven- 
port after  she  had  spent  eight  weeks  in  England 
studying  the  British  system  of  free  medical  care. 
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KATU,  TV,  Portland,  received  the  other  Press 
Award  for  excellence  of  medical  editorials.  Mr. 
Richard  Thompson  and  Mrs.  Judy  Noll  Kralovec, 
free  lance  television  writers,  KATU-TV,  were  cited 
for  the  outstanding  work  in  the  production  of 
medical  documentaries. 


AWARD  WINNERS:  A.  Kit  G.  Johnson  accepts  Aesculapius 
award  given  by  Mead  Johnson  Laboratory  for  best  scien- 
tific exhibit.  B.  Dr.  Johnson  accepts  congratulations  from 
Ernest  T.  Livingstone  and  William  C.  Scott.  C.  Mrs.  Marge 
Davenport  accepts  1966  Press  award  from  Dr.  Livingstone. 
D.  Press  award  winners,  Mrs.  Judy  Noll  Kralovec  and  Mr. 
Richard  Thompson  of  KATU-TV. 


OBITUARIES 

dr.  harry  s.  harding,  75,  of  Wilsonville,  Clacka- 
mas County,  Oregon,  died  July  3,  1966.  Dr.  Harding 
was  born  in  Hamilton,  Oregon  and  attended  the 
University  of  Oregon  Medical  School  in  Portland, 
graduating  in  1916.  He  was  in  the  Navy  Medical 
Corps  for  32  years  including  World  War  11.  Cause 
of  death  was  acute  coronary  thrombosis. 

dr.  millard  b.  Taylor,  Portland,  died  July  17, 
1966.  Dr.  Taylor  was  95.  He  was  born  in  1871  and 
received  his  medical  degree  from  the  University 
of  Louisville  School  of  Medicine  in  1898.  He  soon 
came  to  Oregon  and  pioneered  medicine  in  Grass 
Valley,  Oregon  until  1921  when  he  began  practice 
in  Portland.  He  retired  from  his  general  practice  in 
1961.  Cause  of  death  was  cerebral  thrombosis. 

dr.  merle  g.  Howard,  75,  of  Eugene,  died  July 
27,  1966.  He  was  born  in  Corvallis,  Oregon,  in 
1891.  He  attended  the  University  of  Oregon  Medi- 
cal School  in  Portland,  graduating  in  1914  and  soon 
after  began  practice  in  Lane  County,  Oregon.  Dr. 
Howard  was  a veteran  of  World  War  I.  He  was  a 
general  surgeon.  Cause  of  death  was  metastatic 
carcinoma. 


Examiners  board  licenses  17  doctors 

The  Board  of  Medical  Examiners  for  Oregon  an- 
nounced that  17  doctors  qualified  for  license  to 
practice  medicine  and  surgery  in  Oregon.  Those 
who  received  licenses  to  practice  medicine  and 
surgery  are: 

Cordell  Hunt  Bahn;  Robert  Dean  Letson;  William 
Harry  Massey;  Glenn  Edouard  Millar;  Jay  David 
Miller;  Ernest  Artin  Norehad;  David  Atley  Peter- 
son; Dwayne  Lee  Wohlfeil  and  John  Edwin  Zook, 
all  of  Portland. 

Carl  Otto  Brackebusch,  Eugene;  Robert  Jean 
Carson,  Eugene;  Lawrence  S.  Eby,  Wilsonville; 
John  Catlin  Goss,  Jr.,  Mollala;  Alstrup  Nordahl  John- 
son, Jr.,  Roseburg;  John  Thomas  Redfield,  Spring- 
field;  Glenn  Royden  Streib,  Boise,  Idaho  and  Donald 
Earl  Wadsworth,  Bend. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  January  12,  13  and  14,  1967. 
Applications  to  be  considered  during  the  January 
1967  meeting  must  be  filed  with  the  office  of  the 
Board  no  later  than  December  10,  1966. 

Oregon  radiological  society 

Officers  for  1966-1967  have  been  announced  by 
the  Oregon  Radiological  Society.  They  are:  Pres- 
ident, Arthur  L.  Ovregaard;  President-Elect,  Robert 
S.  Miller;  Secretary-Treasurer,  Irving  J.  Horowitz; 
Executive  Committee  member,  Robert  McMahan; 
Counselor  to  American  College  of  Radiology,  J. 
Richard  Raines;  Alternate  counselor  to  American 
College  of  Radiology,  George  R.  Satterwhite;  Repre- 
sentative to  Oregon  Medical  Association,  J.  Wayne 
Loomis. 

Regular  meetings  of  the  society  are  held  at  the 
University  Club  in  Portland  on  the  second  Wednes- 
day of  the  month  from  October  through  April. 


BOOKS 

continued  from  page  995 

is  the  model  ordinance  regulating  ambulance  servioe. 
This  has  been  put  together  by  the  Joint  Program, 
American  College  of  Surgeons,  American  Association 
for  the  Surgery  of  Trauma  and  the  National  Safety 
Council.  I think  it  behooves  all  hospital  administrat- 
ors, as  well  as  the  Medical  Civil  Defense  Coordinat- 
ors in  the  various  metropolitan  areas  to  peruse  this 
manual  thoroughly  and  put  it  into  the  hands  of  their 
liasion  instructing  officers  so  that  all  emergency 
vehicle  people  and  all  emergency  civilian  employees 
are  well  aware  of  the  various  ramifications  of  first 
aid  for  emergency  crews.  I highly  recommend  this 
manual  as  a thorough  teaching  book  for  those  in- 
dividuals in  that  category. 

E.  DONALD  LYNCH,  M.D. 
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Tareyton...with  the  taste  worth  fighting  for 

America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 
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Doctor, 


iere  is  the  Abbott  anorectic 
)rogram  designed  to  meet 
he  individual  needs  of  your 
>verweight  patients. 


mood  elevation 


Abbot 

Anorectic 

Prograrr 


DESOXYN*  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can't  take  plain  amphetamine, 

put  her  on  DESBUTAE  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal®  (pentobarbital)tocalm  the  patientanc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


ontrolled 


release 


Abbott 

Anorectic 

Program 


lot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
> different  and  what  it  means 
Dr  your  overweight  patients. 


he  release  action  is  purely  physical  and  relies  on 
nly  one  factor  common  to  every  patient:  gastro- 
litestinal  fluid.  There  is  no  dependence  on  enteric 
ratings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
mtration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
'ug  release  ...  or  to  erratic  release  from  patient 
patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 

hat’s  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
>ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  « 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

& (1 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

vS  il 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  m treatment  of 
obenty  also  to  counteract  anxiety  and  mild  depression 
Desbutal  « contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor  Nervousness 
oi  eieessrve  sedation  have  occasionally  been  observed, 
otten  these  effects  will  disappear  after  a lew  days.  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympa- 
thomimetic diugs  Caretul  supervision  is  advisable  with 
maladiusted  individuals. 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  15contains  15  mg  of  methamphetamine 
hydrochloride  and  90  mg  of  pentobarbilal  sodium  In 
bottles  of  100  and  500 


Sucaryi  Sweeteners 

A proven  aid  to  weight  control'* 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryi— Abbott  brand 

ot  low  and  non  calor*  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryi®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


ooo 

OQO 


714  1331 


Directions: 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryi— Abbott  brand  of  low  and  non-caloric  sweeteners. 


Adaptation  from 
Shakespeare  Rare  Print 
Collection 


“Give  me  a bowl  of  wine 

-in  this  I bury 

2 all  unkindness” 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 


Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress,  Doctor,  in  your  rug- 
ged profession. 


Also,  for  your  wdfe’s  stress  at  home,  we’d  like  to  prescribe  a 
24-page  folder,  ‘‘WINE  COOKERY  THE  EASY  WAY,”  which 
will  help  her  to  relax  in  the  kitchen  (and  help  you  at  the  bar- 
becue). We’ll  mail  it  to  you  (free)  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  ‘‘USES  OF  WINE  IN  MEDICAL  PRACTICE,”  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 
As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome  — and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine,  Doctor— to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW  I 

. For  use  in  glucose 
tolerance  tests 


. In  preference  to  the 
postprandial  test  meal 


i 

1 


HI  so.  ar 


Glucola 

8 tw 

PREPARATION 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 


Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753  (R2)6,, 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 


Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles  Ames  Company,  Inc. 
per  pack,  2 packs  per  carton).  Elkhart,  Indiana 
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'(j)  qj£  fflte  urosi  A^t.  #4^ 


(pu&j A^titoLfo^vnA^feWfi 


V »u 


Obestat 

helps. 


These  are  photographs  borrowed  from  the  files  of  a Mis- 
souri physician.  The  grossly  overweight  patient  pictured  in 
August  1962  succeeded  in  shedding  1 10  pounds  in  the  follow- 
ing ten  months  by  adhering  to  a diet  program  under  the  super- 
vision and  encouragement  of  her  physician.  To  help  control 
her  desire  for  food  and  also  "burn  off"  additional  calories,  the 
physician  recommended  Obestat,  one  tablet  a day.  Doctor  and 
patient  admit  that  Obestat  fortified  her  determination  to  stick 
to  the  diet  during  the  difficult  weeks  of  adjustment. 

Obestat  can  help  your  overweight  patient  break  the  eat- 
ing habits  that  cause  obesity. 

Obestat  suppresses  appetite. 

Obestat  boosts  metabolism. 

Obestat  offsets  emotional  symptoms. 

Each  OBESTAT  TY-MED*  tablet  or  capsule  contains: 
Methamphetamine  hydrochloride  10  mg./Amobarbital  (Warn- 
ing, may  be  habit  forming)  60  mg. /Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 

Dosage:  One  Obestat  Ty-Med  tablet  or  capsule  daily, 
taken  before  breakfast,  is  satisfactory  for  most  patients.  Occa- 
sionally, 2 tablets  or  capsules  may  be  required. 

Side  Effects:  Side  effects  such  as  headache,  dizziness, 
nervousness,  excitability,  insomnia,  dyspnea,  palpitation  or  gas- 
trointestinal distress  are  infrequent  and  usually  mild. 

Precautions:  An  increase  in  blood  pressure  or  basal  meta- 
bolic rate  should  be  observed  carefully. 

Contraindications:  Myocardial  or  coronary  disease,  dia- 
betes, marked  hypertension,  hyperthyroidism  or  idiosyncrasy  to 
the  ingredients. 

Supplied:  Bottles  of  30, 100  and  1000  tablets  or  capsules. 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 

References:  Ort,  F.:  Adjuvant  treatment  of  obesity  with  an 
anorectic-calorigenic  agent,  Clin  Med  70:1999  (Nov)  1963. 
Isenberg,  C.  L.:  Treatment  of  the  overweight  patient  in  general 
practice,  Clin  Med  72:663  (Apr)  1965.  ©1966  HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES,  INC. 

DIVISION  OF  LEMMON  PHARMACAL  CO.,  PORTLAND,  OREGON  97208 


Preludin 

penmetrazine 

f/drochloride 


telps  keep 
calories  at 
:rm's  length 


rone  double-blind  program 
r/olving  diet,  close  doctor/patient 
; operation,  exercise,  posture 
ntruction,  and  follow-up  visits,  93 
olese  patients  received  Preludin  or 
'iilacebo.Thedrug  and  placebo  were 
aernated  every  four  weeks.  This 
^Dcedure  lasted  from  8 to  35  weeks. 

Tty-one  percent  of  the  patients 
c;t  more  weight  on  Preludin 
hn  on  placebo.  In  fact,  they  lost 
3 average  1.9  pounds  per  week— 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J. A. M. A.  166:898, 1958. 


r udin®tablets of  25  mg. 

Purets®  prolonged-action  tablets  of  75  mg. 
»age:One25  mg.  tablettwo  or  three  timesdaily, 
:ne75  mg.  Endurets  tablet  once  daily. 

[ traindications:  Severe  coronary  artery  disease, 
ierthyroidism,  severe  hypertension,  nervous 
ability,  and  agitated  prepsychotic  states.  Do 
: jse  with  other  CNS  stimulants,  including 
D inhibitors. 

ning:  Do  not  use  during  the  first  trimester  of 
Unancy  unless  potential  benefits  outweigh 
>ible  risks. 

'autions:  Use  with  caution  in  moderate  hyper- 
■ion  and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects : Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 


Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


Idaho  State  Medical  Association -364  sonna  building,  Boise,  Idaho  33702 


president  A.  Curtis  Jones,  Jr.,  M.D.,  Boise 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 


Meeting  of  officers  and  councilors 

The  first  meeting  of  the  association  Officers  and 
Councilors  since  July  was  held  in  McCall,  September 
29-30  and  October  1 with  President  A.  Curtis  Jones, 
Boise,  presiding. 

Attending  the  session  were  President-Elect  James 
R.  Kircher,  Burley;  Immediate  Past-President  Wal- 
lace H.  Pierce,  Lewiston;  Secretary -Treasurer  Wil- 
liam R.  Tregoning,  Boise;  Councilor  John  M.  Ayers, 
Moscow;  Councilor  George  W.  Warner,  Twin  Falls; 
Councilor  O.  D.  Hoffman.  Rexburg;  A.M.A.  Delegate 
Alexander  Barclay,  Coeur  d’Alene;  A.M.A.  Alternate 
Delegate  Donald  K.  Worden,  Lewiston;  Chairman  of 
the  1967  Program  Committee  Richard  A.  Forney, 
Boise;  Speaker  of  the  House  of  Delegates  Raymond 
L.  White  of  Boise;  and  staff  members. 

Also  attending  the  session  was  J.  B.  Marcusen  of 
Nampa,  appointed  by  President  Jones  as  Councilor 
for  District  No.  Two  succeeding  John  F.  Stecher 
of  Caldwell,  who  resigned  September  1 to  enter  a 
residency  in  pathology  at  St.  Vincent’s  Hospital  in 
Portland.  Dr.  Marcusen  will  serve  until  the  next 
meeting  of  the  House  of  Delegates. 

Highlights  of  the  council  session  included: 

Approval  of  the  Minutes  of  the  74th  annual  meet- 
ing which  had  been  mailed  to  the  Presidents  of  the 
eleven  component  societies  and  Officers  and  Coun- 
cilors in  September;  approval  of  a comprehensive 
report  of  the  74th  annual  meeting,  including  registra- 
tion, income  and  expenses;  approval  of  plans  for  the 
scientific  and  social  activities  for  the  75th  annual 
meeting  of  the  association  which  will  be  the  DIA- 
MOND ANNIVERSARY  session  to  be  held  at  Sun 
Valley  June  28-  July  2,  1967. 

Also  included:  approval  of  a budget  for  the  asso- 
ciation for  1967;  approval  of  a report  listing  poten- 
tial membership  in  the  association  for  the  coming 
year  in  excess  of  550  and  agreement  to  ask  local 
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societies  to  assist  in  encouraging  membership;  ap- 
proval of  tentative  plans  for  House  of  Delegates  at 
Sun  Valley  next  year;  approval  of  1966-67  Commit- 
tee Appointments  made  by  President  Jones;  tentative 
approval  to  the  operation  of  a dispensary'  for  the 
1967  Legislative  Session;  approval  of  plans  for  the 
preparation  and  distribution  of  a health  column  to 
Idaho  weekly  newspapers;  approval  of  plans  direct- 
ing the  Constitution  and  By-Laws  Committee  to 
undertake  a survey  of  the  documents  for  each  of  the 
component  societies. 

The  Council  also  heard  comprehensive  reports 
from  a number  of  persons  involved  in  the  Social 
Security  Medical  Care  Program,  the  State  Depart- 
ment of  Public  Assistance  implementation  of  Title 
XIX,  and  The  Idaho  Hospital  Service  and  its  re- 
lationship to  the  hospital  phase  of  the  Social  Security 
Medical  Care  Program.  Placed  in  operation  was  an 
association  travel-accident  insurance  program  order- 
ed by  the  House  of  Delegates  in  July.  Also  approved 
were  a number  of  meetings  of  association  committees 
and  travel  to  several  national  meetings. 

A Roster  of  the  Idaho  State  Medical  Association 
Officers,  Councilors  and  Committees  for  1966-67 
was  included  with  the  October  News  Letter.  For 
convenience  it  has  been  indexed  and  printed  in 
booklet  form. 

Industrial  medical  committee 

Chairman  James  J.  Coughlin,  Boise,  called  a meet- 
ing of  the  Industrial  Medical  Committee  at  12:30 
p.m.  October  15  at  the  Owyhee  Hotel  in  Boise.  A 
number  of  important  items  dealing  with  workmen’s 
compensation  were  up  for  discussion. 

Members  of  the  committee,  besides  Dr.  Coughlin 
are  Richard  P.  Sutton,  Burley;  Russell  Tigert,  Jr., 
Soda  Springs;  David  W.  Heusinkveld,  Lewiston,  and 
Leland  K.  Krantz,  Idaho  Falls. 
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Medical  society  officers 

Officers  of  the  Bear  River  Valley  Medical  Society 
for  1967  are:  President,  Glenn  W.  Schoper,  Mont- 

Ipelier;  Secretary,  Reed  J.  Rich,  Montpelier. 

Officers  of  the  Ada  County  Medical  Society  for 
1967  are:  President,  Gustav  E.  Rosenheim,  Boise; 
President-Elect,  James  H.  Hawley,  Boise;  Treas- 
urer, Harold  W.  Hatten,  Boise,  (re-elected);  Sec- 
retary, John  M.  Ocker,  Jr.,  Boise,  (re-elected). 

North  Pacific  Pediatrics  Society 

Loy  T.  Swinehart,  Boise,  was  elected  President  of 
the  North  Pacific  Pediatrics  Society  during  the 
group’s  fall  meeting  at  Alderbrook  Inn,  Union, 
Washington,  September  12-13,  1966. 

The  President-Elect  is  John  Whitelaw,  Vancouver, 
B.C.,  and  Leroy  Carlson,  Portland,  is  Secretary- 
Treasurer. 

State  Board  of  Medicine 

Two  Temporary  Licenses  were  granted  in  August 
and  September.  Receiving  them  were: 

Ivyl  W.  Wells,  Boise.  Graduate  University  of 
Oregon  Medical  School,  Portland,  June  11,  1965. 
Internship,  Hennepin  County  General  Hospital, 
Minneapolis,  Minnesota,  1965-66.  Granted  Tempor- 
ary License  No.  372,  August  5,  1966.  General 
Practice. 

G.  Royden  Streib,  Boise.  Graduate  University  of 
Rochester  School  of  Medicine,  Rochester,  N.Y., 
June  8,  1956.  Internship,  Rochester  General  Hos- 
pital, Rochester,  1956-57.  Residency,  Anesthesia, 
University  of  Rochester,  Strong  Memorial  Hospital, 
Rochester,  1957-59.  Granted  Temporary  License 
No.  373,  August  9,  1966.  Anesthesiology. 

Richard  D.  Thorson,  Lewiston.  Graduate  Univer- 
sity of  Washington  School  of  Medicine,  Seattle, 
1959.  Internship,  Aneker  Hospital,  St.  Paul,  1959-60. 
Residency,  Orthopedic  Surgery,  University  of  Cali- 
fornia Hospitals,  San  Francisco,  1962-66.  Granted 
Temporary  License  No.  374,  September  13,  1966. 
Orthopedic  surgery. 

John  W.  Luttrull,  Nampa.  Graduate  Indiana  Uni- 
versity School  of  Medicine,  Bloomington  and  Indian- 
apolis, 1956.  Internship,  Riverside  General  Hospital, 
Riverside,  Calif.,  1956-57.  Residency,  Obstetrics  and 
Gynecology,  Brooke  General  Hospital,  Fort  Sam 
Houston,  1958-61.  Granted  Temporary  License  No. 
375,  September  20,  1966.  Obstetrics  and  gynecology. 

Licensure  renewals— During  the  90  day  period  for 
renewing  licenses  to  practice  medicine  and  surgery 
in  Idaho,  which  ended  October  1,  a total  of  992 
physicians  renewed.  Of  this  total,  621  reside  within 
the  state  while  371  are  out-of-staters.  Sixteen  were 
cancelled  for  failing  to  pay  fees— two  in-state  and 
14  out-of-state. 


South  Idaho  Medical  Services  Bureau 

Payment  of  a retroactive  adjustment  to  participat- 
ing physicians  was  authorized  by  directors  of  the 
South  Idaho  Medical  Service  Bureau,  Inc.,  meeting 
in  Twin  Falls  September  10  to  bring  1966  fees  to 
90  per  cent  of  the  $5.00  unit  value  fee  schedule. 

Benefits  and  claims  procedures  under  programs 
of  the  Bureau,  Blue  Gross,  Social  Security  Medical 
Care  and  the  Department  of  Public  Assistance  (Title 
XIX)  will  be  explained  during  a series  of  regional 
workshops  and  dinner  meetings  in  Southern  Idaho, 
for  physicians  and  office  personnel,  to  be  held  in 
October.  Further  information  will  be  mailed. 

Members  of  the  Board  of  Directors  are:  F.  Wayne 
Schow,  President,  Twin  Falls;  P.  Blair  Ellsworth, 
Vice-President,  Idaho  Falls;  William  D.  Forney, 
Secretary-Treasurer,  Boise;  Russell  Tigert,  Jr.,  Soda 
Springs;  Maurice  E.  Scheel,  Wendell;  Glenn  E.  Tal- 
boy,  Boise;  Kenneth  E.  Droulard,  Nampa;  Asael 
Tall,  Rigby;  David  C.  Miller,  Pocatello;  Ralph  G. 
Goates,  Blackfoot;  A.  Curtis  Jones,  Boise;  William 
R.  Tregoning,  Boise.  Mr.  Leonard  O.  Thompson, 
Boise,  is  Executive  Director. 

A meeting  to  explore  the  establishment  of  a pro- 
gram in  Continuing  Medical  Education  was  sched- 
uled October  12  at  the  Downtowner  Motel,  Boise, 
under  joint  sponsorship  of  the  Southwestern  Idaho 
District  Medical  Society,  the  Ada  County  Medical 
Society,  the  Southwestern  Idaho  Hospital  Confer- 
ence and  the  Idaho  Foundation  for  Medicine  and 
Biology.  Speakers  were  C.  Wesley  Eisele,  Denver, 
Associate  Dean  for  Post  Graduates,  University  of 
Colorado  School  of  Medicine,  and  Ralph  Christen- 
sen, Eugene,  Oregon,  Director  of  Continuing  Educa- 
tion, Sacred  Heart  Hospital. 


OBITUARY 

dr.  harry  h.  king,  84,  Montpelier,  died  September 
12,  1966.  He  was  born  at  Nicholson,  Pennsylvania, 
April  25,  1882  and  received  his  M.D.  degree  from 
Jefferson  Medical  College  in  Philadelphia  in  1904. 

Upon  graduation  from  medical  school,  he  moved 
to  Kemmerer,  Wyoming,  where  he  married  Anne 
Harriet  Lowrie.  They  then  moved  to  Montpelier.  He 
received  License  No.  M-349  to  practice  medicine  and 
surgery  in  Idaho  on  October  1905.  Mrs.  King  died 
November  19,  1958. 

Dr.  King  served  as  district  Surgeon  for  the  Union 
Pacific  Railroad  from  1907  until  1954  and  also 
served  several  terms  as  Bear  Lake  County  Physician 
and  Montpelier  City  Health  Officer.  He  served  as 
chief  medical  examiner  for  Bear  Lake  County  dur- 
ing both  World  Wars. 
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A.  CURTIS  JONES,  M.D. 


Idaho  State  Business 

The  Officers  and  Councilors  of  your  organization 
held  a meeting  in  McCall  September  29,  30  and 
October  1.  This  was  the  first  meeting  since  the  an- 
nual meeting  at  Sun  Valley  last  July.  There  was  one 
hundred  per  cent  attendance  by  your  officers  and 
councilors.  Two  new  Councilors  were  welcomed: 
George  Warner  of  Twin  Falls,  who  replaced  James 
Kircher  of  Burley,  since  Dr.  Kircher  is  the  President- 
elect; and  J.  B.  Marcusen  of  Nampa,  who  was  ap- 
pointed to  fill  the  unexpired  term  of  John  Stecher  of 
Caldwell,  who  resigned  to  go  into  a residencey  in 
pathology. 

I am  continually  amazed  at  the  increasing  amount 
of  business  that  comes  before  these  meetings.  What 


used  to  take  only  one  day  now  takes  the  better  part 
of  three  days.  In  addition  to  the  routine  business  of 
the  Association,  we  heard  from  Mrs.  Martha  Mc- 
Steen  of  the  Denver  office  of  Health,  Education  and 
Welfare,  Thomas  Alpin,  Medical  Director  of  the 
Equitable  Life  Assurance  Society  of  the  United  States 
from  New  York,  Mr.  Bill  Child,  Commissioner,  De- 
partment of  Public  Assistance  from  Boise,  and  Mr. 
Leonard  Thompson  and  Mr.  Elmo  Parish  of  the 
Idaho  Blue  Cross  and  South  Idaho  Medical  Service 
Bureau  from  Boise. 

As  you  might  imagine  with  these  intermediaries 
and  carriers  of  the  Medicare  Law,  there  was  consid- 
erable discussion,  particularly  of  Title  XVIII-B  and 
Title  XIX  . 

On  the  more  pleasant  side  of  the  deliberations,  the 
Officers  and  Councilors  purchased  a blanket  travel 
accident  policy  that  covers  any  one  traveling  on 
official  State  Medical  Society  business  with  $25,000 
accidental  death  benefit,  plus  dismemberment  or 
loss  of  sight.  This  also  covers  the  members  of  the 
Women’s  Auxiliary'  when  they  are  traveling  on  of- 
ficial auxiliary  business.  This  was  authorized  by  the 
House  of  Delegates  last  July,  Besolution  “G”. 

Please  remember  it’s  not  too  early  to  start  making 
plans  to  attend  the  Diamond  Jubilee  meeting  of  the 
Idaho  State  Medical  Association  June  28-July  1, 
1967. 

A.  CURTIS  JONES,  JR.,  M.D. 


X-RAY  OF  MONTH  ON  PAGE  954 

The  chest  x-ray  shows  a serpiginous  opaque 
density  in  the  right  lower  lobe  with  a band  lead- 
ing toward  the  heart  beneath  the  right  hilum.  A 
similar,  but  lesser  well  defined,  density  could  be 
seen  above  the  larger  one  on  the  original  radio- 
graph. The  diagnosis  is  pulmonary  arteriovenous 
fistula.  The  specific  diagnosis  is  hereditary  hem- 
orrhagic telangiectasis.  Other  names  include  Os- 
ier’s telangiectasis  and  Rendu-Osler-Weber  di- 
sease. When  the  lung  alone  is  involved,  the  usual 
name  is  pulmonary  arteriovenous  fistula.  The 
clinical  and  laboratory  findings,  of  course,  are 
dependent  upon  the  size  of  the  arteriovenous 
shunt  and  the  amount  of  unoxygenated  blood 
shunted  back  to  the  heart  and  into  the  systemic 
circulation.  The  fistula  allows  a shunt  between 


the  pulmonary  artery  and  the  pulmonary  vein.  If 
a large  amount  of  unoxygenated  blood  is  shunted 
into  the  systemic  circulation,  cyanosis,  dyspnea, 
and  clubbing  of  the  fingers  and  toes  may  de- 
velop. Chronic  anoxia  at  time  will  cause  com- 
pensatory polycythemia.  When  chronic  hemor- 
rhage occurs  from  the  pulmonary  and  other  tel- 
angiectases, anemia  may  result.  The  differential 
diagnosis  would  include  congenital  heart  disease, 
lung  tumor,  polycythemia  vera,  tuberculosis  and 
a host  of  central  nervous  system  diseases.  The 
disease  most  commonly  misdiagnosised  is  con- 
genital heart  disease. 

If  one  suspects  a pulmonary  arteriovenous 
fistula,  a murmur  can  often  be  heard  over  the  site 
of  the  fistula  as  demonstrated  radiographically. 

continued  on  page  1016 
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Caution:  Cigarette 
Be  Hazardous  to 


the  tar  trapped  in 
Tar  Gard*  in  one  year ... 


exceeds  the  weight 
of  four  packs  of  cigarettes 


Use  this  statistic  to  help  convince  your  patients  to  stop  smoking. 


. ’resentation  of  a familiar  point  of  reference  giving  some 
ndication  of  the  amount  of  tar  in  cigarette  smoke  could 
lelp  influence  your  cigarette  smoking  patients  to  quit, 
.et  Tar  Gard  help.  In  an  independent  study  by  Curtis  and 
'ompkins,  Analytical  Chemists,  San  Francisco,  it  was 
sstimated  that  over  a 365  day  period,  using  twenty  filter 
E:igarettes  a day  as  a base,  the  average  amount  of  tar 
rapped  in  the  unique*  Tar  Gard  filter  holder  was  0.29 
b.,  more  than  the  weight  of  four  packs  of  cigarettes.** 
Jse  this  statistic  to  give  your  patients  a more  concrete 
irasp  of  the  amount  of  tar  in  cigarette  smoke. 

Support  with  visual  demonstration.  Combine  reference 
o this  statistic  with  a visual  demonstration  in  your  office. 
(Show  tar  actually  being  isolated  from  cigarette  smoke. 


^Technically,  Tar  Gard  is  not  a filter.  It  is  a patented  tar 
trapping  device  based  on  the  principle  of  the  Venturi  tube, 
such  as  is  employed  in  the  bedside  respirator  used  in  critical 
respiratory  management,  the  vaporizer  and  the  aspirator.  In 
Tar  Gard,  as  cigarette  smoke  is  drawn  into  the  mouthpiece, 
the  pressure  energy  of  the  tar-filled  smoke  is  accelerated  (to 
approximately  200  mph)  and  then  stopped  abruptly  by  an 
impingement  barrier,  where  tars  are  trapped. 


**36  sealed  packs  of  a leading  filter  cigarette  were  weighed 
and  divided  by  9 to  give  an  average  four  pack  weight  of  .23  lb. 

I 


All  you  have  to  do  is  have  a patient  smoke  four  cigaiettes 
through  the  Tar  Gard  Demonstration  Unit.  When  he  sees 
the  amount  of  tar  trapped  in  the  transparent  mouthpiece 
chamber  and  realizes  that  normally  this  would  stay  in 
the  mainstream  of  the  smoke  — the  smoke  he  inhales  — 
this,  related  to  the  number  of  cigarettes  he  has  smoked 
over  a 365  day  period  could  prove  to  be  the  most  dra- 
matic visual  proof  of  the  health  hazards  of  smoking  you 
could  show  him...  enough  to  force  him  to  draw  his  own 
conclusions  as  to  whether  the  smoking  habit  is  worth 
the  price  he  might  have  to  pay...  enough  to  convince 
him  to  quit. 

Complete  and  mail  coupon  for  your  free  Tar  Gard 
Demonstration  Unit. 


Tar  Gard  Company,  2 Pine  Street,  San  Francisco,  Calif.  94111 

□ Please  send  me  free  professional  Tar  Gard  demonstration 
unit. 

□ Please  send  me doz.  regular  Tar  Gard  retail  units  at 

special  professional  price  of  $10.00  per  V2  doz.;  minimum 
order.  ($1.67  each  — usually  retails  at  $2.95.) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 

TAR  GARD.  ki\a/m. 


new  small  size 


15  Gm. 

fOR  TOPICAL  USE  OKI* 

SYNALAR® 

[FLU0CIN010NE 

ACETONIDE] 


CREAM 


SVNTEX 


LABORATORIES.  INC. 
Palo  Alto,  Calif. 


Syiialai*o.oi 

(fluocinolone  acetonide)  crean 

15  Gut. 


CAUTION 
Federal  law 

prohibits  dispensing 
without  prescription 


MADE  IN  U.S.A. 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiorit 


topica 


with  thei 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  hew 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm,  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%.  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone1*3 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  tor  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1 General— Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered  based 
on  susceptibility  testing  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnal 
females  has  not  absolutely  been  established  Therefore,  they  should  nol  t1] 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolong! 
periods  of  time.  2 Occlusive  dressing  mefbocf-With  occlusion  of  extensi- 1 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitab  j 
precautions  should  be  taken  Occasional  patients  may  show  contact  ser 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  i 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique  Tf 
development  of  infection  requires  appropriate  antibacterial  therapy  and  0 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and  stra 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  les 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissio' 
may  persist  for  several  weeks  to  several  months  in  favorable  cases  Th 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  ne 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse  Son 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  the 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  : 
left  near  children  to  avoid  the  possibility  of  accidental  sullocation.  Sib 
Effects:  Side  elfects  are  not  ordinarily  encountered  with  topically  applie 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unt 
vorably  to  Synalar  under  certain  conditions  Reterences:  1 Cahn  M M . ar 
Levy.  E J J New  Drugs  1 262  (Nov. -Dec.)  1961  2.  Meenan.  F O J Ins 
Med  Ass  52  75  (Mar.)  1963.  3.  Robinson.  H.  M..  Jr..  Raskin.  J . and  Dunsea 
W.  J.  R.:  Southern  Med  J 56.797  (Jul  ) 1963. 
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of  a modern 
Corticosteroid 
economy  of 

hydrocortisone 


slow... a choice  of  3 
economical  sizes  ^ 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  acetonide  — an  original  steroid  from 
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continued  from  page  989 
architects  of  “The  Great  Society”  see  it.  Instead  of 
simply  throwing  up  our  hands  in  despair,  it  seems 
to  me  we  should  follow  the  suggestions  that  were 
made  in  the  letter  we  included  with  these  publica- 
tions “to  encourage  and  support  intelligently  all  that 
is  good  in  these  programs  and  intelligently  oppose 
and  try  to  re-shape  that  which  fails  to  meet  realistic 
criteria”.  In  order  to  act  effectively  on  these  sug- 
gestions we  have  to  be  in  a position  of  sufficient  in- 
fluence so  that  the  people  and  their  duly  elected 
representatives  in  the  Legislature  and  Congress  will 
be  interested  in  our  views,  and  will  heed  our  advice. 
It  is  our  hope,  for  example,  that  the  Governor  will 
call  a Council  on  Health  this  fall  so  that  all  of  those 
concerned  with  these  matters  will  have  a chance  to 
discuss  them  together  before  the  legislature  meets 
in  January.  The  agenda  could  include  the  difficulties 
created  by  Title  XIX  and  other  new  federal  legisla- 
tion. the  future  of  the  County'  Hospitals,  the  feasi- 
bility of  having  a state  administrator  of  Health  & 
Welfare  (as  in  California)  and  countless  other  prob- 
lems. As  far  as  I am  concerned,  we  are  standing 
right  squarely  at  the  crossroads.  We  either  have  to 
pull  in  our  horns,  maintain  a simple  housekeeping 
operation,  or  we  go  forward  and  exercise  the  lead- 
ership the  people  expect  from  dedicated  profes- 
sionals. 

In  some  of  my  opening  remarks  I alluded  to  the 
privilege  of  serving  as  your  President.  This  was  not 
a hollow  figure  of  speech.  Every  President  enjoys 
the  opportunity  it  affords  him  to  become  acquainted 


with  the  membership.  I think  the  thing  most  per- 
sonally gratifying  and  inspiring  for  me  has  been 
participation  in  meetings  of  the  Executive  Commit- 
tee. In  24  meetings  over  the  past  two  years,  I can 
only  recall  three  physicians  absences.  A great  deal 
of  Association  business  was  conducted  during  these 
meetings,  which  usually  lasted  far  into  the  night. 
Most  stimulating,  revealing  and  inspiring  was  the 
time  spent  in  soul  searching,  in  considering  basic 
philosophic  principles,  and  in  attempting  to  assess 
the  wishes  and  needs  of  the  membership  before  mak- 
ing policy  decisions. 

Another  rewarding  experience  has  been  the  oppor- 
tunity of  working  with  our  non-professional  staff. 
Ability  and  technical  competence  you  can  buy,  and 
we  have  certainly  gotten  our  money’s  worth  of  that, 
but  wisdom,  tact,  patience,  dedication  and  inde- 
fatigability are  hard  to  pick  up  in  the  market  place. 
My  sincere  thanks  for  all  they  have  done  this  past 
year  go  to  our  Executive  Secretary,  Mr.  Dick  Gor- 
man, to  our  Public  Relations  Director,  Mr.  Harlan 
Knudson  and  to  our  Office  and  Convention  Man- 
ager, Mr.  George  Morford,  who  has  completed  his 
first  annual  meeting  of  the  Association. 

To  the  rest  of  the  membership,  thank  you  for 
the  honor  you  have  done  me,  and  let’s  never  get  so 
preoccupied  with  our  personal  problems  and  prac- 
tices that  we  don’t  have  time  to  consider,  in  the 
broadest  sense,  the  health  problems  of  the  people  of 
our  state.  Let’s  not  wait  around  for  someone  to  tell 
us  what  needs  to  be  done  and  how  and  when  to  do 
it.  Let’s  find  out  for  ourselves  and  let’s  do  it. 


X-Ray  continued  from  page  1012 

Thorough  x-ray  evaluation  of  the  chest  will 
often  establish  the  diagnosis  of  arteriovenous 
fistula.  Fluoroscopy  may  reveal  a pulsating  mass 
that  changes  size  with  different  maneuvers,  in- 
cluding that  of  Valsalva  and  Mueller.  Tomo- 
graphy will  often  help.  Angiography  of  the  lesser 
circulation  is  the  examination  that  definitely 
establishes  the  diagnosis  of  pulmonary  arterio- 
venous fistula.  It  is  recommended  in  all  cases, 
especially  to  bring  out  smaller  arteriovenous 
fistulas  that  may  not  be  demonstrated  on  the 
plain  film  examination  of  the  chest. 

WSMA  report  continued  from  page  984 

and  discussed  the  implications  of  the  bill  to  the 
State  of  Washington. 

“Numerous  members  of  the  Washington  State 
Medical  Association  attended  the  conference  on 
this  subject  which  was  held  in  November  at  Pack 
Forest  and  ample  opportunity  for  discussion  was 
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Treatment  is  surgical  removal  of  the  fistula 
with  the  preservation  of  as  much  pulmonary 
tissue  as  possible  since  other  lesions  may  develop 
later  in  life.  Successful  removal  of  bilateral 
pulmonary  arteriovenous  fistula  have  been  re- 
ported. Extensive  bilateral  pulmonary  fistula, 
of  course,  would  prohibit  operative  intervention. 

REFERENCES 

1 Lyons.  H.  A.,  Mannix,  E.  P..  Jr.,  Successful  resections 
for  pulmonary  arteriovenous  fistula.  New  Eng  J Med 
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2 Stringer.  C.  J.,  Stanley.  A.  L.,  Bates,  R.  C.,  Summers, 
J.  E.,  Pulmonary  arteriovenous  fistula,  Amer  J Surg 
89:1054-1080  (May)  1955. 


afforded  them.  Since  that  time,  the  Executive 
Committee  of  the  Washington  State  Medical 
Association  and  the  Board  of  Trustees  have  been 
kept  informed  of  the  progress  and  planning 
which  was  taking  place  and  have  given  their 
support  to  the  manner  in  which  the  planning  was 
proceeding.  The  representatives  of  the  Washing- 
ton State  Medical  Association  also  participated 

',  November  1966 


in  the  selection  of  the  Advisory  Committee  for 
the  Program  in  this  area,  and  the  WSMA  is  repre- 
sented on  this  Committee. 

“In  all  my  appearances  before  county  medical 
societies  throughout  the  state,  I have  attempted 
to  keep  the  membership  informed  concerning 
the  regional  program  and  certainly  have  had  the 
feeling  that  the  membership  of  the  Washington 
State  Medical  Association  is  satisfied  with  the 
manner  in  which  the  plans  have  been  progressing. 

“In  view  of  the  fact  that  the  Washington  State 
Medical  Association,  along  with  the  other  health 
agencies  mentioned  in  the  application,  regard 
themselves  as  active  participants  in  the  planning 
for  the  regional  medical  program,  I am  pleased 
to  endorse  this  formal  application  for  a planning 
grant. 

“With  kindest  regards,  I am 

Sincerely  yours, 
Carl  P.  Schlicke,  M.D. 

President” 

7.  The  application  for  the  planning  grant  was 
considered  by  the  National  Advisory  Council  on 
regional  medical  programs  at  its  meeting  in  early 
August,  1966.  A copy  of  the  detailed  planning 
grant  application  is  available  in  the  central  office 
for  perusal  by  any  member.  Another  reading  copy 
is  available  at  the  King  County  Medical  Society 
Library. 

new  officers  elected 

The  House  voted  the  following  physicians  into 
office: 

Elected  Charles  D.  Muller  of  Bremerton  as 
President-Elect;  Re-elected:  Herbert  C.  Lynch  of 
Yakima,  Vice  President;  Carl  E.  Mudge,  Seattle, 
Secretary-Treasurer;  William  F.  Mead,  Seattle,  As- 
sistant Secretary-Treasurer;  Waldo  O.  Mills,  Seattle, 
AMA  Delegate;  Robert  B.  Hunter,  Sedro-Woolley, 
AMA  Delegate;  and  Heyes  Peterson,  Vancouver, 
Speaker  of  the  House.  All  became  members  of 
the  WSMA  Board  of  Trustees. 

Newly  elected  to  the  WSMA  Board  of  Trustees 
were:  A.  Bruce  Baker,  Spokane;  Stanley  Tuell, 
Tacoma;  W.  Maurice  Lawson,  Seattle;  Douglas  P. 
Buttorff,  Tacoma,  and  Robert  M.  Bond  of  Walla 
Walla. 

Re-elected  to  the  WSMA  Board  of  Trustes:  War- 
ren Bergholz,  Bellingham;  Robert  C.  Coe,  Seattle; 
LaRue  S.  Highsmith,  Spokane;  Warren  j.  Kraft, 
Wenatchee;  William  Meyers,  Everett;  John  A.  Nel- 
son, Longview;  Ralph  Nuzum,  Yakima;  Ray  V. 
Rose,  Pasco,  and  J.  Walfred  Wallen  of  Burlington. 

Holdover  Trustees  are:  Lucius  D.  Hill,  Seattle, 
President;  Carl  P.  Schlicke,  Spokane,  Chairman  of 
Executive  Committee  and  Immediate  Past  President; 
Peter  T.  Brooks,  Walla  Walla,  AMA  Delegate;  E. 
Harold  Laws,  Seattle,  AMA  Delegate;  Donald  T. 


Hall,  Seattle,  Chairman  of  Medical  Defense  Com- 
mittee; Wilbur  E.  Watson,  Seattle,  Chairman  of 
Finance  Committee;  Louis  S.  Dewey  of  Omak;  Har- 
old L.  Tracy,  Moses  Lake;  H.  Paul  Dygert,  Van- 
couver, and  G.  Marshall  Whitacre,  Tacoma. 

OBITUARIES 

dr.  Joseph  h.  crampton,  Chief  of  the  Section  of 
Endocrinology  and  Metaholism  of  The  Mason  Clinic, 
Seattle,  and  national  leader  in  the  field  of  diabetes, 
died  Monday,  October  10,  in  Denver,  after  an  ex- 
tended hospitalization  required  by  transverse 
myelitis  of  undetermined  etiology. 

Dr.  Crampton,  49,  was  Secretary  of  the  American 
Diabetes  Association  and  served  as  a member  of  its 
Council  for  the  past  seven  years.  In  addition  to 
active  interest  in  the  Washington  Diabetes  Asso- 
ciation, in  which  he  held  offices  of  President,  Vice- 
President  and  Secretary  at  various  times  during  the 
past  twenty  years,  he  was  president  of  the  Diabetic 
Trust  Fund  and  the  Diabetes  Teaching  and  Research 
Foundation.  He  was  also  Chairman  of  the  Com- 
mittee on  Detection  and  Education  of  the  American 
Diabetes  Association  from  1959  to  1964.  He  was 
a founder  and  Vice-President  of  the  Virginia  Mason 
Research  Center  where  he  was  actively  engaged  in 
diabetes  research. 

Dr.  Crampton  graduated  from  Vanderbilt  Uni- 
versity School  of  Medicine  in  1941  and  teas  a Clin- 
ical Professor  of  Medicine  at  the  University  of  Wash- 
ington School  of  Medicine  and  served  as  consultant 
at  Seattle  Veterans’  Administration,  King  County 
and  Madigan  Army  Hospitals. 

dr.  Austin  g.  friend,  64,  died  suddenly  in  Seattle 
July  15,  1966.  Dr.  Friend,  an  internist  specializing 
in  cardiovascular  disease,  had  practiced  in  Seattle 
since  1925.  He  was  born  on  Wolf  Island  in  Ontario 
and  received  his  medical  degree  from  Queen’s 
University  Faculty  of  Medicine  in  Kingston,  Ontario. 
He  belonged  to  the  American  College  of  Cardiology. 
Cause  of  death  was  coronary  occlusion. 

dr.  carl  e.  maas,  60,  of  Seattle,  died  July  23, 
1966.  Dr.  Maas  teas  born  in  Rosario,  Argentina,  He 
attended  the  University  of  Colorado  School  of 
Medicine  in  Denver,  graduating  in  1936.  He  special- 
ized in  otolaryngology.  Dr.  Maas  died  from  carbon 
monoxide  poisoning  and  barbiturate  intoxication. 

dr.  donald  blodgett  lyon,  88,  died  July  18, 
in  Seattle.  He  was  educated  at  the  University 
of  Pennsylvania  School  of  Medicine  in  Philadelphia, 
receiving  his  degree  in  1901.  He  received  his  Wash- 
ington license  in  1907  and  established  a general 
practice  in  West  Seattle.  He  retired  in  1963.  Cause 
of  death  was  congestive  heart  failure. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  add  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE-With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine.  500  Wall  St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 GPs  in  beautifully  situated  Cascade  town  80 
miles  east  of  Seattle  by  four-lane  super-highway.  New 
three-unit  office  adjacent  to  fully -equipped  17  bed  hospital. 
Basic  salary,  office,  personnel  provided  by  local  pre-pald 
medical  plans  plus  opportunity  to  use  all  facilities  fOT 
additional  private  practice.  No  other  physician  In  area 
serving  4,000.  Excellent  climate,  schools  and  recreational 
opportunities  including  hunting,  fishing  and  skiing.  Con- 
tact Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Beneficial  Associa- 
tion Hospital,  Cle  Elum,  F.  J.  Rogalski,  M.D.  or  C.  C. 
Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 

INTERNIST Board  certified  or  eligible  to  join  8-man 

multi-specialty  group.  Southwestern  Oregon  drawing  area 
of  50,000.  Two  accredited  70-bed  hospitals  close  by.  Write 
Manager,  Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Oregon. 
Phone  267-7091. 


PSYCHIATRIC  RESIDENCIES— Northern  California  Mental 
Health  Center.  Two  hours  San  Francisco.  Vacation  area, 
warm  dry  summer  days,  cool  nights,  close  to  Pacific 
beaches.  Three-year  accredited  program,  broad  training, 
research  and  community  psychiatry  orientation,  1965  APA 
Achievement  Award.  Flexible  third  year,  wide  variety 
affiliations.  Housing.  Starting  salaries  to  $12,588  depending 
upon  alternate  plans.  Apply  Chief  of  Professional  Edu- 
cation, Mendocino  State  Hospital,  Talmadge,  Calif.  95481. 

OUT  OF  STATE  PRACTICE — Undertaken  by  obstetrician  pre- 
scribes sale  of  classic  residential  Town  House  completed 
only  this  spring.  Located  in  Portland’s  most  exclusive 
residential  area,  convenient  to  schools,  parks,  country 
club,  express  routes  and  minutes  from  downtown.  This 
dramatic  continental  home  provides  such  appointments 
as  Iron  Filligree  access  gates,  courtyard  entry,  Italian 
Marble,  custom  lighting  and  auto  sprinkling  system.  With 
3 bdrms.  and  3 sparkling  baths,  this  home  offers  the 
epitome  in  cosmopolitan  living  at  $45,000.  Contact  Boyd 
Munson  or  Ellen  Orton,  Wm.  Bill  Snyder  Realty,  9217 
Beaverton  Hillsdale  Hiway,  Portland,  Oregon  or  call 
292-3541  for  appmt.  to  see. 

LARGE  GENERAL  PRACTICE— Available  in  thriving  com- 
munity of  40,000.  Furnished  modern  office  in  neighborhood 
location.  Equipment  and  office  rent  available  on  delayed 
payment  plan.  Requires  no  cash,  just  move  in.  Close  to 
2 hospitals.  F'ine  climate.  Hunting  and  recreational  areas 
near  by.  L.  K.  England,  M.D.,  1422  Summitview  Ave.  or 
Mr.  Albert  Kurbitz,  1430  Summitview  Ave.,  Yakima. 
Wash.  98902. 


POSITION  FOR  GENERAL  PRACTICE-^0  small  group  practice 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped, 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20  miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E Hiemstra,  M.D., 
Tri-County  Hospital  Association,  Box  547,  Deer  Park, 
Wash.  99006. 


GP  UNOPPOSED  PRACTICE— Six  miles  from  127-bed  ac- 
credited hospital.  Town  of  1,200  population,  large  high 
income  agricultural  area.  New  and  modern  schools.  Two 
hours  from  Sun  Valley.  Excellent  hunting  and  fishing. 
Present  physician  retired  from  active  practice.  Mr.  W.  M. 
Bunce,  Filer  Kiwanis  Club,  Fiier,  Idaho  83328. 


EXCELLENT  GP  PRACTICE  NEAR  SPOKANE-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  12-C,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


PHYSICIAN  TO  TAKE  OVER  PRACTICE—10  farming  and  lum- 
ber community  45  mi.  south  of  Spokane.  Modern  well 
equipped  clinic  at  reasonable  rental.  Excellent  housing, 
schools,  church  and  recreational  facilities.  Contact  Tekoa 
Medical  Committee,  Dave  Cohn  or  Dave  Drain,  Tekoa, 
Wash.  99033. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office,  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-FuHy  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  St. 
Reception  room,  private  office  with  outside  entrance, 
consultation  room,  2 examining  rooms,  x-ray  processing 
room  and  ample  storage  cupboard.  Contact  Henry  Brod- 
erick, Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle, 
Wash.  98104. 


OFFICE  SPACE— Seattle  north-end  (Broadview  district)  new 
clinic  for  one  physician  and  one  dentist.  Spacious,  mod- 
ern, air-conditioned,  ample  parking.  Primary,  Junior-high, 
and  parochial  schools  in  immediate  neighborhood.  Serving 
heavily  populated  district.  High  income  homes.  Only 
one  M.D.  within  3 mile  radius.  10  minutes  from  2 large 
hospitals,  very  desirable  for  general  practitioner.  Con- 
tact H.  T.  Cook.  Suite  206,  1110  North  175th,  Seattle,  Wash 
LI  6-4131. 


OFFICE  OF  GP  AVAILABLE—10  a clinic  building  across  the 
street  from  Ballard  General  Hospital.  800  sq.  ft.  consisting 
of  2 examining  rms.,  consultation  rm.  and  bus.  office. 
Call  Seattle  SU  3-8101  for  further  information. 


FOR  RENT— Space  of  807  sq.  ft.  in  modern  medical  building 
near  University  Village.  Call  Seattle  LA  2-2340. 

PHYSICIAN'S  OFFICE— downtown  Milwaukie,  Oregon.  1,000 
sq.  ft.,  reception  room,  private  office  and  4 examining 
rooms,  all  air-conditioned.  Medicare  approved  lab  in  bldg. 
15  min.  to  downtown  Portland.  Contact  Hoesley  Furniture, 
1011  Main  St.,  Milwaukie,  Oregon  97222,  phone  659-2424. 


EQUIPMENT 

ONE  USED 

Seattle. 

EXAMINATION  TABLE— ¥75.  MA  3-9020  ext.  31, 

BURROUGHS  SENSIMATIC  BOOKKEEPING  MACHINE-Two 
total  Model  F6103.  Approximately  18  months  old.  Machine 
stand  and  trays  included,  $1,650.  Prepared  for  two  phy- 
sicians and  four  departments.  Write  D.  Bell,  1065  Pali 
Drive  N.W.,  Salem,  Oregon  97304. 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  hi.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 


Meetings  of  medi 


AM  A Annual — June  18-22;  Atlantic 
City,  1967;  San  Francisco,  1968. 


AMA  Clinical — Las  Vegas,  Nov.  27-30, 
1966;  Houston,  1967;  Miami  Beach, 
1968. 


Idaho  State  Medical  Association — June 
28-July  1,  1967,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 


North  Pacific  Pediatric  Society — 
Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 


North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 


Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 


Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 


Oregon  Medical  Association — 
Portland. 


Pacific  Northwest  Radiological  Society — 
Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 


L SOCIETIES 


Washington  State  Medical  Association — 
Sept.  10-13,  1967,  Seattle 


West  Coast  Allergy  Society — 

Dec.  1-3,  1966,  Las  Vegas 
Pres.,  George  M.  Robins.  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept.-May 

Pres.,  A.  Eugene  Petroff,  Portland 
Sec.,  Richard  A.  Lalli,  Portland 


Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 

Pres.  Walter  R.  Enders,  Oregon  City 
Sec..  Rrthur  S.  Rathkey,  McMinn- 
ville 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.  G.  F.  Starr,  Eugene 
Sec.,  K.  D.  McMilan,  Eugene 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
October-April 


Pres.,  Arthur  L.  Ovregaard,  Cor- 
vallis 

Sec.,  Irving  J.  Horowitz,  Portland 

Oregon  Society  of  Internal  Medicine 

Pres.,  Robert  L.  Hare,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  A Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Sieba,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  George  Nash,  Portland 
Sec.,  R.  J.  Meechan,  Portland. 


Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres.,  Guy  Parvaresh,  Wilsonville 
Sec.,  Mary  Jane  Dubinski,  Portland 
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Meetings  continued 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  John  Raaf,  Portland 

Sec.,  Wm.  R.  Sweetman,  Portland. 


UOMS  Alumni  Association 

Annual  Meeting.  April  5-7,  1967 
Pres.,  I.  1.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June.  July,  Aug.,  Dec. 
Pres..  Donald  McLaughlin,  Seattle 
Sec.,  James  H.  Dahlen,  Seattle 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres..  Frederick  F.  Ackerman,  Se- 
attle 

Sec.,  D.  F.  Milam,  Jr..  Bellevue 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Glen  E.  Hayden,  Seattle 
Sec..  Harry  A.  Kettering. 

Mercer  Island 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.  (Sept  - 
June)  annual  meeting,  January  27- 
28.  1967 

Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  Gilbert  G.  Eade,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 

Pres.,  Roy  C.  Biehn,  Spokane 
Sec.,  Rex  T.  Hoffmeister,  Spokane 


Spokane  Surgical  Society  — Quarterly 

Pres.,  Charles  R.  Cavanaugh,  Jr., 
Spokane 


Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres..  Marcel  Malden.  Tacoma 
Sec..  James  D.  Lambing,  Tacoma 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May) 

Pres..  Edmund  Kanar,  Tacoma 
Sec.,  Wayne  Zimmerman.  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-Juhe) 
Pres.,  L.  L.  Herr,  Seattle. 

Sec.,  John  E.  Nelson,  Seattle 


Washington  Academy  of  General  Prac- 
tice, Scientific  Session,  May  25-27, 
1967,  Seattle 

Pres.,  Charles  C.  Strong,  Vancouver 
Sec.,  Wm.  A.  Ehlers,  Lacey 


Washington  State  Radiological  Society 
— Seattle,  Quarterly 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists 

Pres.,  Richard  J.  Ward,  Seattle 
Sec.,  Philip  Bridenbaugh.  Spokane 


Wash.  St.  Soc.  of  Allergy. 

Pres.,  Paul  Van  Arsdel.  Jr.,  Seattle 
Sec.,  S.  H.  Tarica,  Seattle. 


Vakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Frank  LeCocq,  Yakima 
Sec.,  John  Harrington,  Yakima 
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pain  and  swelling  of  hemorrhoids 
effectively  relieved 

with 

PNS' 

SUPPOSITORIES 


Each  suppository  contains: 

Pontocaine® 

(brand  of  tetracaine)  HCI . . . . 10  mg. 
Neo-Synephrine® 

(brand  of  phenylephrine)  HCI . . 5 mg. 

Superinone®  (brand  of  tyloxapol)  . 25  mg. 
Bismuth  subcarbonate 100  mg. 

PNS  Suppositories  contain  Pontocaine  for 
long-acting  topical  analgesia,  Neo-Syneph- 
rine for  dependable  decongestion,  bismuth 
subcarbonate  for  protective  coating  of  ul- 
cerations and  Superinone  for  its  spreading 
effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting  a 
minute  or  two,  has  occurred  in  a few 
instances.  However,  should  evidence  of  sen- 
sitivity appear,  use  of  the  suppository  should 
be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


l/jf/nf/irop 

Winthrop  Laboratories,  New  York,  N.Y. 


College  of  Phy.  of  Philad-, 
1^  South  ?2nd  St. 

Philadelphia,  Pa.  19103 

--  . 1 


Tetanus  antitoxin  without  horse  serum  and  its  reactions... 
Provides  protection  with  far  greater  safety  and  far  fewer  units. 


Hyper-Tet“ 

[TETANUS  IMMUNE 
GLOBULIN-HUMAN] 


The  Committee  on  Trauma,  American  College  of  Sur- 
geons, has  stated  that  Human  Tetanus  Antitoxin 
should  be  given  in  preference  to  equine  or  bovine 
antitoxins  when  it  is  available.  Hyper-Tet  is  the  first 
human  tetanus  antitoxin. 

Introduced  by  Cutter  in  1957,  it  is  a gamma  globulin 
fraction  of  venous  blood  from  hyperimmunized  humans 
and  contains  no  heterologous  protein — can  cause  none 
of  the  reactions  usually  connected  with  heterologous 
antitoxins.  Also,  Hyper-Tet  can  be  injected  immedi- 
ately— skin  or  conjunctival  sensitivity  tests  should 
NOT  be  given. 

Far  fewer  units  of  Hyper-Tet,  compared  to  equine  or 
bovine  antitoxin,  are  required  for  tetanus  prophylaxis. 
Recent  studies  show  these  lower  dosages  established 
protective  levels  well  above  the  recommended  im- 
munity level  up  to  5 weeks. 

A 250  unit  dosage  is  recommended  in  routine  prophy- 
lactic cases.  In  severe  injury  and  where  the  risk  of 
potential  infection  is  greater,  more  than  250  units 
may  be  indicated  together  with  antibiotics.  Hyper-Tet 
is  supplied  in  250  unit  vials. 

Side  Effects  and  Precautions:  The  likelihood  of  anaphylac- 
tic or  serum  reactions  from  gamma  globulin  injection  is 
remote.  Very  rare  serious  reactions  have  been  reported,  how- 
ever, but  their  extreme  rarity  makes  the  prediction  of  oc- 
currence impossible.  Slight  soreness  at  or  over  the  injection 
site  may  be  noted.  Do  not  give  intravenously.  There  are  no 
known  contraindications. 


“A  New  Look  at  Tetanus  Prophylaxis,”  a highly 
informative  scientific  motion  picture,  is  available 
for  your  viewing  from  the  Cutter  Film  Library. 


CUTTER  JlaJto^uUo^ce4. 


• Fourth  and  Parker,  Berkeley,  California  94710 


World  Leader  in  Human  Blood  Fractions  Research 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oo «£« 


PARKE-DAVIS  (|()() 


PARKE,  DAVIS  A COMPANY,  Detroit.  Michigan  48232 


Lactinex 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. I’2’3,4 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON, WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21Z01 
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15  Gm. 

FOR  TOPICAL  USE  ONLY 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


new  small  size  ■■ 


3?= 


SYNTEX 

LABORATORIES.  INC 
Palo  Alto.  Calif 


Syiialar  o.«i 

(fluocmolone  acetonide)  ereaii 

15  Gm. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


thesu 


with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone"3 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 


Contraindications:  Tuberculous  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1 General— Synalar  Cream  0 .01'  3 is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered  based 
on  susceptibility  testing  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pre 
females  has  not  absolutely  been  established.  Therefore,  they  should  n 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prole 
periods  of  time.  2 Occlusive  dressing  mefhod-With  occlusion  of  exte 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  su 
precautions  should  be  taken  Occasional  palienls  may  show  contact  ■ 
tivily  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculit  I 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique  ®- 
development  of  infection  requires  appropriate  antibacterial  therapy  arl 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  :|i 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  I 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients.  remisM 
may  persist  for  several  weeks  to  several  months  in  favorable  cases  I 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  o I 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  I 
use  Similarly,  caution  should  be  employed  when  such  films  are  used  I 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation  I 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  ap  I 
corticosteroids  As  with  all  drugs,  however,  a few  patients  may  react® 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn,  M.  M I 
Levy.  E J J New  Drugs  1 262  (Nov. -Dec  ) 1961  2 Meenan.  F.  0:J| 
Med  Ass  52  75  (Mar.)  1963  3.  Robinson,  H.  M . Jr..  Raskin.  J . and  Dun  I 
W J.  R Southern  Med  J 56  797  (Jul  ) 1963. 


C5\ 


! 


of  a modern 

corticosteroid 

economy  of 

hydrocortisone 


ow...a  choice  of  3 
conomical  sizes  ^ 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  . PALO  ALTO.  CALIF. 


NorinyLNeB 

(riorethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1-13  and  an  acceleration 
of  endometrial  changes. 1‘3>7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


- 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.  Med  Cl.n  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif..  July  15.  1965.  Reported  in  Med  Sci  16  26 
(Nov.)  1965.  5-  Hammond,  D.  0 Ibid.  6.  Rice-Wray,  E . 
Goldzieher,  J.  W , and  Aranda ■ Rosell.  A.  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  W , Moses. 
L.  E..  and  Ellis,  L T JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  0 GP  29  88  (Jan.)  1964  9.  Tyler,  E.  T : 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W . Mar- 
tmez-Manautou,  J.,  and  Maqueo-Topete,  M : Fertil  Stenl 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C E.,  Jr.  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W : Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E..  Jr.:  JAMA 
188: 1 115  (June  29)  1964.  15.  Merritt.  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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reludin 


ihenmetrazine 

ydrochloride 


lelps  keep 
;alories  at 


arm's  length 


one  double-blind  program" 
dvolving  diet,  close  doctor/patient 
pope  rati  on,  exercise,  posture 
tstruction,  and  follow-up  visits,  93 
oese  patients  received  Preludin  or 
talacebo. The  drug  and  placebo  were 
cternated  every  four  weeks.  This 
pocedure  lasted  from  8 to  35  weeks. 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 


9xty-one  percent  of  the  patients 
1st  more  weight  on  Preludin 
tan  on  placebo.  In  fact,  they  lost 
ci  average  1.9  pounds  per  week— 

. 

Idudin®  tablets  of  25  mg. 

Idurets®  prolonged-action  tablets  of  75  mg. 
|sage/One25  mg.  tablettwo  or  three  times  daily, 
lone  75  mg.  End u rets  tablet  once  daily. 

* ntraind/cations : Severe  coronary  artery  disease, 
)erthyroidism,  severe  hypertension,  nervous 
liability,  and  agitated  prepsychotic  states.  Do 
I use  with  other  CNS  stimulants,  including 
|\0  inhibitors. 

I ming:  Do  not  use  during  the  first  trimester  of 
I gnancy  unless  potential  benefits  outweigh 
lisible  risks. 

■ cautions:  Use  with  caution  in  moderate  hyper- 
Ision  and  cardiac  decompensation.  Excessive 


Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  Ingel heim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


1034 

Northwest  Medicine,  December  1966 

— 


\ommon  cold!  I thought  everything  was  a "virus”  these  days. 


Ibugh  he'd  prefer  a more  exotic  name  for  it, 
n know  he's  suffering  from  an  ordinary,  old 
non  cold.  And,  he's  congested.  He'll  breathe 
Lr  when  you  prescribe  Novahistine  LP. 
rlong-acting  tablets  in  the  morning  and  two  in 
||vening  will  provide  around-the-clock  relief  by 
|,ig  to  keep  congested  air  passages  clear,  thus 
| ing  your  cold  patient  to  enjoy  normal  and 
# breathing.  This  action  of  long-acting  Nova- 
lie  LP  helps  restore  normal  mucus  secretion 
Beil iary  activity— physiologic  defenses  against 
6 ion  of  the  respiratory  tract. 

Biautiously  in  individuals  with  severe  hyper- 


tension, diabetes  mellitus,  hyperthyroidism  or  urin- 
ary retention.  Tell  patients  who  operate  machinery 
or  motor  vehicles  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine 
maleate,  4 mg. 


For  relief  of  nasal  congestion. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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why  wonder  about  a drug 

when  you  know 

BECLX3MYCIN 

DEMETHYLCHLOKTETBACYCLINE 

provides  high  activity  levels 


high  activity 

From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.; 
Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 


ffective  in  a wide  range  of  everyday  infections  — respira- 
)ry,  urinary  tract  and  others  — in  the  young  and  aged  — 
ie  acutely  or  chronically  ill  — when  the  offending  organ- 
■ms  are  tetracycline-sensitive. 

ontraindication— History  of  hypersensitivity  to  demethyl- 
nlortetracycline. 

'arning—  In  renal  impairment,  usual  doses  may  lead  to 
xcessive  systemic  accumulation  and  liver  toxicity.  Under 
jch  conditions,  lower  than  usual  doses  are  indicated 
id,  if  therapy  is  prolonged,  serum  level  determinations 
iay  be  advisable.  A photodynamic  reaction  to  natural  or 
'tificial  sunlight  has  been  observed.  Small  amounts  of 
'ug  and  short  exposure  may  produce  an  exaggerated 
jnburn  reaction  which  may  range  from  erythema  to 
were  skin  manifestations.  In  a smaller  proportion,  pho- 
•allergic  reactions  have  been  reported.  Patients  should 
void  direct  exposure  to  sunlight  and  discontinue  drug  at 
te  first  evidence  of  skin  discomfort. 

recautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
ble  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


EDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.34 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice,1'3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1'10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

— Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


WmmarCOi 

Detroit,  Michigan  48211 


1038 

Northwest  Medicine,  December  1966 


SQUIBB  NOTES  ON  THERAPY 


“‘Tranquilizer’  is  not  a good  word”' 


u'  I HIS  classification  is  psychologi- 
I cally  too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference4  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.5 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.5 
The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.1  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."6 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.7  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 


SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

'adapted  from  Sainz7 

Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  beableto  live  and  workwith- 
out  their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 

References:  1.  Simpson,  C.M.:  Postgrad.  Med 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24.  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oraded,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb  u 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker 


labsti X 


new  from  Ames 
5 basic  uro-analyticai 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein  — results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones-detects  ketone  bodies  in  urine-both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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REGIONAL  WEATHER  FORECAST 

Dust  Storms,  High  Winds,  Snow  Storms  and  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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The  largest  of  three  patients'  lounges  is  pictured  here  in  the  new  Shadel  Hospital. 
You  are  welcome  to  inspect  the  facilities  of  the  hospital  which  has  been  designed 
specifically  for  the  treatment  of  alcoholism.  12001  Ambaum  Blvd.  S.W.,  Seattle. 
CH  4-8100. 


Sh  adzL  cd~fo±jiltaL 


The  setting  for  the  52-bed  hospital  is  in  a suburban  area  which  provides 
the  convenience  of  close  contact  with  all  of  the  medical  facilities  of  the  City  of 
Seattle,  combined  with  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district. 

The  design  of  the  hospital  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with  Shadel 
Hospital  treatment. 


APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION  MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 

to  tine. 


Tuberculin, 

Tine  .jilTest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 14-6— 4046R 
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one  in 


morning 


evening 


one  in 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  q.i.d.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 
y tetracycline  phosphate  complexy 

newTetrex  bid  CAPS 

(tetracycline  phosphate  complex) 


Maximum  patientsavings.New 

bidCAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient's  prescription 
dollar  gets  maximum  value:  a 
daily  bidCAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.1  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions.-  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose:  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
707:204  (Feb.)  1961. 


BRISTOL 


*bidCAPS  is  a trademark  of  Bristol  Laboratories,  Division  of  Bristol-Myers  Company,  for  its  brands 
of  twice-a-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphate  complex) 
equivalent  to  500  mg.  tetracycline  HCI  activity. 


SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity ? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  w ould  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.0  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides'— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1  Oth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9-10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide, has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


1 

doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...’’13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

W arning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36: 58,  1937.  2.  Mann,  T. 
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Naturetin’ 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Qm  linn  t BlRIin  * The  Prieeless  Ingredient'  of  every  product 
H5t>  ( jjlliuLt  is  the  honor  and  integrity  of  its  maker. 


Current  Programs  oj  the  Western  Interstate  Commission 
for  Higher  Education  (WICHE) 


Student  Exchange  Program 

Funding:  Appropriations  from  states  to  cover  fees 
for  students;  WICHE  general  budget  for  administra- 
tion. 

To  provide  opportunities  for  education  in  medi- 
cine, dentistry,  dental  hygiene,  and  veterinary  medi- 
cine for  students  from  western  states  without  pro- 
fessional schools  in  these  fields. 

WICHE  Special  Higher  Education  Programs 

Funding:  WICHE  general  budget. 

To  assist  in  the  professional  development  of  col- 
lege and  university  administrative  staff;  technical 
and  occupational  education  at  the  junior  college 
level;  dissemination  of  educational  innovations  in 
higher  education;  and  dissemination  of  regional  data 
highlights  of  higher  education. 

Institute  for  College  and  University  Self  Study 

Funding:  Self  supporting  through  registration  fees 
and  sale  of  publications. 

To  present  significant  research  findings  and  in- 
formed opinion  to  college  administrators  and  public 
officials  concerned  with  the  broad  and  fundamental 
issues  in  higher  education;  to  afford  opportunity 
for  dialogue  which  stimulates  further  study  in  under- 
developed areas  of  research  on  higher  education. 

Nursing  Council  Program 

Funding:  W.  K.  Kellogg  Foundation,  and  WICHE 
general  budget. 

To  continue  efforts  to  improve  graduate,  bacca- 
laureate, and  associate  degree  nursing  programs  in 
the  West;  to  stimulate  research  in  nursing  in  the 
region;  to  collect  and  disseminate  information  on 
nursing  needs  and  resources. 

Continuation  Education  Program  for  Nurses 

Funding:  U.S.  Public  Health  Service. 

To  assist  practicing  nurses  to  improve  their  lead- 
ership skills  in  teaching,  supervision,  and  administra- 
tion; and  thus  to  improve  patient  care. 

Evaluation  of  Nursing  Leadership  Program 

Funding:  U.S.  Public  Health  Service. 

To  determine  whether  or  not  improvement  in  pa- 
tient care  may  result  from  continuation  education 
programs  for  nurses  in  leadership  positions  and  to 
test  other  related  hypotheses. 

Nursing  Clinical  Content  Study  ( Baccalaureate  Level) 

Funding:  U.S.  Public  Health  Service. 

To  investigate  the  nursing  content  at  the  bacca- 
laureate level  to  determine  whether  or  not  a new 
approach  to  the  education  of  nurses  at  this  level  is 
possible  through  identification  of  a core  of  nursing 
knowledge. 


Nursing  Clinical  Content  Study  (Graduate  Level) 

Funding:  U.S.  Public  Health  Service. 

To  improve  the  quality  of  graduate  programs  in 
nursing  now  offered  in  the  West. 

Medical  Education  Program  in  States  Without 
Medical  Schools 

Funding:  The  Commonwealth  Fund. 

To  finance  meetings  and  other  activities  of  a 
council  representative  of  western  states  without 
medical  schools.  The  council’s  charge  is  to  develop 
recommendations  for  the  Commission  concerning 
ways  to  provide  additional  medical  education  op- 
portunities for  residents  of  the  states. 

NIMH  Mental  Health  Council  Program 

Funding:  National  Institute  of  Mental  Health  and 
WICHE  general  budget. 

To  develop  a regional  council  which  will  sponsor 
interstate  cooperation  in  mental  health  training  and 
research;  to  stimulate  cooperation  in  training  and 
research  by  universities  and  public  mental  health 
agencies;  and  ultimately  to  provide  increased  oppor- 
tunity for  the  development  of  skilled  mental  health 
manpower  in  the  West. 

Psychiatric  Education  for  Physicians 

Funding:  National  Institute  of  Mental  Health. 

To  increase  the  supply  of  psychiatrist-teachers 
for  non-psychiatric  physicians  of  the  West,  primarily 
but  not  exclusively  in  areas  remote  from  training 
institutions;  to  provide  demonstration  study  oppor- 
tunities for  physicians  practicing  in  these  areas,  and 
to  stimulate  the  development  of  ongoing  training 
programs  for  them;  also  to  assist  in  providing  ade- 
quate evaluation  of  this  program. 

Mental  Health  Continuation  Education  Program 

Funding:  National  Institute  of  Mental  Health. 

To  help  mental  health  professionals  obtain  educa- 
tional experiences  which  will  keep  them  abreast  of 
new  developments  in  their  fields;  to  help  develop 
permanent  educational  resources  in  universities  and 
in  treatment  centers  which  will  provide  short,  in- 
tensive continuation  education  courses  in  the  rapidly 
developing  mental  health  fields. 

Manpower  Development  ond  Training  in  Mental 
Retardation  Program 

Funding:  U.S.  Public  Health  Service. 

To  plan  and  develop  a symposium  dealing  with 
manpower  and  training  in  mental  retardation  held 
at  the  1966  annual  meeting  of  the  American  Asso- 
ciation on  May  11;  to  conduct  a post-symposium 
evaluation  to  develop  future  plans  for  the  AAMD; 
and  to  publish  and  distribute  proceedings  of  the 
symposium. 
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Summer  Work-Study  Program  in  Mental  Health 

Funding:  The  Grant  Foundation,  Ine. 

To  stimulate  the  improvment  and  extension  of 
WICHE’s  summer  mental  health  work-study  pro- 
grams by  providing  an  annual  conference  for  evalu- 
ation and  sharing  of  experiences  for  directors  of 
programs  and  interested  academicians. 

Conference  on  Mental  Retardation  as  a Public 
Health  Responsibility 

Funding:  U.S.  Public  Health  Service. 

To  conduct  a regional  conference  for  public  health 
officials  at  the  state  and  community  levels  in  order 
to  explore  their  roles  in  mental  retardation;  to  dram- 
atize the  advances  that  have  been  made  in  hospital 
and  state  institutions,  and  to  stimulate  similar  activi- 
ties at  the  community  level. 

Regional  Cooperation  in  Mental  Retardation 
Research 

Funding:  National  Institute  of  Child  Health  and 
Human  Development. 

To  implement  the  Regional  Joint  Data  collection 
project,  involving  the  state  institutions  for  the  men- 
tally retarded;  to  develop  research  awareness  and 
research  capabilities  at  these  same  institutions;  and 
to  create  a regional  system  of  sharing  research  in- 
terests and  activities. 

National  Research  Conference  on  Special  Education 
Services  in  Sparsely  Settled  Areas 

Funding:  Handicapped  children  and  youth  branch 
of  the  U.S.  Office  of  Education. 

To  provide  direction  and  guidelines  for  further 
research  by  identifying  the  researchable  variables 
relating  to  the  sparsity  problems;  by  designing  the 
kinds  of  studies  that  are  needed;  and  by  proposing 
research  designs  with  which  these  studies  may  be 
achieved. 


Undergraduate  Education  for  the  Helping  Services 

Funding:  vocational  rehabilitation  administration. 

Through  subregional  institutes  and  state  commit- 
tees, to  provide  for  the  development  of  model  pro- 
grams of  education  for  the  helping  services  at  the 
undergraduate  level  and  thus  to  attack  the  shortage 
of  trained  manpower  in  the  West. 

Corrections  Project 

Funding:  office  of  law  enforcement  assistance. 

To  initiate  relationships  between  higher  educa- 
tion and  the  field  of  practice  through  faculty  place- 
ments in  correctional  settings,  the  development  of 
continuing  education  seminars  for  correctional  prac- 
titioners, and  the  sponsorship  of  traveling  teams  of 
correctional  experts;  to  stimulate  and  develop  ap- 
propriate course  offerings  in  colleges  and  universi- 
ties; to  prepare  faculty  to  teach  such  courses;  and 
to  increase  articulation  between  the  field  and  higher 
education. 

Special  Education  and  Rehabilitation  Program 

Funding:  United  Cerebral  Palsy  Research  and  ed- 
ucational foundation  and  the  vocational  rehabilita- 
tion administration. 

To  assist  in  developing  western  college  and  uni- 
versity programs  in  special  education  and  rehabili- 
tation at  the  graduate  and  undergraduate  levels  and 
to  stimulate  coordination  of  agencies  and  institutions 
for  the  use  of  all  resources  available  for  special 
education  and  rehabilitation  training. 

Western  Conference  on  the  Uses  of  Mental 
Health  Data 

Funding:  National  Institute  of  Mental  Health. 

To  help  train  more  statisticians  in  mental  health 
and  to  develop  a regional  program  to  increase  com- 
munication and  the  sharing  of  mental  health  statis- 
tical information  across  state  lines. 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
!4  teaspoon;  from  1 to  3 years,  V5  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Available  on  prescription  only. 
Exempt  Narcotic. 


W/nf/rrop 
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in 

chronic 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


62B-6— 3614 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl'  Spansule  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine5  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  \Vz  gr.  of 
amobarbital  [Warning,  may  be  habit  forming). 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 


Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects : Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 


SMITH  KLINE  & FRENCH  LABORATORIES 
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“son 

pomoir 

antiemetitpie 

est  eleve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


in  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44: 648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


■n^  relied  on  round  the  world  ■ 

Dramamine 


■ ■ brand  of  ■ ■ * . 

dimenhydrinate 

classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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EDITORIAL 


Stilbesterol  in  Treatment  of  the  Menopause 


T WENTY-five  years  ago,  to  the  month,  north- 
west medicine  published  a clinical  report  under 
a title  identical  to  the  above.1  Six  months  pre- 
viously (June,  1941)  stilbeserol  had  become 
available  in  America,  on  prescription  to  patients, 
as  the  first  inexpensive,  orally  effective  estrogen.2 
No  fanfare  or  elaborate  promotion  attended  the 
modest— even  shy— appearance  of  this  drug  as  a 
major  contribution  of  the  then  newly  developing 
science  of  pharmacologic  chemistry.  In  fact,  no 
one  then  even  began  to  appreciate  the  potential 
usefulness  of  stilbesterol  in  clinical  practice. 

Several  points  made  in  this  early  paper  ( which 
incidentally  was  one  of  the  first,  if  not  the  very 
first,  in  American  literature  to  depict  vaginal 
smears  and  point  out  their  clinical  usefulness 
as  indicators  of  estrogen  deficiency  and  replace- 
ment therapy)  have  held  true  for  a quarter  cen- 
tury and  merit  repeating  in  the  light  of  this 
experience. 

The  first  point  is  that  very  low  dosage  of 
stilbesterol  is  all  that  is  necessary  to  prevent 
atrophic  or  senile  vaginitis  and  to  suppress  the 
symptoms  of  hypothalamic  irritability  such  as: 
hot  flushes,  sinking  spells,  nausea,  hypoglycemia, 
mood  swings  and  other  manifestations  of  auto- 
nomic instability.  The  one  milligram  pill,  the 
smallest  size  to  be  produced  for  several  years 
after  stilbesterol  was  released,  and  recommended 
3 times  a week  in  the  1941  paper,  has  now  been 
replaced  by  a one-tenth  milligram  pill.  This 
small  amount,  three  days  a week,  is  sufficient 
to  prevent  estrogen  deficiency  in  most  post- 
menopausal patients. 

A second  point  of  real  clinical  importance, 
stressed  in  this  old  report,  is  that  “suppression 
of  anterior  pituitary  function  is  important  in 
treatment  of  the  menopause.  . . . Suppression  of 


anterior  pituitary  function  depends  on  main- 
taining as  constant  a level  of  blood  estrogen  as 
possible.  . . . Natural  estrogen  given  by  in- 
jection produces  a rapid  rise  and  fall  of  estro- 
genic activity  and  this  stimulates  anterior  pitu- 
itary function.”  This  early  clinical  observation 
inveighs  against  cyclic  withdrawal  of  hormone 
in  post-menopausal  women,  in  whom  it  is  most 
desirable  to  prevent  estrogen  withdrawal  feed 
back  and  consequent  hypothalamic  stimulation. 

The  third  point  learned  from  the  78  patients 
reported  in  1941  paper  is  that  “A  subjective 
feeling  of  uneasiness  and  restlessness  may  occur 
since  it  is  so  easy  to  overdose  with  stilbesterol.” 
The  observation  that  estrogen  excess  as  well  as 
deprivation,  produces  subjective  discomfort  in 
menpausal  patients  has  become  well  established. 

Now  that  the  day  has  arrived  when  “estrogen 
forever”  is  advocated  by  nearly  all  the  “eminent 
authorities”  so  frequently  quoted  in  Vogue, 
Harpers  Bazaar,  Ladies  Home  Journal,  Readers 
Digest  and  other  important  sources  of  general 
medical  information,  the  place  of  stilbesterol, 
at  last,  seems  assured.  Because  of  its  very  low 
cost,  high-response-to-dosage  effectiveness,  prov- 
en freedom  from  adverse  reactions  and  despite 
the  fact  that  it  has  never  been  triumphantly  ac- 
claimed by  luxurious  and  artistically  sophisticat- 
ed sales  promotion  advertising;  diethylstilbesterol 
during  the  next  quarter  century  seems  certain 
to  become  top  estrogen. 

Charles  D.  Kimball,  M.D. 

references 

1 Kimball,  C.D.,  Stilbesterol  in  treatment  of  the  meno- 
pause, Northwest  Med  40:464-467  (December)  1941. 

2 Eli  Lilly  and  Company  should  be  credited  for  bring- 
ing it  from  England,  where  it  was  introduced  in  1938,  and 
for  making  it  clinically  available  in  America  so  soon 
after  its  discovery. 
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ECONOMICAL! 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

600811 
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Status  of  Peripheral  Vascular  Surgery-1966 

GEORGE  I.  THOMAS,  M.D.  / K.  WILLIAM  EDMARK,  M.D.  / 

T H O M A S W.  JONES,  M.D.  Seattle,  Washington 


Disabling  and  activity  reducing  symptoms  can  be  eliminated  from  an 
ischemic  extremity,  in  properly  selected  cases,  by  present-day  surgical  procedures. 
Angiography  is  the  most  useful  method  for  localizing  areas  of  obstruction  and 
offers  the  best  basis  for  planning  the  surgical  attack.  Sympathectomy  offers  little 
help  but  endarterectomy  or  bypass  grafting  finds  wide  application  in  relieving 
symptoms  of  intermittent  claudication.  Simple  procedures  and  partial  correction 
are  often  preferable  to  extensive  surgery  that  may  not  be  well  tolerated.  Future 
development  of  the  art  should  include  better  prosthetic  materials,  better  tech- 
niques for  measuring  flow,  improved  microvascular  surgical  techniques  and  new 
rheologic  agents.  Until  degenerative  vascular  disease  can  be  prevented  or  con- 
trolled, surgery  will  continue  to  have  much  to  offer. 


During  the  past  ten  years,  vascular  surgery  has 
become  a mature  and  acceptable  member  of 
the  specialty  community.  Personal  reflections 
on  these  years  tend  to  focus  sharply  on  certain 
principles  and  practices  that  have  contributed 
to  the  safe  and  reliable  field  of  surgery  existing 
today.  Perhaps  as  important  as  improvements 
in  technology  and  instrumentation  are  three 
broad  and  basic  concepts.  These  are:  1.  proper 
surgical  training  in  vascular  surgery;  2.  intelli- 
gent, planned  management  of  the  patient  and; 
3.  personal  restraint  in  the  area  of  “not  over 
treating  the  patient.” 

Coupled  with  new  prosthetic  materials,  anti- 
coagulant usage,  microvascular  instrumenta- 
tion, operating  loupes,  to  mention  but  a few 
newer  modalities,  the  specialty  has  emerged 
from  a clinical  experimental  phase  to  a reason- 
ably predictable,  accurate  field  of  surgical  en- 
deavor. The  purpose  of  this  report  is  to  elucidate 
current  and  commonly  accepted  practices  and 
touch  on  some  practical  issues. 

training  and  practice 

Current  alumni  of  most  approved  general 
surgical  residency  training  programs  are  today 
well  equipped  to  handle  most  occlusive  and 

From  the  Providence  Hospital  Cardiovascular  Surgical 
Service  and  Heart  Center,  Seattle,  Washington. 


aneurysmal  lesions  of  blood  vessels.  The  excep- 
tions are  some  intrathoracic  vascular  lesions 
requiring  partial  or  total  cardiopulmonary  by- 
pass support  and  the  efforts  of  open  heart  teams. 
We  think  it  healthy  indeed  that  vascular  surgery 
is  encompassed  in  the  overall  structure  and  with- 
in the  framework  of  general  surgery  and  has 
not  become  a unique  specialty,  splintered  off 
from  the  field.  This  is  a concept  enabling  most 
new  board  eligible  or  certified  surgeons  to  pro- 
vide a solid  vascular  surgical  background  for 
utilization  in  the  field  of  trauma  surgery,  cancer 
surgery  and  the  unexpected  or  acute  thrombotic 
problems  of  the  aged  as  well  as  initiating  a good 
elective  vascular  care  program  in  communities 
other  than  large  metropolitan  areas.  Excellent 
vascular  work  is  being  performed  in  smaller 
communities  by  men  from  our  university  resi- 
dency programs,  the  private  hospital  training 
programs  in  our  larger  cities,  as  well  as  from 
many  other  residency  programs  in  the  country 
at  large.  Quality  of  the  work  emphasizes  the 
value  of  this  broad  concept.  This  has  eliminated, 
by  and  large,  the  need  for  itinerant  vascular 
surgery,  which  is,  as  in  all  fields  of  surgery,  a 
thing  of  the  past. 

viewpoint  on  management 

Presented  with  an  outwardly  healthy,  middle- 
aged,  male  patient  with  unilateral  or  bilateral 
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claudication,  non-surgical  physicians  have  little 
to  offer  in  definitive  therapy.  This  is  not  to 
say  that  detection  of  diabetes,  interdiction  of 
smoking,  guidance  in  prudent  weight  reduc- 
tion, or  prescription  of  vasodilating  drugs  do 
not  afford  some  distinct  aid  to  patients.  How- 
ever, the  slight  degree  of  improvement  account- 
ed for  by  these  solicitous  means  is  gradually 
and  immeasurably  overshadowed  by  the  in- 
creasing frequency  of  symptoms  from  muscular 
ischemia.  Avocational  and  recreational  pursuits 
are  usually  the  first  to  be  dropped.  “Doctor,” 
volunteers  the  patient,  “I  can’t  fish,  hunt  or 
bowl  any  more.”  Or,  “Much  to  my  wife’s  con- 
sternation, we’ve  stopped  dancing.”  These  things 
disturb  the  patient. 

By  and  large,  the  occupational  pursuits  are 
not  seriously  in  jeojardy,  since  few  jobs  require 
the  degree  of  muscular  effort  expended  in  more 
athletic  endeavors.  We  are  seeing  more  and 
more  young  patients  in  their  forties  and  fifties 
with  very  localized,  segmental,  arterial  occlusions 
cutting  down  the  vigorous  way  of  life  so  pleasant 
to  the  middle-aged  person.  Furthermore,  high 
standards  of  living,  increase  in  recreational  time, 
and  emphasis  in  mass  communication  media 
on  travel  and  recreational  participation  have 
definitely  increased  the  number  of  doers  in  this 
age  group  and  in  the  retirement  years.  Whereas 
retirement  several  decades  ago  was  a rocking 
chair  existence,  it  is  today  prime  time  to  be 
enjoyed  to  the  fullest,  with  legs  capable  of  the 
“Travel  Now— Pay  Later”  way  of  life. 

No  amount  of  argument  with  respect  to  the 
often  heard  statement  such  as  “this  is  a general- 
ized disease”  or  “to  take  care  of  a block  in  one 
artery  is  useless  since  they  will  have  a block  in 
the  heart  or  the  brain”  can  possibly  negate  the 
benefit  to  patients  who  are  getting  mileage  out 
of  their  revascularized  extremities.  Although  the 
prognostic  import  of  intermittent  claudication 
is  equally  as  ominous  as  that  of  angina  pectoris, 
there  is  a certain  degree  of  personal  sentiment, 
held  by  many,  that  life  has  width  as  well  as 
length.  Within  the  scope  of  the  operative  pro- 
cedure and  patient  selection,  disabling  and  ac- 
tivity-reducing symptoms  of  an  ischemic  ex- 
tremity' can  be  eliminated  so  that  these  patients 
may  derive  distinct  pleasure  from  use  of  their 
legs. 

It  is  important  to  stress  that  most  patients 
with  segmental  aortoiliac  or  segmental  femoral 
lesions  are  not  generally  in  danger  of  losing  an 


extremity.  Thrombosis  of  an  artery  distal  to  an 
occlusive  and  symptom-producing  lesion  already 
present  will  occur  only'  in  the  exceptional 
patient.  There  is  little  fear  that  critical  areas 
downstream  will  be  involved  leading  toward 
utlimate  amputation.  In  other  words,  the  overall 
amputation  rate  is  low— in  the  vicinity'  of  about 
9 per  cent  in  these  patients  when  followed 
over  long  periods  of  time.  Patients,  however, 
whose  vascular  disease  is  associated  with  diabe- 
tes have  a different  story',  wherein  the  amputa- 
tion rate  is  nearly  triple  that  figure.  Thus,  in 
most  non-diabetic  patients,  the  danger,  or  fear, 
of  losing  an  extremity’  is  no  argument  for  urging 
operation  when  the  sy'mptom  is  mainly  that  of 
intermittent  claudication.  These  patients  with 
claudication,  we  feel,  are  generally  patients 
with  an  uncomfortable  or  painful  lower  extrem- 
ity, seeking  relief  through  the  help  of  their 
physician.  This  is  our  paramount  concern.  The 
other  end  of  the  spectrum,  of  course,  is  the 
markedly  ischemic  limb  that  will  be  discussed 
in  some  detail  later. 

screening  by  angiography 

Despite  improvements  in  clinically  assessing 
the  magnitude  or  location  of  occlusive  lesions, 
or  utilizations  of  plethysmography'  as  a gross 
screening  procedure,  the  basis  on  which  most 
vascular  surgical  procedures  rest  is  aortography 
or  arteriography.  Visualization  of  the  vascular 
bed  with  radiopaque  material  defines  specifically 
where  the  lesion  is,  how  long  it  is,  what  type 
of  procedures  would  be  necessary  to  accomplish 
restoration  of  blood  flow  and,  in  general,  indi- 
cates the  degree  of  success  or  failure  to  be 
anticipated  after  operation.  With  unilateral 
symptoms,  we  have  to  consider  that  the  Great 
Anatomist  made  us  bilateral  individuals.  The 
opposite  extremity',  although  perhaps  uninvolved 
for  the  moment,  must  be  evaluated  by  angio- 
graphy and,  if  involved,  may  be  included  in  a 
staging  or  dual  procedure. 

The  peripheral  procedure  of  femoral  arteri- 
ography’ is  being  abandoned  more  and  more  for 
the  all-encompassing  procedure  of  translumbar 
or  transfemoral  aortography  wherein  vessels 
from  the  lower  thoracic  aorta  to  the  distal  tibial 
vessels  can  be  clearly  seen  and  evaluated. 
More  and  more  silent  lesions  are  picked  up  by 
this  technique.  Their  presence  might  jeopardize 
an  otherwise  good  operative  result.  Complica- 
tions evident  several  years  ago,  from  neurotoxic 
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and  viscerotoxic,  radiopaque  dyes,  are  mainly 
a thing  of  the  past  when  certain  principles  of 
good  radiographic  management  are  carried  out. 

Status  of  Present  Operations 

Lumbar  sympathectomy.  Certain  facts  are 
now  clearly  apparent,  and  recognized,  concerning 
the  benefit  of  this  procedure  in  cases  of  vascular 
occlusive  disease  of  the  lower  extremities. 

First,  this  operation  is  not  designed  to  elimin- 
ate the  symptom  of  intermittent  claudication. 
Although  blood  supply  to  the  skin  of  legs  and 
feet  increases  after  lumbar  sympathectomy,  the 
operation  does  not  increase  muscle  blood  flow 
in  either  the  resting  or  exercising  state  and, 
therefore,  the  symptom  of  intermittent  claudica- 
tion continues.  An  occasional  patient  who  has 
a short  occlusive  segment  in  the  femoral  artery 
and  who  has  large  genicular  collateral  arteries 
with  an  unusual  degree  of  vasospasm  will  often 
show  return  of  pulse  at  ankle  and  foot  after 
lumbar  sympathectomy.  In  this  individual  a 
pattern  of  claudication  on  walking  may  disap- 
pear but  generally  will  return  if  his  legs  are 
stressed  to  a maximum  degree. 

Second,  there  is  little  to  gain  by  using  this 
operation  to  forestall  inevitable  amputation  in 
some  patients  with  end-stage,  arteriosclerotic 
disease  of  the  legs.  A patient  who  has  an  ex- 
tremity that  is  continuously  painful,  markedly 
hyperemic  on  dependency,  with  shiny,  atrophic, 
non-hair-bearing  skin  is  not  a candidate  for 
sympathectomy.  This  extremity  is  so  deprived 
of  blood  that  change  in  skin  circulation  will  not 
forestall  the  inevitable  cutaneous  skin  necrosis, 
intractible  pain,  and  ultimate  amputation. 

Despite  the  patient’s  almost  intransigent  dis- 
belief in  the  inevitable,  education  and  persua- 
sive thought  direction  toward  amputation  is  the 
physician’s  obligation  in  these  cases  and,  as  we 
are  all  well  aware,  frequently  difficult.  Further- 
more, sympathectomy  has  no  effect  whatsoever 
on  the  tormenting  pain  secondary  to  ischemic 
peripheral  neuritis  in  these  morbid  extremities. 
Oftentimes  sympathectomy  aggravates  these  pre- 
carious extremities  when  anesthesia  and  opera- 
tive manipulation  reduce  cardiac  output  and 
limb  blood  flow.  Acute,  arterial  thrombosis  may 
then  occur. 

There  is  a place  for  sympathectomy  in  peri- 
pheral vascular  occlusive  diseases.  It  can  pro- 
vide salutary  effects  on  limbs  within  the  frame- 
work of  its  power.  Preoperative  office  plethys- 
mography and  reactive  hyperemia  tests  often- 


times can  select  patients  whose  occlusive  vas- 
cular disease,  so  diffuse  as  to  put  it  out  of  range 
of  reconstructive  procedures,  is  associated  with 
marked  vasoconstriction.  Again,  many  of  these 
patients  smoke  excessively  and,  unable  to  elim- 
inate the  habit,  often  complain  of  cold  feet. 
There  is  also  a certain  unexplainable  degree  of 
vasoconstriction  frequently  associated  with  or- 
ganic occlusive  disease  that  can  be  eliminated 
by  this  operation.  Hyperemia  of  the  skin  re- 
sulting will  be  of  some  benefit  to  the  patient, 
particularly  if  there  are  open  and  infected  super- 
ficial wounds.  Oftentimes  sympathectomy  is  of 
great  value  in  patients  with  diabetes  mellitus 
whose  peripheral  vascular  tree  is  not  occluded 
with  multiple  arteriosclerotic  lesions,  but  whose 
skin  circulation  is  impaired  by  digital  or  cutan- 
eous arteriolar  involvement.  In  this  condition, 
poorly  healing  wounds,  or  patchy  gangrene,  will 
frequently  heal  dramatically  following  sympa- 
thectomy. 

Reconstructive  procedures  above  the  groin. 
Aortoiliac,  or  pure  iliac  obstructive  disease,  may 
exist  in  otherwise  healthy  individuals.  In  these 
patients,  the  degenerative  changes,  with  ulti- 
mate obstruction  of  the  blood  blow  at  the  aortic 
bifurcation,  are  due  perhaps  to  intimal  changes 
secondary  to  unusual  degrees  of  turbulence  in 
this  area  and  are  not  purely  arteriosclerotic  in 
origin.  Despite  the  perplexing  etiology,  these 
patients  oftentimes  have  low  back  pain,  impo- 
tence, gluteal,  hip,  thigh,  and  lower  limb  claudi- 
cation, producing  considerable  psychic,  as  well 
as  physical,  disturbance.  In  this  area,  the  vascu- 
lar surgeon  has  the  greatest  reward  in  long-term 
patency  of  prosthetic  grafts  and  marked  long- 
term improvement  in  symptoms. 

Currently  there  is  a resurgence  of  enthusiasm 
for  fairly  extensive  aortoiliac  endarterectomy 
where  autogenous  smooth-bore  vessels  are  left 
intact.  Good  long-term  patency  can  be  expected 
after  endarterectomy  in  this  area  without  new 
degenerative  or  aneurysmal  changes  occurring  in 
the  wall.  The  so  called  “piggy-back”  operation, 
or  aortoiliac  “Y”  bypass  grafting,  is  a simple 
procedure,  involving  less  dissection  than  endar- 
terectomy and,  as  the  name  implies,  it  bypasses 
the  obstructed  area. 

Selection  between  the  two  procedures  is  prob- 
ably one  of  surgeon’s  choice  and  how  comfort- 
able he  feels  in  the  face  of  a fabric  prosthetic- 
graft  versus  autogenous  host  arterial  tissue.  As 
long  as  the  general  vascular  tree  below  this  level 
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maintains  a relative  state  of  good  health,  the 
long  term  patency  rate  should  be  in  the  neigh- 
borhood of  90  per  cent  ox  er  5 to  10  years.  Even 
when  the  extremity  runoff  consists  only  of  the 
profunda  femoris  artery  and  the  superficial  fe- 
moral artery  is  occluded,  the  long-term  patency 
rate  is  quite  similar. 

Although  lumbar  sympathectomy  is  easy  to 
perform  at  the  same  time,  in  operations  within 
the  abdominal  cavity,  we  do  not  favor  routine 
sympathectomy.  There  is  a 15  to  20  per  cent 
incidence  of  annoying  and  painful  post-sym- 
pathectomy neuralgia  occuring  over  the  anterior 
thigh  and  groin.  It  also  has  been  clearly  appre- 
ciated clinically,  as  well  as  by  peripheral  blood 
flow  and  pressure  studies,  that  grafting  alone 
imparts  to  the  distal  extremity  a maximum 
hyperemic  response  unimproved  by  lumbar  sym- 
pathectomy. Another  point  to  stress  is  that 
extensive  aortoiliac  dissection  is  to  be  avoided, 
if  possible,  in  the  area  of  the  aortic  bifurcation 
in  virile  or  potentially  virile  males  because  of 
the  possible  disturbance  of  the  presacral  nerve 
plexus  and  its  impotence  producing  effect.  This 
can  be  very  disturbing  to  the  patient  and  is 
often  unresponsive  to  treatment. 

Many  times  isolated  iliac  occlusions  of  a single 
side  can  be  approached  and  handled  retro- 
peritoneally.  With  this  approach,  hospitalization 
is  shortened  and  patients  may  be  discharged 
in  3 to  4 days  following  operation.  In  general, 
anticoagulants  for  long  term  management  are 
unnecessary  in  these  patients  due  to  the  size 
of  the  vessels  involved.  Finally,  with  advent  of 
the  new  anti-staphylococcal  drugs,  sepsis  around 
a foreign  body,  such  as  a prosthetic  graft,  is  no 
longer  the  problem  it  was  a few  years  ago.  Use 
of  antibiotics,  in  high  dosage,  for  short  periods 
of  time  is  a common,  accepted  method  of  han- 
dling potential  infection. 

Reconstruction  procedures  below  the  groin. 
Long-term  success  of  femoral  and  popliteal 
artery  reconstruction  must  be  based  on  use  of 
the  patients  own  tissue  in  the  operation.  The 
operative  choices  are  either  an  endarterectomy 
alone,  endarterectomy  with  a vein  patch  graft, 
or  a saphenous  vein  bypass  graft  alone.  With 
technical  refinements  in  handling  small  blood 
vessels  (particularly  small  “diseased  blood  ves- 
sels) a 75  per  cent  to  SO  per  cent  patency  in 
this  area  is  anticipated  for  at  least  a 2 to  4 year 
followup  period  with  any  one  of  these  three 
basic  techniques.  The  relative  high  failure  rate 
incident  to  the  use  of  prosthetic  grafts  below 


the  groin  has  precluded  their  continued  use 
today  except  in  some  special  situations  where 
the  saphenous  vein  has  been  removed  previous- 
ly for  control  of  varicosities. 

For  long  femoral,  or  femoral-popliteal,  seg- 
mental occlusions,  our  procedure  of  choice  is  to 
use  the  reverse  saphenous  vein  bypass  graft. 
The  vein  is  easy  to  harvest  from  the  leg,  through 
incisions  ultimately  used  for  the  grafting  steps. 
Total  operating  time  and  blood  loss  are  much 
less  than  in  an  extensive  endarterectomy  pro- 
cedure. For  most  cases,  blood  transfusions  are 
completely  unnecessary.  For  short  segmental 
occlusions  of  0.5  inch  to  2 inches  or  so,  endar- 
terectomy is  a good  operation,  performed  with 
ease  through  short  leg  incisions.  It  may  be  em- 
ployed where  a vein  patch  on-lay  graft  can  be 
applied  to  increase  the  lumen  of  the  artery. 
Hospital  stay  is  short,  averaging  2-5  days. 

selection  and  management  of  operative  candidates 

Arteriosclerotic  occlusions  in  the  blood  vessels 
below  the  groin  are  common  in  patients  ox  er  60 
years  of  age.  Many  tolerate  these  occlusions  xvell 
xvith  minimal  symptoms  and  do  not  need  surgical 
therapy.  Others  have  moderate  to  sexere  calf 
claudication,  rest  pain,  foot  and  toe  pain  de- 
pending upon  the  extent  of  occlusion  and  degree 
of  collateral  circulation  established  around  the 
occlusive  segment.  It  is  in  this  group  of  patients 
that  one's  judgment  may  be  taxed  considerably. 
The  problem  lies  not  so  much  in  the  multiple 
choices  of  operations  ax  ailable  as  in  the  choice 
of  selection  of  operatixe  candidates.  Affecting 
the  outcome  of  many  of  these  patients  are  un- 
knoxxTi  and  uncontrollable  factors,  such  as  the 
rate  or  speed  of  the  arteriosclerotic  process 
occurring  above  or  beloxv  the  knoxxn  femoral  or 
popliteal  occlusion.  Oftentimes  there  is  proximal 
iliac  aortoiliac  disease  existing  that  impedes 
blood  flox\-  into  the  leg  and  therefore  into  the 
site  of  the  reconstructixe  procedure.  Frequently 
there  is  an  unusual  degree  of  arterial  xvall  thick- 
ening in  the  distal  femoral  or  popliteal  artery, 
not  recognized  by  angiography,  that  may  pro- 
duce a x ery  small  anastomosis  at  the  loxver  end 
of  the  graft,  predisposing  to  possible  graft  fail- 
ure. Also  there  may  be  sexere,  concomitant, 
x ascular  disease  of  the  heart,  brain  or  kidneys 
that,  because  of  its  sexerity.  precludes  operation. 

In  exaluating  the  problem  areas  in  vascular 
surgery  below  the  groin,  it  is  abxious  that 
selectivity  is  the  critical  one.  In  this  area  of 
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selection,  one  must  have  information  gleaned 
from  good  arteriography  of  the  runoff  bed  below 
the  knee,  information  on  the  status  of  the  iliac 
arteries  above,  and  full  assessment,  from  a clin- 
ical standpoint,  of  the  patient  in  general.  Cardiac 
output  is  of  particular  importance  because  it  is 
the  principle  requisite  for  good  blood  flow  to  the 
extremities.  Only  after  obtaining  complete  infor- 
mation can  a reasonable  prognosis  be  rendered. 
Failing  to  have  complete  data  will  often  produce 
an  unanticipated  graft  failure  and  disappoint- 
ment both  to  the  patient  and  the  surgeon,  de- 
spite technical  success. 

Vascular  surgeons  often  tend  to  overtreat 
ischemic  limbs  although  herein  the  challenges 
are  the  greatest.  In  the  pursuit  of  trying  to 
re-establish  blood  flow  and  pressure  relationships 
to  a theoretical  normal  status,  or  to  be  unduly 
optimistic  in  the  presence  of  severe  ischemia, 
too  extensive  operations  are  undertaken.  Thus 
unnecessary  morbidity’  and  mortality  are  in- 
vited. It  is  very’  clear  that  operative  improve- 
ment in  some  patients  is  one  of  minor  degree 
only  because  of  the  severity  and  duration  of 
the  arteriosclerotic  process.  Oftentimes  these 
patients  cannot  tolerate  an  extensive  procedure 
and  a lesser  procedure  is  all  that  is  needed.  This 
concept  of  restraint  in  surgery,  which  is  par- 
ticularly applicable  in  the  morbid  or  severely’ 
ischemic  limbs,  may  permit  minor  degrees  of 
improvement  that  will  thwart  the  inexorable 
prospects  of  limb  loss  by  amputation.  It  is  in 
the  best  interest  of  the  patient  to  treat  only’  a 
small  or  short  area  in  a diffusely  stenotic  and 
sclerosed  arterial  system,  attacking  only  the  one 
most  critically’  impeding  blood  flow.  This  is 
particularly  true  in  the  femoral-popliteal  arterial 
systems. 

future  prospects 

Among  many,  there  are  four  key’  areas  where 


continued  study  and  enlightenment  are  needed: 

1.  We  need  to  continue  to  improve  the  design 
and  fabrication  of  prosthetic  grafts  for  all  areas 
of  the  body.  We  need  grafts  that  will  permit 
firm  anchorage  of  new  lining  and  prevent  for- 
mation of  emboli.  We  need  graft  material  that 
will  not  be  susceptible,  after  long  periods  of 
implantation,  to  the  same  degenerative  processes 
that  closed  the  lumen  of  the  replaced  vessel. 

2.  We  need  better  techniques  for  quantitative 
measurement  of  blood  flow. 

3.  We  need  to  advance  mierovascular  surgical 
techniques,  particularly  those  useful  in  dealing 
with  reconstruction  or  restoration  of  arterial 
conduits  below  the  groin.  The  need  is  felt  keenly 
when  confronted  with  the  precarious  situation 
of  marked  ischemia  where  limb  salvage  is  at 
stake. 

4.  We  need  further  refinements  in  develop- 
ment of  short  and  long  term  rheologic  agents. 
We  should  be  able  to  alter  blood  viscosity  and 
thus  improve  flow  in  untreated,  diseased  vessels, 
or  those  subjected  to  surgery. 

Finally,  as  the  specialty  continues  into  its 
more  adult  years,  longer  follow-up  periods  of 
study  will  clearly  illuminate  the  proper  course 
and  proper  operations  to  consider  in  terms  of 
the  graft  patency  or  graft  occlusion  rates  what- 
ever they  may  be. 

Again,  it  is  not  within  the  scope  of  this  paper 
to  probe  deeply  into  these  future  prospects 
other  than  to  mention  them.  In  the  continuing 
absence  of  a therapeutic  program  to  remove,  or 
even  halt,  the  progression  of  degenerative  vas- 
cular disease,  we  can  certainly  continue  to  im- 
prove the  state  of  the  surgical  art  as  applied 
to  blood  vessel  surgery.  We  believe  this  art 
will  be  needed  and  will  be  present  for  many 
years  to  come.  ■ 

715  Minor  Ave.  (98104)  (Dr.  Thomas) 


abstracto 


Los  sintomas  lie  ilisabiliilad  y reduccion  de 
la  actividad  pueden  ser  dirninados  desde  unit 
extremidad  isquemica,  en  apropiados  seleccio- 
nados  casos,  por  medio  de  los  actuales  procedi- 
mientos  quirurgicos.  Angiografia  es  el  metodo 
mas  util  para  la  localizacion  de  areas  de  obstru- 
ccioti  y ofrece  la  mejor  base  para  la  planeamiento 
del  ataque  quirurgico.  Simpatectomia  ofrece 
pequena  ay ud a pero  endarterectomia  encuentra 
amplia  aplicacion  en  el  mejoramiento  de  sinto- 


mas  de  claudicacion  intermitente.  Procedimientos 
no  complicados  y correccion  parcial  son  frecu- 
entemente  preferibles  a cirugia  cxtensa,  que 
puede  no  ser  tolerada.  Futuro  desarrollo  del  arte 
incluiria  mejores  materiales  prosteticos,  mejores 
tecnicas  para  medimiento  de  la  corriente, 
mejoradas  tecnicas  de  cirugia  mierovascular  y 
nuevos  rheologicos  agentes.  Hasta  que  la 
enfermedad  degenerativa  vascular  pueda  ser 
prevenida  o controlada,  cirugia  continuara 
teniendo  mucho  que  ofrecer. 
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Management  of  Depression  and  Suicide  Attempts 

C.  H.  HARDIN  BRANCH,  M.D.,  Salt  Lake  City,  Utah 


Although  frank  reporting  of  symptoms  has  increased  with  increasing 
public  acceptance  of  psychiatric  information,  depression  continues  to  wear 
many  masks.  Insomnia,  fatigue,  constipation,  loss  of  appetite,  dryness  of  the 
mouth,  and  vague  aches  and  pains  are  its  most  frequent  disgidses.  Thoughts  of 
suicide,  volunteered,  or  elicited  through  careful  questioning,  are  serious  warning 
signs  and  should  not  be  considered  lightly.  Suicide  frequently  follows  partial 
recovery  from  depression  when  the  patient  reaches  a stage  at  which  decision 
becomes  possible. 


Although  accurate  data  are  not  available,  there 
is  a general  impression  that  more  depressed 
patients  are  being  seen  these  days  than  was  true 
in  the  past.  Part  of  this  apparent  increase  may  be 
due  to  the  fact  that  people  have  become  more 
sophisticated  with  reference  to  their  psychiatric 
symptomatology.  They  are  now  more  likely  to 
visit  the  doctor’s  office  complaining  of  feelings  of 
unhappiness,  unworthiness,  and  boredom,  where- 
as in  previous  decades  they  have  been  more 
inclined,  except  in  a very  few  cases,  to  complain 
of  a host  of  somatic  complaints  centering  around 
fatigue,  listlessness,  and  various  hypochondriacal 
symptoms. 

competitive  society 

It  may  also  be  that  the  emphasis  on  success, 
achievement,  status  and  the  comparison  of  one’s 
achievements  with  those  of  his  neighbors,  may 
tend  to  make  us  rather  more  self-critical  and 
consequently  less  able  to  tolerate  our  own  fail- 
ures. A certain  amount  of  this  kind  of  competi- 
tiveness appears  in  advertisements  indicating 
that  the  good  housewife  has  the  whiter  wash, 
that  the  good  wife  and  mother  makes  better 
coffee  than  the  husband’s  mother,  and  that  the 
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97  pound  weakling,  the  half-safe  man  or  woman, 
and  other  misfits,  are  not  tolerable  in  our  present 
day  society. 

The  business  of  keejring  up  with  the  Joneses, 
in  what  is  at  best  an  uncertain  world,  probably 
leads  a great  many  people  in  all  age  groups  to 
feel  a sense  of  hopelessness,  frustration  and  fail- 
ure. Meanwhile,  although  these  feelings  are  more 
frequent  at  certain  times,  notably  adolescence, 
and  age  of  retirement,  they  may  appear  at  any 
time.  The  following  case  report  is  indicative  of 
the  kind  of  self-criticism  which  can  lead  to  a 
severe  depressive  reaction: 

A 55-year-old  Dean  of  the  College  of  Business 
Administration,  had  published  several  successful 
books,  was  receiving  a comfortable  amount  of  royalty 
payment  and  was  expecting  more.  On  the  strength 
of  the  belief  that  he  was  financially  heading  toward 
security',  he  and  his  wife  had  over-extended  them- 
selves to  build  a dream  house  that  turned  out  to  be 
much  more  expensive  than  they  had  thought.  About 
this  same  time,  when  he  submitted  the  draft  of 
several  chapters  of  a revision  of  a book  on  which  he 
was  depending  heavily  for  royalty  payments,  he 
found  that  a new  reviewer  was  extremely  critical, 
indicating  that  a co-author  might  be  useful,  in  fact, 
mandatory,  and  that  the  dean  had  lost  his  ability 
to  put  things  in  a clear  and  succinct  manner. 

From  a position  of  authority,  responsibility'  and 
relative  success,  he  thus  felt  himself  plummeted 
into  a world  of  anxiety,  uncertainty,  and  threatened 
failure,  beset  by  financial  difficulties  and  with  his 
own  economic  future  threatened  by  his  intellectual 
inability  to  cope  with  the  situation. 

Actually,  as  it  turned  out,  the  reviewer  was  simply 
calling  to  his  attention  the  fact  that  the  work  needed 
some  tightening  up  but  the  dean  was  unable  to  take 
even  the  slightest  criticism  at  that  time  of  life  and 
became  intensely  agitated  and  depressed. 
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Not  all  people  complain  so  clearly  of  de- 
pression, however,  and  many  complain  of 
insomnia,  fatigue,  constipation,  dryness  of  the 
mouth,  loss  of  appetite  and  vague  aches  and 
pains.  The  aches  and  pains  are  likely  to  be 
most  exaggerated  in  those  individuals  who  have 
previously  received  some  attention  for  the  usual 
physical  complaints  or  who  have  observed  this 
manipulation  of  the  environment  in  individuals 
around  them.  The  patient  who  feels  extremely 
unworthy  and  a failure  can  sometimes  reassure 
himself  by  pointing  out  that  he  failed  not  be- 
cause he  was  basically  inadequate,  but  simply 
because  he  was  sick.  One  way  of  underlining 
the  situation  and  strengthening  this  defense  is 
to  get  a physician  and  his  family  to  agree  with 
him  that  he  is  indeed  sick. 

doctor's  mother's  syndrome 

A variety  of  this  has  been  called  the  doctor’s 
mother’s  syndrome,  in  which  the  doctor’s  mother 
who  feels  neglected,  can  reestablish  herself  in 
a position  of  importance  with  reference  to  her 
doctor-son  by  the  use  of  physical  complaints. 
Since  the  physical  complaints  immediately  elicit 
his  sympathy  and  attention,  she  can  maintain 
this  position  only  so  long  as  the  symptoms  are 
maintained.  Since  it  is  unlikely  that  they  will 
actually  respond  to  any  of  his  prescriptions  and 
since  his  initial  interest  can  rapidly  turn  to 
frustration  and  irritation,  it  is  necessary  for  her 
to  reestablish  her  position  by  re-doubling  her 
complaints  with  the  inevitable  production  of  a 
vicious  cycle  in  which  both  feel  hurt  mid  unable 
to  escape  from  the  dreary  round. 

Symptoms  of  a depression  itself  are  feelings 
of  worthlessness,  sadness,  sometimes  a desire  to 
weep  without  the  ability  to  produce  tears,  dis- 
interest in  one’s  surroundings,  irritability  with 
family  and  friends,  particularly  when  they  exhort 
the  patient  to  believe  that  this  is  the  best  of  all 
possible  worlds,  feelings  of  guilt,  ruminations 
about  difficulties  in  one’s  life  and  the  world 
situation.  These  symptoms  resemble  those  of  a 
standard  guilt  reaction  except  in  their  intensity 
and  prolongation  beyond  the  six  months  of  ex- 
pected mourning.  Great  care  must  be  taken  to 
avoid  using  one’s  own  value  system  as  a footrule 
against  which  to  measure  the  intensity  and 
prolongation  of  the  depression.  An  individual 
may  be  very  close  to  a rather  distant  relative 
and  have  sincere  and  very  deep  mourning  for 
that  individual’s  loss,  whereas  a person  who  is 


presumably  much  closer  to  the  person  may  not 
produce  anywhere  near  as  intense  a reaction. 

the  picture  of  depression 

Facial  expression  and  posture  can  be  extremely 
revealing,  especially  when  the  individual  feels 
he  is  not  being  observed.  The  slumped  should- 
ers, the  halt  in  the  step  or  the  restless  pacing, 
the  furrowed  brow,  the  drooping  corners  of  the 
mouth,  with  the  puzzled  twist  of  the  upper  eye- 
lid (Veraguth’s  fold),  all  combine  to  produce 
the  expression  of  sorrowed  depression  and  to 
give  the  impression  of  sorrow,  gloom,  hopeless- 
ness, and  withdrawal. 

However,  the  tendency  of  our  present  culture 
to  admonish  people  to  keep  a stiff  upper  lip  and 
the  social  facade  which  we  all  have  learned 
to  wear  throughout  our  lives  sometimes  cloaks 
a depression  and  a physician  must  be  alert  to 
more  subtle  symptoms  such  as  watery  eyes,  and 
sadness  in  the  face  in  spite  of  the  attempt  to 
smile.  The  stiff  upper  lip  attitude  is  probably 
best  caricatured  by  the  well  known  story  of  the 
Englishman  who,  when  his  sympathetic  friend 
said,  “1  understand  you  recently  buried  your 
wife,”  responded,  “Yes,  had  to— dead,  you  know.” 

The  alert  physician  will,  of  course,  have  a 
high  index  of  suspicion  for  the  appearances  of 
depression  and  will  consequently  be  alert  to 
them,  particularly  in  the  periods  when  these 
are  most  common,  at  adolescence,  at  times  of 
loss  of  objects,  individuals,  positions  or  a sense 
of  self-esteem,  and  of  course,  the  involutional 
period.  Especially  when  insomnia  is  an  important 
part  of  the  clinical  picture  the  physician  should 
be  alert  to  the  possibility  that  an  underlying 
depression  may  be  responsible  for  the  symptoms. 

an  actively  corrosive  feeling 

Perhaps  some  attention  should  be  paid  to  a 
phenomenon  which  appears  to  be  on  the  in- 
crease and  that  is  the  sense  of  boredom.  Boredom 
is  more  than  just  the  inability  to  enjoy  what  one 
is  doing.  It  is  an  actively  corrosive  feeling  that 
saps  one’s  vitality  and  leaves  an  accustomed 
pleasureable  activity,  dry  and  tasteless.  The 
problem  may  be  worse  with  the  increasing 
amount  of  leisure  time  available  with  improved 
production  methods  and  labor  saving  devices. 
A physician  may  be  in  a very  important  position 
to  advise  his  patients  to  develop  a sufficiently 
broad  range  of  interests  so  that  if  one  or  more 
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of  their  accustomed  pursuits  are  denied  to  them 
by  advancing  years  or  a change  in  physical 
abilities,  the  patients  will  not  be  left  without 
other  resources.  This  is  particularly  true  of  the 
woman  without  professional  training  who,  to- 
wards the  fourth  and  fifth  decades  in  her  life, 
finds  herself  less  useful  to  her  husband  than  she 
was  when  they  were  climbing  together  up  the 
ladder  of  economic  success  and  less  useful  to  her 
children  when  they  depended  upon  her  for  their 
daily  care  and  attention.  Unless  such  a woman 
develops  a range  of  interests  and  resources 
that  do  not  depend  upon  these  specific  roles, 
she  may  find  herself  etched  by  the  acid  of 
boredom,  tormented  by  a sense  of  deep  dis- 
satisfaction and  worthlessness,  and  a prey  to 
depression.  The  charming  and  gracious  lady  who 
typed  this  paper  is  in  the  earlier  part  of  an  age 
bracket  that  could  have  been  subject  to  this  sort 
of  corrosion.  Instead,  because  of  her  inner  re- 
sources and  her  ability  to  be  interested  in  people 
and  things  around  her,  she  is  a valued  colleague, 
carrying  a responsible  position,  and  an  esteemed 
member  of  our  professional  staff.  When  the 
physician  has  the  opportunity  he  should  see  to 
it  that  his  patients  develop  sufficient  resources 
and  skills  to  escape  the  fate  of  the  boredom 
of  the  middle  and  later  years.  The  reluctance  of 
some  husbands  to  allow  their  wives  to  work 
can  well  be  mitigated  by  the  physician’s  insist- 
ence that  something  of  this  sort  would  be  a good 
mental  health  project  for  the  wife. 

management 

When  a depression  is  diagnosed,  the  next 
question  and  the  focus  of  this  paper,  is,  how 
can  the  depressions  be  managed?  The  first  step 
is  to  encourage  the  patient  to  express  all  feelings 
that  are  troublesome.  This  sounds  like  a very 
prosaic  and  obvious  admonition  but  many 
patients  are  extremely  reluctant  to  express  feel- 
ings which  they  think  are  unworthy  of  them. 
Their  own  guilt  reactions  at  even  having  these 
feelings  make  them  even  more  reluctant  to  allow 
them  to  come  forth.  The  physician’s  sympa- 
thetic support  can  be  extremely  helpful  in  this 
area. 

hostility  too  well  buried 

As  an  example,  the  wife  of  a physician,  as  a 
result  of  an  unilateral  decision  made  by  her 
husband  (she  said  rather  bitterly,  “He  did  talk 


with  me  about  it,  but  even  after  I told  him 
what  I thought,  he  went  right  ahead  and  did  as 
he  pleased  anyway.”)  found  herself  in  a geo- 
graphic situation  in  which  she  felt  far  from  her 
own  family  and  her  usual  culture  and  in  an 
area  in  which  the  dryness  of  the  climate  and 
the  general  bleakness  were  extremely  unpleasant 
to  her.  Although  she  tried  to  be  a good  sport 
about  the  whole  situation  and  was  actually 
improving  her  relationships  with  the  people 
around  her  in  the  community,  she  suddenly 
found  to  her  horror  that  her  husband  had 
multiple  sclerosis.  He  had  suspected  it  for  some 
time  and  had  come  to  grips  with  his  own  fears 
earlier,  so  that  when  his  wife  found  herself 
suddenly  faced  with  this  tragedy,  he  was  im- 
patient with  her,  stating  that  it  was  basically 
his  problem  and  if  he  could  face  it,  so  could  she! 

What  both  of  them  failed  to  realize  was  that 
her  depression,  which  was  quite  severe,  stemmed 
partly  from  her  fears  for  her  husband  but  also 
from  her  realistic  fears  for  her  own  future, 
fears  about  which  she  felt  very  guilty,  and  in 
addition,  considerable  hostility  toward  her  hus- 
band for  his  casual  disregard  of  her  feelings  and 
for  placing  her  in  this  uncomfortable  geographic 
situation.  Because  of  his  illness  she  found  herself 
completely  unable  to  express  these  hostilities  and 
consequently  became  more  and  more  frustrated. 
Encouraging  her  to  express  her  hostility  toward 
her  husband  in  spite  of  his  crippling  illness,  and 
further  encouraging  her  to  express  these  hostili- 
ties toward  him  whenever  she  found  them,  was 
the  first  step  in  enabling  her  to  come  to  grips 
with  her  depression. 

Some  judgment  must  be  used  in  advising 
patients  who  wish  to  confess  to  significant  people 
in  their  environment,  real  or  fancied  sins  com- 
mitted in  the  past,  and  about  which  they  feel 
guilty.  It  could  be  that  confession  is  a relief 
to  the  suffering  person  but  it  may  also  be  that 
the  individual  who  confesses,  in  considerable 
detail,  sins  that  lie  in  the  past  and  cannot  be 
undone,  is  actually  only  tormenting  the  loved 
one.  The  confessor  may  even  feel  more  guilt 
when  the  realization  comes  that  an  innocent 
individual  is  being  made  to  suffer  for  a situation 
over  which  he  has  no  control. 

protection  from  family  and  friends 

Psychotherapy  may  be  useful  in  mild  depres- 
sions but  is  difficult  to  evaluate  because  most 
mild  depressions  are  self  limited  and  psycho- 
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therapy  may  simply  coincide  wtih  the  improve- 
ment rather  than  contribute  to  it.  The  physician 
can  certainly  accomplish  something  in  the 
psychotherapeutic  area  by  relieving  some  of  the 
pressures  on  the  patient.  Well  meaning  families 
and  friends  have  a tendency  to  point  out  the 
situations  in  life  which  should  make  the  patient 
happy  or  try  to  provide  recreational  activities 
which  will  “take  your  mind  off  your  troubles.” 
Since  the  depressed  individual  is  quite  unable 
to  participate  in  these  well-meant,  joyous  ven- 
tures, his  guilt  reaction  increases.  The  physician 
can  help  a great  deal  by  suggesting  that  family 
and  friends  not  overload  the  depressed  person 
with  these  rather  demanding  social  and  recre- 
ational activities. 

It  should  also  be  pointed  out  that,  whenever 
possible,  the  depressed  person  should  not  be 
allowed  to  make  realistic  and  practical  decisions 
during  the  period  of  depression.  This  applies, 
of  course,  to  divorce  stemming  from  a patient’s 
feeling  of  guilt,  to  real  estate  ventures  that  stem 
from  a feeling  of  hopelessness  and  a fear  of 
over-extension,  and  to  changes  in  job  situation 
stemming  from  fear  of  failure.  It  is  always 
sound  advice  to  suggest  that  the  depressed  per- 
son simply  “put  things  on  ice”  until  the  depres- 
sion is  lifted. 

firmness 

It  is  essential  that  the  physician  be  very 
firm  in  his  statement  that  the  patient  will  recover 
from  the  depression.  Many  patients  have  stated 
that  the  calm,  but  very  confident,  repeated 
assertions  by  the  physician  that  the  depression 
would  eventually  disappear,  have  been  a source 
of  great  help  in  spite  of  the  fact  that  there  was 
never  complete  belief  in  the  statements.  A typical 
remark  by  a patient  is,  “I  thought  at  first  you 
were  just  trying  to  make  me  feel  better  but 
you  seemed  so  very  sure  of  what  you  were 
saying  that  I gradually  began  to  feel  that  per- 
haps you  really  did  know  what  you  were  talking 
about.” 

Electroconvulsive  therapy  is  probably  the 
treatment  of  choice  for  any  severe  depression. 
The  state  hospital  psychiatrist  who  says  with 
some  pride,  “We  no  longer  use  electroshock”  is, 
denying  patients  the  right  to  a treatment  modal- 
ity that  will,  in  many  cases,  immeasurably  short- 
en the  length  of  the  depression.  Representative 
figures  on  the  efficacy  of  electroshock  would 


indicate  that  some  80  per  cent  of  involutional 
depressed  patients  recovered  after  electrocon- 
vulsive therapy  in  comparison  with  46  per  cent 
enjoying  spontaneous  improvement. 

Psychopharmacological  attempts  to  deal  with 
depressions  produce  somewhat  varying  results. 
A list  of  the  drugs  most  commonly  used  for 
depressions  are  listed  in  Table  l.° 

Table  1 

Antidepressant  Drugs 

Dextroamphetamine-barbiturate  combination 

# 1 Dexamyl  Spansules  10  mg  ) May  be  habit 

# 2 Dexamyl  Spansules  15  mg  ) forming 

Methylphenidate 

Ritalin  20-30  mg  daily  ) May  be  habit 
divided  doses  ) forming 
Iminodibenzyl  derivatives 

desipramine  (Pertofrane)  ) 

imipramine  (Tofranil)  ) 25-75  mg  three  times 

amitryptyline  (Elavil)  ) a day 

nortriptyline  (Aventyl)  ) 

Combinations 

meprobamate-benactyzine  (Deprol)  one  tablet 

four  times  a day 

am itrypty line-perphenazine  (Triavil) 

2-25  mg 

4-25  mg  one  tablet  2 to  4 times  a day 

4-1  mg 
Methamphetamine 

Methedrine  2-5  mg  three  times  a day 

Causing  great  concern,  especially  in  California, 
as  an  habituating  drug 

Monoamine  oxidase  inhibitors— hydrazine  der'vatives 
isocarboxazid  (Marplan)  10-30  mg  daily  ^ 
nialimide  (Niamid)  25-200  mg  daily 
phenelzine  (Nardil)  15  mg  three  times  a day 
monoamine  oxidase  inhibitor— non  hydrazine  derivative 
tranylcypromine  (Parnate)  5-30  mg  daily 

suicide 

With  reference  to  the  problem  of  suicide, 
there  seems  to  be  no  real  danger  in  asking  a 
patient  point  blank  if  he  has  thought  of  self 
destruction  at  any  time.  If  the  patient  denies 
this  categorically,  some  information  may  be  ob- 
tained by  saying  reassuringly,  “We  simply  use 
this  as  a measure  of  the  depth  of  your  depres- 
sion. Most  of  us  at  times  have  felt  that  we 
would  be  better  off  dead  and  I wondered  if 
this  idea  had  ever  occurred  to  you.” 

Most  depressed  patients  will  admit  that  they 
have,  in  fact,  thought  such  thoughts  and  it  is 
then  fairly  easy  to  add,  “Have  you  ever  thought 
of  doing  away  with  yourself  or  found  that  you 

*Editor’s  note.  For  further  Information  on  these  drugs 
see: 

Cohen,  S.,  The  pharmacology  of  the  psychoactive  drugs, 
Northwest  Med  65:197-203  (March)  1966. 

Spoerl,  O.  H.,  The  antidepressant  drugs,  Northwest  Med 
65:204-209  (March)  1966. 
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wished  your  automobile  would  run  off  the  road 
or  some  such  accident  would  occur?”  Many  pa- 
tients will  insist  they  have  thought  of  it  but 
“couldn’t  because  of  my  religious  feelings.” 

There  may  be  some  religious  effect  on  the 
prevention  of  suicide  and  Redlich  in  Theory 
and  Practice  of  Psychiatry,  speaks  of  the  “com- 
monly cited  figure  that  Protestants  commit 
suicide  seven  times  as  frequently  as  Catholics, 
presumably  because  of  the  greater  ban  against 
suicide  in  the  latter  religious  group.1  It  is  worth 
commenting,  however,  that  the  determination 
as  to  whether  or  not  suicide  has  actually  oc- 
curred is  an  extremely  difficult  one  to  make. 
Not  only  do  many  people  conceal  suicide  with 
considerable  ingenuity,  either  because  of  re- 
ligious convictions  or  because  of  the  more  pro- 
saic matters  of  insurance  benefits,  but  some 
suicides  are  actually  difficult  to  diagnose  be- 
cause one  cannot  be  sure  that  the  individual 
has  not  simply  guessed  wrong  as  to  the  slipperi- 
ness of  a ledge  or  the  toxicity  of  a drug. 

not  to  be  taken  lightly 

No  individual  who  admits  suicidal  rumina- 
tions, and  particularly  the  individual  who  has 
made  suicide  attempts,  should  be  ignored.  Hos- 
pitalization may  not  be  possible  or  practicable 
for  all  of  these  people  but  the  physician  should 
certainly  share  the  responsibility  for  maintaining 
some  kind  of  watch  over  the  suicidal  individual 
with  appropriate  members  of  the  family.  It 


should  be  emphasized,  although  this  is  some- 
times a matter  that  has  to  be  bandied  very 
diplomatically,  that  not  all  individuals  in  the 
family  will  be  equally  zealous  in  seeing  to  it 
that  opportunities  for  suicide  do  not  occur. 
In  the  final  analysis,  no  hospital  or  home  situ- 
ation can  guarantee  the  prevention  of  suicide  but 
unconscious  elements  in  family  members  may, 
in  some  instances,  lead  them  to  facilitate  rather 
than  to  prevent  suicide  attempts. 

Of  particular  importance  are  those  individuals 
who  have  actually  made  suicide  attempts  and 
failed.  Suicide-safe  rooms  should  be  on  services 
other  than  psychiatry. 

Of  particular  importance,  also,  are  those 
persons  who,  after  a period  of  depression  sud- 
denly improve  and  make  statements  that  “Every- 
thing is  all  right  now,"  or,  “I  realize  how  foolish 
I have  been,”  or  something  of  that  sort.  Redlich 
in  the  work  quoted  above,  points  out  the  “four 
D’s  of  depression,  doubt,  decision,  and  death,” 
which  explains  what  happens  to  these  individuals 
who  suddenly  feel  very  much  improved  and 
immediately  following  their  improvement  decide 
to  make  suicide  attempt.  Cautious  efforts  should 
be  made  to  warn  families  about  sudden  changes 
of  this  sort.  ■ 

50  North  Medical  Drive  (84112) 
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1 Redlich,  F.  C.,  Friedman,  D.  X.,  Theory  and  practice 
of  psychiatry,  Basic  Books,  Inc.,  New  York,  1966. 


abstract  o 


Antique  franco  reportaje  de  sintomas  ha 
aumentado  con  el  aumento  de  la  aceptacion  para 
la  informacion  psiquidtrica,  la  depresion  con- 
tinua  llevando  puesta  muchas  mascaras.  In- 
somnio,  fatiga,  constipacion,  perdida  de  apetito, 
sequedad  de  la  boca,  y dolores  vagos  son 
sus  mas  frequentes  disfraces.  Pensamientos  de 


suicidio,  ofrecidos  voluntariamente  o extraidos 
por  tin  interrogatorio  cuidadoso,  son  serios 
signos  de  advertencia  y que  no  deberian  ser 
considerados  ligeramente.  Suicidio  frequente- 
mente  sigue  a la  recuperacion  parcial  desde  la 
depresion  cuando  el  paciente  alcanza  un  estado 
en  el  cual  la  decision  llega  a ser  posible. 


- 
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X-Ray  of  the  Month 


Submitted  by  the 

Washington  State  Radiological  Society 


This  is  the  barium  filled  rectum  and  sigmoid  of 
a 55-year-old  white  male  who  gave  a history  of 
passing  bright  and  dark  blood  from  the  rectum  many 
times  since  the  age  of  5 years.  He  had  required 
transfusions  on  six  occasions  and  the  longest  interval 


between  episodes  of  bleeding  had  been  nine  years. 
What  is  the  diagnostic  significance  of  the  history  of 
bleeding? 

See  page  1109 
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OREGON 


Oregon  Medical  Association -2164  s.  w.  park  place,  Portland,  Oregon  9720s 

president  John  E.  Tysell,  M.D.,  Eugene 

secy.-treas.  Alfred  C.  Hutchinson,  M.D.,  Portland 
executive  secretary  Mr.  Roscoe  Miller,  Portland 


Proceedings  of  the  Board  of  Trustees 

November  5,  1966 


November  meeting  of  the  Board  of  Trustees  of 
the  Oregon  Medical  Association  was  conducted  as 
a part  of  the  1966  Conference  of  Component  Society 
Officers  on  Saturday,  November  5,  1966,  in  the 
Oxford  Room  of  the  Benson  Hotel  in  Portland. 

Affirmation  of  Recommendations  of 
Executive  Committee 

President  Tysell  presented  the  following  recom- 
mendations of  the  Executive  Committee  arising 
from  its  meeting  at  11:00  a.m.  of  the  same  date. 
All  were  adopted: 

1.  That  applications  for  Life  Membership  be 
approved  for:  Millard  S.  Rosenblatt,  Portland;  and 
Edwin  E.  Osgood,  Portland,  and  that  the  applica- 
tion for  Active  Emeritus  Membership  be  approved 
for  A.  J.  Loeffler,  Trail. 

2.  That  the  invitation  to  Bob  Bissell  to  attend 
the  Northwest  Regional  American  Assembly  on 
“State  Legislatures  in  American  Politics”  to  be  held 
at  the  Alderbrook  Inn,  Hood  Canal,  December  8- 
11,  1966,  be  honored  by  attendance  providing  that 
consideration  of  the  1967  OMA  budget  can  be  met. 

3.  That  an  additional  150  copies  of  the  survey 
report  on  Title  XIX  prepared  by  Drs.  Dodge  and 
Parker  be  purchased. 

4.  That  the  Association  send  two  representatives, 
appointed  by  the  President,  to  the  AMA  Council 
on  Medical  Service’s  First  National  Congress  on 
Socio-Economics  of  Health  Care  on  January  22-23, 
1967,  providing  that  AMA  bears  the  expenses  of  the 
representatives. 

5.  That  approval  of  high  priority  be  given  to 
construction  of  a new  basic  science  building  at  the 
University  of  Oregon  Medical  School  if  and  when 
requested  to  do  so  by  the  School. 

6.  That  Clinton  S.  McGill  and  Donald  F.  Kelly 


officially  represent  OMA  at  a Planning  Conference 
for  Organization  Leaders,  Agencies  and  Legisators 
and  to  participate  in  a workshop  on  Health  and 
Housing  to  be  held  November  29,  1966,  at  9 a.m. 
in  the  Capitol  Building  in  Salem. 

7.  That  election  of  the  Trustee-at-Large  member 
of  the  Executive  Committee  to  replace  Glenn  M. 
Gordon,  now  president-elect,  be  deferred  until  the 
December  meeting  so  that  due  consideration  could 
be  given. 

8.  That  the  1967  Midyear  Meeting  of  the  OMA 
House  of  Delegates  be  held  outside  the  City  of 
Portland  and  that  the  date  and  place  of  meeting  be 
resolved  by  the  OMA  staff. 

9.  That  necessary  funds  be  advanced  on  a tem- 
porary basis  for  distribution  cost  of  video  tapes 
and  films  of  television  programs  of  The  Oregon 
Medical  Review,  as  requested  by  other  participating 
members  of  the  Network  for  Continuing  Medical 
Education  with  said  funds  to  be  reimbursed  to  the 
general  fund  by  the  Council  on  Medical  Education. 

President  Tysell  directed  that  a letter  be  sent 
to  Charles  C.  Edwards  of  the  Council  on  Medical 
Service  of  the  AMA  with  a copy  of  the  Parker- 
Dodge  Survey  Report. 

President  Tysell  announced  that  he  had  accepted 
Don  E.  Woodard’s  letter  of  resignation  from  OMA’s 
Committee  on  Cancer  as  received. 

The  Executive  Committee  agreed  that  the  OMA 
staff  help  resolve  the  record  storage  needs  of  the 
Oregon  State  Medical  Assistants’  Association. 

The  Executive  Committee  agreed  to  invite  Mrs. 
Forrest  E.  Rieke  to  present  to  the  Board  of  Trustees 
a plea  for  support  of  opposition  to  the  1-1/2  per 
cent  tax  limitation  measure,  without  recommenda- 
tion by  the  Executive  Committee. 

Mrs.  William  V.  Zartman,  President  of  the  Wo- 
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OMA  President,  John  E.  Tysell,  presided  at  Component 
Society  Officers’  Conference,  meeting  of  the  Executive 
Committee  and  meeting  of  the  Board  of  Trustees. 

man’s  Auxiliary  of  OMA,  presented  a report  on 
various  Auxiliary  projects  listing  the  following 
projects  for  approval: 

1.  To  develop  and  distribute  promotional 
brochure  on  “The  Doctor’s  Wife”  rose  which 
would  include  a gift  certificate; 

2.  To  seek  financial  assistance  for  the  printing 
of  the  rose  brochure  from  a pharmaceutical 
firm— acknowledgement  to  be  in  form  of  small 
printed  card  naming  donor; 

3.  That  all  promotional  copy  for  the  rose 
brochure  be  cleared  by  the  OMA  Executive 
staff  and  Legal  Counsel;  and 

4.  That  component  medical  auxiliaries  be 
informed  of  the  necessity  of  obtaining  a tax- 
payer’s identification  number  to  comply  with 
IRS  regulation. 

Component  Medical  Society  Officers  Conference 

President  Tysell  reported  on  the  success  of  the 
two-day  Component  Medical  Society  Officers  Con- 
ference which  immediately  preceded  the  meetings 
of  the  Executive  Committee  and  Board  of  Trustees. 
Officers  from  12  component  societies,  as  well  as 
other  members,  attended  the  Conference. 

The  meeting  began  November  4,  following  a 
dinner  in  the  Oxford  Room  of  the  Benson  Hotel. 
Conference  topics  of  interest  were  actively  dis- 


Luncheon followed  meeting  of  the  Executive  Committee. 

cussed  by  both  speakers  and  participants.  Included 
were  “Prospects  for  Title  XIX”  by  Daniel  K.  Bill- 
meyer,  Oregon  City,  Chairman  of  Special  Committee 
on  Title  XIX;  “Those  Medicare  Problems— Title 
XVIII”  presented  by  Mr.  A.  G.  “Bud”  Lindstrand, 
Portland,  Claims  Superintendent,  Aetna  Life  Insur- 
ance Company;  and  Mrs.  Hazel  Houk,  Portland, 
Medicare  Coordinator,  Blue  Cross  of  Oregon.  Com- 
ments arising  from  presentations  on  “Medicare 
Problems”  included  those  on  forms,  billing  and 
payment,  certification  and  recertification,  utilization 
review,  home  health  services,  outpatient  service, 
communications,  hospital-based  physicians,  emer- 
gency service,  physical  therapy  service  and  extended 
care  facilities. 

Presentations  by  James  H.  Seacat,  Salem,  Chair- 
man, Committee  on  Charitable  Medical  Care,  on 
“Medical  Care  for  Oregon’s  Needy”  and  by  Ennis 
Keizer,  North  Bend,  who  is  chairman  of  the  State 
Public  Welfare  Commission;  and  by  Mr.  Andrew  F. 
Juras,  Salem,  Administrator  of  the  State  Public 
Welfare  Commission,  generated  active  discussion  on 
welfare  medical  concerns  of  today. 

A paper  on  “Medical  Care  for  Injured  Workmen” 
with  the  background  information  on  the  application 
of  the  “usual  and  customary”  fee  principle  was 
presented  by  Edward  K.  Kloos,  Portland,  Chairman, 
Committee  on  State  Industrial  Affairs. 

Capping  the  Conference  was  a report  on  federal 
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medical  legisaltion  by  Ernest  T.  Livingstone,  Port- 
land, delegate  to  AM  A and  a member  of  AMA’s 
Legislative  Council. 

President  Tysell  informed  the  Trustees  that  high- 
lights of  the  Conference,  particularly  the  presenta- 
tions by  Dr.  Seacat,  Mr.  Lindstrand  and  Mrs.  Houk 
would  be  reproduced  and  distributed  to  those  offi- 
cers attending  the  Conference  as  well  as  others  who 
were  unable  to  attend. 

James  H.  Seacat,  member  of  the  Board  of  Trustees 
of  Oregon  Physicians’  Service,  presented  a brief 
status  report  on  OPS. 

Report  of  Oregon  Medical  Political  Action  Committee 

C.  H.  “Larrv”  Hagmeier,  Chairman  of  OMPAC’s 
Board  of  Directors,  reported  on  the  progress  of 
OMPAC  and  highlighted  some  of  the  Committee’s 
pre-election  activities.  He  urged  each  physician  to 
exercise  his  franchise  on  November  8.  Dr.  Hagmeier 
reminded  all  physicians  as  well  as  physicians’  wives 
to  remember  their  membership  contribution  to 
OMPAC  when  the  membership  statements  are  re- 
ceived. Ernest  T.  Livingstone  commented  on  the 
pre-election  effort  of  AMPAC. 

Report  of  Committee  on  Federal  Medical  Services 

G.  Prentiss  Lee,  Chairman  of  the  Committee  on 
Federal  Medical  Services  presented  the  report  which 
contained  the  following  recommendations: 

1.  That  the  Office  of  Dependents  Medical 
Care  reimburse  Oregon  physicians  for  services 
rendered  to  the  dependents  of  military  person- 
nel at  the  “usual  and  customary”  fee  level 
provided  the  ODMC  is  furnished  with  a mu- 
tually acceptable  “top  range.” 

2.  That  the  Office  of  Dependents  Medical 
Care  submit  a proposed  “top  range”  to  Oregon 
Physicians’  Service,  the  Oregon  intermediary 
for  the  program,  for  its  study  and  consideration 
in  light  of  its  current  studies  on  “usual  and 
customary”  fees. 

3.  That  no  schedule  of  fees  be  published 
either  to  the  Oregon  Medical  Association  or 
to  individual  physicians  of  the  State. 

4.  That  the  “top  range”  for  any  individual 
procedure  be  revised  independently  when  war- 
ranted. 

5.  That  when  the  Office  of  Dependents  Med- 
ical Care  questions  the  charges  made  by  a 
physician  in  a specific  case  such  questioning 
be  subject  to  review  by  the  Oregon  Physicians’ 
Service  supervisory  committees  established  by 
component  medical  societies. 

6.  That  the  present  contract  between  the 
Association  and  the  Office  of  Dependents 
Medical  Care  be  extended  for  90  days  but  not 
beyond  February  1,  1967,  to  facilitate  the  ad- 
ministrative changes  necessary  to  implement 
the  revised  contract. 

Report  of  Committee  on  Professional  Welfare 

The  Committee  on  Professional  Welfare  submitted 
a recommendation  in  its  1966  annual  report  that 
it  be  authorized  to  establish  a plan  to  assist  worthy 


indigent  physicians  and  that  beginning  in  1967  any 
funds  becoming  available  to  the  Association  through 
the  “Experience  Refund  Provision”  of  the  Associa- 
tion’s disability  insurance  program  be  utilized  for 
this  purpose. 

Many  other  state  medical  associations  and  some 
local  medical  societies  have  maintained  such  pro- 
grams for  many  years.  At  first  the  Committee  on 
Professional  Welfare  believed  that  this  Association 
was  too  small  to  undertake  such  a program  on  a 
realistic  basis  but  more  recently  has  concluded  that 
such  a program  has  to  be  initiated  sometime.  It 
seemed  appropriate  to  the  members  of  the  Com- 
mittee, that  funds  which  may  become  available 
through  the  “Experience  Refund  Provision”  of  the 
disability  insurance  program  offer  an  ideal  nest  egg 
for  such  a program. 

There  is  no  assurance  from  year  to  year  that  a 
refund  will  be  due  and,  if  it  does  accrue,  in  what 
amount.  During  the  past  four  years  there  have  been 
annual  refunds  due  to  a most  favorable  experience 
under  the  plan.  There  has  been  a steady  increase 
in  the  number  of  insured  members  and  there  have 
been  no  great  losses.  The  refunds  have  been  paid, 
although  the  Committee  on  Professional  Welfare  has 
continually  recommended  expanding  the  benefits 
and  reducing  premiums.  For  example,  the  benefits 
for  disability  due  to  sickness  have  been  extended 
from  five  to  seven  years  and  the  annual  premium 
for  physicians  under  40  years  of  age  has  been 
reduced  25  per  cent.  The  Committee  on  Professional 
Welfare  believes  that  with  this  modest  start  other 
financial  support  for  such  a program  may  develop. 

W.  Wells  Baum,  Chairman  of  the  Committee, 
presented  the  following  plan  and  recommendations 
for  consideration  by  the  Board  of  Trustees: 

1.  That  the  Oregon  Medical  Association 
establish  a policy  of  giving  financial  assistance 
to  any  physicians  who  are  or  have  been  mem- 
bers of  the  Association,  or  to  their  widows  or 
minor  children. 

2.  That  to  implement  this  policy  the  follow- 
ing steps  be  taken: 

a.  That  the  president  of  the  Association  ap- 
point a Committee  on  Professional  Welfare  in 
each  component  society  composed  of  one  or 
more  members  as  may  be  considered  sufficient 
to  carry  out  this  policy. 

b.  That  it  be  the  responsibility  of  local  com- 
mittees on  professional  welfare  to  survey  their 
areas  to  determine  the  presence  of  any  indigent 
physicians,  their  widows  or  minor  children; 
and  after  an  investigation  of  each  case,  make 
recommendations  to  the  Committee  on  Profes- 
sional Welfare  of  the  OMA  with  respect  to  the 
needs  found  to  exist. 

3.  That  no  fixed  standard  regarding  what 
constitutes  indigency  shall  be  established  but 
in  general  the  following  will  indicate  eligibility: 

a.  A physician  living  alone  with  an  income 
below  $200  per  month. 

b.  A husband  and  wife  with  an  income 
below  $250  per  month. 
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c.  A husband,  wife  and  minor  children  witli 
an  income  below  $300  per  month. 

4.  That  beginning  in  1967,  all  funds  received 
under  the  “Experience  Refund  Provision”  of  the 
Association’s  disability  insurance  program  writ- 
ten through  the  Transpacific  Life  Insurance 
Company  be  segregated  and  utilized  to  provide 
financial  assistance  to  indigent  physicians,  then- 
widows  and  minor  children. 

With  respect  to  Recommendation  No.  1,  it  was 
voted  to  amend  it  by  striking  the  word  “financial.” 
Recommendations  of  the  Committee  on  Professional 
Welfare  were  adopted  as  amended. 

Report  of  Committee  on  Public  Policy 

Clinton  S.  McGill  presented  the  report  of  the 
Committee  on  Public  Policy  and  the  recommenda- 
tion which  it  contained: 

That  the  following  proposed  amendment  to 
the  Oregon  Basic  Science  Law  be  introduced  in 
the  1967  Legislature  and  that  it  be  fully  sup- 
ported by  the  Association: 

Proposed  Amendment  to  Oregon  Basic  Sci- 
ence Laic.  The  State  Board  of  Higher  Educa- 
tion may,  in  its  discretion,  waive  the  exam- 
ination required  by  ORS  676.030  and  issue  an 
Oregon  Basic  Science  Certificate  when  proof 
is  submitted  to  the  Board  by  the  applicant  that 
he  has  been  in  active  practice  in  another  state 
or  foreign  country  for  a period  of  at  least  four 
(4)  years;  that  he  has  passed  the  examinations 
included  in  Part  I of  the  basic  science  examina- 
tion given  by  the  National  Board  of  Medical 
Examiners,  excluding  Pharmacology;  provided 
that  said  examinations  in  Part  I are  available  to 
all  branches  of  the  healing  arts  authorized  to 
practice  in  Oregon;  and  that  said  examination 
in  the  opinion  and  judgment  of  the  State  Board 
of  Higher  Education  meets  the  qualifications  of 
the  Oregon  Basic  Science  Law  and  the  appli- 
cant, in  the  judgment  of  the  Board,  meets  all 
other  qualifications  required. 

The  recommendation  was  adopted. 

Report  of  Committee  on  Cancer 

Mitchell  Heinemann,  Chairman,  presented  the  re- 
port of  the  Committee  on  Cancer  which  contained 
the  following  recommendations: 

1.  That  the  Oregon  Medical  Association 
accept  funds  from  the  United  States  Public 
Health  Service  to  be  used  for  upgrading  and 
augmenting  existing  tumor  clinics  and  tumor 
registries  in  the  State. 

2.  That  the  Oregon  Medical  Association 
Committee  on  Cancer  be  made  responsible  for 
evaluating  requests  for  these  funds  from  the 
existing  cancer  activities  programs  in  the  State. 

3.  That  the  Oregon  Medical  Association 
Committee  on  Cancer  draft  a memorandum 
for  distribution  to  hospital  tumor  clinics  and 
registries  indicating  that  these  funds  are  avail- 
able and  to  suggest  possible  acceptable  avenues 
for  the  use  of  these  funds. 

After  considerable  discussion,  Mr.  John  Coughlin, 
legal  consultant,  suggested  that  it  would  be  best  to 
have  an  agency  apply  for  and  receive  funds  directly 
instead  of  involving  the  Oregon  Medical  Association 
as  an  intermediary. 


The  report  was  referred  back  to  the  Committee 
on  Cancer  for  detailed  study  and  recommendation. 

Special  Request  by  Mrs.  Forrest  Rieke 

It  was  voted  to  table  the  motion  to  support  the 
request  for  a contribution  in  opposition  to  the  1 1/2 
per  cent  tax  limitation  measure  presented  by  Mrs. 
Forrest  Rieke. 


Report  of  Committee  on  Professional  Consultation 

In  its  1966  annual  report,  the  Committee  on  Pro- 
fessional Consultation  recommended  that  favorable 
consideration  be  given  to  the  adoption  of  a differen- 
tial premium  rate  and  that  the  Board  of  Trustees 
be  authorized  to  give  final  approval  to  the  recom- 
mendation of  the  Committee  when  presented. 

The  Committee  on  Professional  Consultation, 
therefore,  presented  the  following  three  recom- 
mendations: 

1.  That  the  Association’s  professional  liability 
insurance  program  be  modified  to  provide  for 
differential  premium  rates  based  on  degree  of 
risk  according  to  field  of  practice. 

2.  That  at  least  for  the  first  year  under  the 
differentia]  premium  rate,  the  three  classifica- 
tions as  proposed  by  the  carrier  and  the  general 
agent  be  used  as  follows: 


Class  A 


Alergy 

Aviation  Medicine 
Bacteriology 
Clinical  Pathology- 
Dermatology 
Forensic  Pathology- 


Hospital  Administration 

Internal  Medicine 

Neurology- 

Psychiatry 

Public  Health 

Pharmacology 


Class  B 

Cardiology  Industrial  Medicine 

Cardiovascular  Disease  Pediatrics 

Gastroenterology  Physical  Medicine 

General  Practice  Pulmonary  Diseases 


Class  C 


Otolaryngology^ 

Anesthesiology 

Cardiovascular  Surgery 

Gynecology 

Neurosurgery' 

Ophthalmology- 

Obstetrics 

Orthopedic  Surgery- 


Plastic  Surgery 
Proctology- 
Radiology 
General  Surgery- 
Thoracic  Surgery- 
Urology- 

Vascular  Surgery- 
Psychiatry-* 


-Psychiatrists  using  shock  therapy  are  class  C. 


3.  That  the  premium  rates  to  be  effective 
Tanuary  1,  1967,  be  as  follows:  For  Class  A, 
$180.  For  Class  B,  $320.  For  Class  C,  $437. 
After  considerable  discussion,  it  was  voted  that 
action  on  the  recommendations  in  this  report  be 
deferred  to  the  December  meeting  of  the  Board  of 
Trustees  and  that  the  Chairman  of  the  Committee 
on  Professional  Consultation  or  his  representative 
be  requested  to  be  present  to  discuss  the  recom- 
mendations. 

Report  of  Committee  on  Public  Health 

William  A.  Fisher,  Chairman,  presented  an  oral 
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report  from  the  Committee  on  Public  Health  and 
stated  that  the  Pediatrics  Department  of  the  Med- 
ical School  had  requested  funds  from  HEW  for 
establishment  of  a satellite  clinic  in  Southeast  Port- 
land. He  reported  that  the  Multnomah  County 
Nledical  Society  had  not  taken  any  action  on  the 
matter  as  yet. 

Report  of  Committee  on  Oregon  Medical  History 

In  the  absence  of  the  chairman.  Bob  Bissell  briefly 
reported  on  current  progress  of  the  Committee  on 
Oregon  Medical  History  in  preparation  for  the  Cen- 
tennial observance  of  medical  education  in  Oregon— 
March  3,  1867-1967.  A theme  of  “Men  and  Mile- 
stones of  Medicine— 100  Years  of  Medical  Educa- 
tion” is  being  used. 

Comments  from  AMA  Field  Representative 

jerry  Gould,  Western  Field  Representative  of  the 
AMA,  called  attention  to  the  Millis  Report,  “The 
Graduate  Education  of  Physicians”  and  said  enough 
copies  would  be  provided  for  all  members  of  the 
Board. 

Mr.  Gould  also  commended  Louis  J.  Feves  of 
Pendleton,  and  James  H.  Seacat  of  Salem,  for  their 
assistance  in  obtaining  information  to  assist  in  pas- 
sage of  the  Keogh  Bill. 


Other  Comments 

Stuart  Ragland,  Medical  Director  of  Aetna  Life 
and  Casualty  Company,  Hartford,  Connecticut,  guest 
of  the  Component  Society  Officers  Conference,  spoke 
concerning  Medicare  trends  and  the  extended  care 
program,  urging  awareness  of  physicians  since  it 
appeared  Medicare  would  bring  about  new  tech- 
niques in  the  practice  of  medicine.  He  warned  that 
in  the  event  physicians  failed  to  take  the  initiative 
in  these  matters  that  the  Social  Security  Adminis- 
tration, Veterans  Administration  or  other  govern- 
mental agency'  will  certainly  do  so. 

NOTE 

Effective  January  1,  1967,  all  persons  employing 
one  or  more  workers  within  the  State  of  Oregon,  with 
the  exception  of  agricultural  help,  and  very  few  other 
exceptions,  must  carry  Workman's  Compensation  In- 
surance through  private  insurance  firms  or  the  State 
Compensation  Department.  To  protect  himself,  the 
employer  should  obtain  coverage  before  January  1. 
Oregon  law  states  that  noncomplying  employers  are 
subject  to  damage  actions  by  injured  workmen. 

A brochure  explaining  coverage  obligations  may 
be  obtained,  without  charge,  from  Workmen's  Comp- 
ensation Board,  Labor  and  Industries  Building,  Salem, 
Oregon  97310. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of  your 
problems  relating  to  Alco- 
holism as  a courtesy  to  the 
profession.  Telephone  at 
any  hour.  Illustrated  litera- 
ture on  request. 

MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 

Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D. 

John  W.  Evans,  M.D.,  Consult- 
ing Psychiatrist 

Physicians 
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WASHINGTON 


Washington  State  Medical  Association— 1 800  Terry  Avenue,  Seattle,  Washington  98101 

president  Lucius  D.  Hill,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 

annual  meeting,  September  10-13,  1967,  Seattle 


REPORT  OF  THE  HOUSE  OF  DELEGATES 

Washington  State  Medical  Association 

Continued  from  the  November  Issue 


Daily  newspapers  throughout  the  state  carried 
enthusiastic  reports  of  the  scientific  presentations 
and  of  the  new  Association  program  adopted  at  the 
77th  annual  convention  of  the  Washington  State 
Medical  Association  held  in  Spokane  September 
18-21.  Physician  and  guest  attendance  ran  well  over 
1,000  persons,  with  specialty  and  subspecialty  ses- 
sions well  attended  in  most  instances.  A special 
program  was  devoted  to  automation  in  medicine. 
Seven  specialty  groups  developed  individual  pro- 
grams for  presentation. 

Physicians  demonstrated  an  unusual  degree  of 
interest  and  participation  in  Reference  Committees, 
giving  detailed  attention  to  the  Foundation  and  the 
dues  increase,  in  particular.  The  actions  of  the 
House  of  Delegates  at  its  final  session  on  Wednes- 
day, September  21,  are  briefly  outlined  in  the 
following  report: 

M.D.-D.O. 

Approved  a substitute  Amendment  to  Article  IV, 
Section  4 (c)-(l)  and  (c)-(2)  of  the  Constitution 
wherein  Section  4 (c)-(l)  and  (c)-(2),  respec- 
tively, were  amended  to  read:  (1)  hold  the  degree 
doctor  of  medicine  or  bachelor  of  medicine  which 
has  been  issued  by  an  institution  approved  by  the 
Washington  State  Board  of  Medical  Examiners,  or 


the  Board  of  Trustees  of  the  Washington  State 
Medical  Association,  . . . and  continue;  and,  (2)  are 
licensed  to  practice  medicine  and  surgery  in  the 
State  of  Washington,  or  licensed  to  practice  osteo- 
pathy and  surgery  in  the  State  of  Washington. 

dues  increase 

Adopted  a Resolution  which  would  make  perman- 
ent the  $2.00  annual  subscription  price  increase  to 
Northwest  Medicine,  from  $3.00  to  $5.00,  effective 
January  1,  1967. 

Adopted  the  Special  Report  of  the  Executive  Com- 
mittee on  “Dues  Increase”;  and  in  conjunction, 
adopted  unanimously  an  amendment  to  the  by-laws, 
chapter  II,  section  3,  dues.,  which  reads:  “The 
annual  dues  of  active  members  shall  be  $97.00  per 
year,  $5.00  of  which  shall  be  transmitted  to  North- 
west Medicine  for  one  years  subscription,  and  shall 
be  due  and  payable  on  or  before  January  1 of  each 
year  . . . and  continue  . . 

foundation 

The  House,  in  approving  and  adopting  the  various 
financial  reports,  gave  evidence  that  it  was  aware 
of  the  need  for  the  establishment  of  the  Foundation, 
and  adopted  the  Special  Report  of  the  Board  of 
Trustees  on  the  “Formation  of  a Foundation”  with 
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the  instructions  that:  “All  appropriate  measures  for 
the  implementation  of  the  Foundation  he  taken.” 

AMA  delegates 

The  Report  of  the  AMA  Delegates  was  filed  with 
the  exception  of  two  items.  The  House  adopted 
the  AMA’s  statement  on  “Medical  Ethics”  recom- 
mending that  a “physician  may  participate  in  the 
ownership  of  a pharmacy  or  regularly  dispense 
drugs,  remedies  or  appliances  or  provide  eyeglasses 
to  his  patients  only  when  approved  by  his  com- 
ponent and  constituent  medical  associations  and 
when  it  is  determined  by  them  to  be  necessary  in 
the  best  interests  of  the  patient.” 

And  adopted  the  Declaration  of  Helsinki,  en- 
dorsed by  the  AMA,  as  a guide  to  those  engaged 
in  clinical  medical  investigation. 

industrial  insurance 

Filed  with  commendation  the  Annual  Report  of 
the  Industrial  Insurance  Committee,  taking  special 
cognizance  of  the  fine  work  done  by  the  Committee 
in  providing  for  additional  funds  for  quality  medical 
care  for  injured  workmen. 

Adopted  the  Special  Report  of  the  Board  of 
Trustees  on  “Adding  members  to  the  Industrial  In- 
surance Committee  and  Participation  in  New  Pro- 
grams of  the  Department  of  Labor  and  Industries,” 
and  adopted  an  Amendment  to  the  By-Laws,  Chap- 
ter VIII,  Section  9.  Industrial  Insurance,  which 
re-organizes  and  enlarges  the  purposes  and  functions 
of  the  Industrial  Insurance  Committee;  and  provides 
for  ongoing  medical  evaluation  of  treatment  pro- 
grams and  fee  revisions. 

The  House  also  filed  a statement  wherein  it  recom- 
mended that  the  Industrial  Insurance  Committee 
“continue  its  efforts  toward  securing  and  maintaining 
‘usual  and  customary’  fees  and  for  increased  medical 
freedom,  reduction  in  rules  and  regulations  and 
paper  work,  and  evaluation  of  the  quality  of  medical 
care  being  provided  under  the  Department’s  Medical 
Aid  program  for  injured  workmen.” 

grievance  committee 

Adopted  the  Special  Report  of  the  Board  of 
Trustees  on  “Duties  and  Functions  of  the  WSMA 
Grievance  Committee”  wherein  an  Ad  Hoc  Com- 
mittee appointed  to  study  these  functions  and 
duties,  made  recommendations  which  resulted  in  a 
revision  of  the  duties  of  the  Grievance  Committee. 

Adopted  an  Amendment  to  the  By-Laws,  Chap- 
ter VIII,  Section  8(c),  redefining  the  duties  of  the 
Grievance  Committee  as  follows:  “ The  Grievance 
Committee  shall  investigate  and  supervise  the  ethical 
deportment  of  the  members  of  the  Association,  and 
shall  confine  its  actions  to  handling  patient-doctor, 
doctor-doctor  or  doctor-third  party  complaints  that 
are  referred  to  it  by  a grievance  committee  of  a 


component  society  or  appealed  to  it  by  either  party 
of  the  grievance.  It  shall  also  have  jurisdiction  of 
all  questions  of  alleged  grievances  originating  in 
areas  in  which  there  is  no  functioning  county  society 
and  in  instances  where  no  grievance  committee  of  a 
component  society  has  been  appointed , or  if  ap- 
pointed, fails  to  function.  It  shall  have  no  disciplin- 
ary authority.  It  shall  serve  in  an  advisory  capacity 
to  county  grievance  committees.” 


Filed  with  commendation  a Special  Report  of  the 
Executive  Committee  which  presents  a chronological 
report  of  the  Association’s  activities  relative  to  title 
XVIII  and  title  XIX  of  Public  Law  89-97  (Medicare). 

Both  Medicare  Reports  called  for  continuation  of 
extensive  activities  by  WSMA  Advisory  Committees 
to  state  agencies  responsible  for  state-level  admin- 
istration of  state  and  federal  health  legislation. 

Adopted  an  amendment  to  the  by-laws  which 
specifically  states  the  membership  of  the  Executive 
Committee,  as  follows:  “The  Executive  Committee 
shall  consist  of  the  President,  President-Elect,  Im- 
mediate Past  President,  Secretary-Treasurer  and  the 
Vice  President.  The  Immediate  Past  President  shall 
be  Chairman  of  the  Executive  Committee  . . . and 
continue  . . .” 


Adopted  the  recommendation  of  the  Reference 
Committee  and  Committee  on  Constitution  and  By- 
Laws,  that  quarterly  meetings  of  the  Board  of 
Trustees  are  sufficient. 

medical  aspects  of  sports 

Adopted  a recommendation  that  the  subcommittee 
on  Medical  Aspects  of  Sports  of  the  School  Health 
Committee  become  a Special  Committee  pending  its 
future  formation  as  a Standing  Committee. 

committee  on  vehicle  safety 

Adopted  the  recommendation  of  the  State  Depart- 
ment of  Motor  Vehicles  (Advisory)  Committee  that 
its  name  be  changed  to  the  “Committee  on  Vehicle 
Safety,”  and  that  consideration  be  given  by  the 
Board  of  Trustees  to  enlarging  the  stated  purposes 
of  the  Committee. 


Three  Resolutions  presented  to  the  House  were 
withdrawn  by  consent  of  the  authors,  because  the 
intent  or  purpose  of  the  Resolution  had  already  been 
implemented.  These  were:  “Code  of  Ethics  for 
Ophthalmologists”;  “Compliance  with  Civil  Rights 
Law”,  and  “Expeditious  Licensing  of  Physicians.” 

continued  on  page  1082 
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resolutions  withdrawn 
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executive  committee 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 

2.  nonpregnant  women  with  a history  of  recent 


5.  patients  on  long-term  tetracycline  or  cortico- 
l.  patients  with  a past  history  of  moniliasis  steroid  therapy 


. 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation consult  Officifal  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings : Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
he  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions : 
Bacterial  superinfecrion  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HC1  activity  and  250,000  units  of  nystatin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


TetrexF 

.ach  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 
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resolutions 

Adopted  as  amended,  Resolution  No.  4,  “Nego- 
tiation of  Health  Care  Programs”  wherein  the  State 
Medical  Association  reaffirms  the  policy  that  “health 
care  programs  be  negotiated  and  (when  feasible)  be 
administered  through  physician-sponsored  plans 
based  upon  existing  practices  in  this  state.” 

Adopted  with  commendation  as  amended,  Reso- 
lution No.  5,  “Licensed  Practical  Nurses”  which 
directs  that  the  State  Medical  Association  recom- 
mend to  the  next  session  of  the  State  Legislature  that 
the  revised  code  governing  Licensed  Practical 
Nurses  be  amended  to  provide  that  licensed  prac- 
tical nurses,  “when  acting  under  the  direction  of  a 
licensed  practitioner  of  medicine  and  surgery,  den- 
tistry, licensed  osteopathic  physician  and  surgeon, 
or  under  the  direction  of  a registered  nurse,  may 
administer  medications,  treatments,  tests  and  inocu- 
lations, whether  or  not  the  severing,  or  penetrating, 
of  tissues  is  involved.” 

Adopted  Resolution  No.  6,  “Northwest  Medicine 
Subscription  Increase”  which  directs  that  the  tem- 
porary $2.00  increase  in  the  annual  subscription 
price  of  Northwest  Medicine,  become  permanent. 
($3.00  to  $5.00) 

Adopted  as  amended,  a resolution  outlining  the 
“Principles  to  Serve  as  Guidelines  for  Physicians 
Participating  in  Negotiations  Concerning  Govern- 
ment Medical  Programs”  wherein  it  is  pointed  out 
that  “if  these  principles  are  disregarded,  not  only 


health  care  services,  but  maintenance  of  the  quality 
of  these  health  care  services  will  no  longer  be  the 
direct  responsibility  of  physicians.” 

Referred  to  the  WSMA  Committee  on  Mental 
Health  for  further  study  a resolution  from  the  Spo- 
kane County  medical  society  recommending  to  the 
Department  of  Institutions  of  the  State  of  Wash- 
ington amendments  and  revisions  to  its  policies  and 
procedures  concerning  administration  and  discharge 
of  so-called  criminally  insane  and  sexual  psycho- 
paths. 

Adopted  a resolution  affirming  that  the  Wash- 
ington State  Medical  Association  supports  the  right 
of  the  patient  to  select  his  own  physician  and 
medical  facility  under  Title  XIX,  and  that  our 
delegates  to  the  American  Medical  Association  seek 
national  acceptance  of  this  principle. 

Adopted  a recommendation  that  the  Committee 
on  Communicable  Diseases  be  continued  and  con- 
sideration be  given  to  the  expansion  of  its  activities 
into  other  areas  of  communicable  disease  control. 

Directed  the  Executive  Committee  to  request  that 
the  Governor  appoint  the  physician-members  of  the 
Governor’s  Council  on  Aging  from  a list  of  nominees 
to  be  supplied  by  the  Association  and  that  at  least 
one  of  these  physicians  be  a member  of  the  Aging 
Population  Committee. 

Approved  a recommendation  that  all  county  med- 
ical societies  be  urged  to  submit  nominees  to  the 
Board  of  Trustees  for  consideration  of  a recipient 
of  the  A.  H.  Robins  Community  Service  Award  pre- 
sented annually. 


SPECIAL  REPORTS  OF  THE  EXECUTIVE  COMMITTEE 


Title  XVIII  of  Public  Law  89-97  (Medicare) 

Presented  below  is  a chronological  report  on  the 
Association’s  activities  relative  to  Title  XVIII  of 
Public  Law  89-97  (Medicare): 

1.  Received  as  information  a report  from  Dr. 
Schlieke  on  the  proposed  Conference  of  Hospital 
Medical  Staffs,  Hospital  Administrators,  representa- 
tives of  the  State  Medical  Association  and  each 
County  Medical  Society  to  be  held  Saturday,  Feb- 
ruary 5,  1966,  and  to  be  co-sponsored  by  the  State 
Medical  and  Hospital  Associations. 

2.  Urged  that  each  County  Medical  Society  send 
a representative  to  the  AMA  Meeting  on  the  sub- 
ject of  Utilization  Review  Committees,  November 
27,  1965  in  Philadelphia,  either  at  the  expense  of  the 
county  medical  society  or  at  the  representative’s 
own  expense.  (Five  societies  sent  representatives.) 

3.  Received  a request  from  the  State  Department 
of  Health  for  an  WSMA  Ad  Hoc  Advisory  Commit- 
tee to  assist  the  Department  in  writing  contracts  be- 
tween the  Department  and  the  Secretary  of  Health, 


Education  and  Welfare  (HEW)  regarding  services 
to  be  performed  by  the  State  Agency  with  respect 
to  Medicare  law,  and  the  Executive  Committee 
worked  with  the  department  on  this  project. 

4.  Confirmed  the  Executive  Committee’s  interim 

action  urging  Bernard  Bucove,  Director  of  the 
Washington  State  Department  of  Health,  to  accept 
an  appointment  on  the  16-member  Health  Insurance 
Benefits  Advisory  Council,  the  top  statutory  policy 
advisory  committee  to  the  Secretary  of  Health,  Ed- 
ucation and  Welfare  for  the  Medicare  law.  , 

5.  Received  from  the  AMA,  detailed  opinions  of 
a Chicago  law  firm  concerning  anti-trust  laws  rela- 
tive to  the  participation  or  non-participation  of 
physicians  in  the  Medicare  program,  in  which  it  was 
specified  that  it  would  likely  be  a violation  for  any 
medical  organization  to  foster  non-participation 
among  its  members. 

6.  Adopted  the  following  statement  with  regard 
to  hospital-based  medical  specialists: 

“Hospital-Based  medical  specialists  are  engaged 
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in  the  practice  of  medicine.  The  fees  for  the 
services  of  such  specialists  should  not  be  merged 
with  hospital  charges.  The  charges  for  the  serv- 
ices of  such  specialists  should  be  established, 
billed  and  collected  by  the  medical  specialist  in 
the  same  manner  as  are  the  fees  of  other  phy- 
sicians”, and  we  further 

“Urge  the  County  Medical  Societies  to  meet  with 
the  hospital-based  specialists  in  their  counties  for 
the  purpose  of  assisting  them  to  implement  this 
policy  in  local  hospitals.” 

7.  Approved,  on  WSMA  initiative,  a conjoint 
meeting  on  November  18  of  the  WSMA  Executive 
Committee  and  a representative  of  the  WSMA  Med- 
ical Economics  Committee  (Charles  Muller  of  Brem- 
erton), and  the  Prepaid  Medical  Care  Committee 
(Charles  Strong  of  Vancouver)  with  the  Board  of 
Trustees  of  the  Washington  Physicians  Service,  and 
a representative  of  the  Bureau  Managers’  Associa- 
tion, to  learn  of  methods  for  determining  what  con- 
stitutes a “usual,  customary  or  reasonable  fee”  for 
physicians’  services,  as  these  are  possible,  under  the 
Supplementary  Medical  Insurance  Part  of  Public 
Law  89-97  (Medicare). 

8.  On  December  13,  1965,  Carl  P.  Schlicke,  WS- 
MA President,  represented  the  Association  at  a meet- 
ing with  the  Social  Security  Administration  at  which 
a Committee  of  the  Washington  Physicians  Service, 
acting  at  the  direction  of  the  WSMA  House  of  Dele- 
gates, made  application  to  become  the  “carrier” 
under  Part  B of  Title  XVIII  of  Pubilc  Law  89-97. 

9.  On  January  16,  1966,  the  Association  con- 
ducted a meeting  of  the  WSMA  Pediatrics  Technical 
Advisory  Committee  on  Medicare,  the  Executive 
Council  of  the  Washington  State  Society  of  Pedi- 
atrics, with  officials  from  the  State  Department  of 
Public  Assistance,  the  State  Department  of  Health, 
the  University  of  Washington  School  of  Medicine, 
King  County  Hospital,  Children’s  Orthopedic  Hos- 
pital and  Medical  Center,  and  the  Office  of  Eco- 
nomic Opportunity  for  the  purpose  of  discussing  how 
new  government  medical  care  programs  for  chil- 
dren can  best  be  implemented  within  the  most  de- 
sirable patterns  of  medical  practice. 

10.  On  January  23,  1966,  the  Board  of  Trustees 
endorsed  the  following  Resolutions: 

Pathology 

WHEREAS,  Pathology  has  been  repeatedly  de- 
fined as  an  integral  part  of  the  practice  of  medicine, 
and 

WHEREAS,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  at  a recent  meeting  in  Chi- 
cago, adopted  the  following  statement  of  policy: 

“ ‘Hospital  based’  medical  specialists  are  engaged 


in  the  practice  of  medicine.  The  fees  for  the 
services  of  such  specialists  should  not  be  merged 
with  hospital  charges.  The  charges  for  the  ser- 
vices of  such  specialists  should  be  established, 
billed,  and  collected  by  the  medical  specialist  in 
the  same  manner  as  are  the  fees  of  other  physi- 
cians;” and 

WHEREAS,  Public  Law  89-97,  the  Medicare 
Program,  provides  for  coverage  of  Pathology  in  such 
a manner;  and 

WHEREAS,  it  is  desirable  for  payment  of  all 
pathology  fees  to  be  done  in  a uniform  manner; 
now  therefore 

BE  IT  RESOLVED,  that  it  be  the  policy  of  the 
Washington  State  Society  of  Pathologists  that  mem- 
bers of  the  Society  shall  separate  their  professional 
fees  from  hospital  charges  and  present  their  own 
bills  to  all  patients  expected  to  pay  for  services;  and 
be  it  further 

RESOLVED,  that  wherever  feasible,  hospitals 
should  not  be  designated  as  billing  agent  for  path- 
ologists; and  be  it  further 

RESOLVED,  that  pathologists  should  seek  a mu- 
tual working  agreement  or  cost  reimbursement  con- 
tract (lease  or  concession)  for  their  services  in  hos- 
pitals as  this  allows  a maximum  identification  of  the 
professional  services  of  the  pathologist;  and  be  it 
further 

RESOLVED,  that  pathologists  set  their  fees  ac- 
cording to  the  worth  of  their  professional  service, 
maintaining  a zealous  guard  against  abuses  which 
would  significantly  increase  the  cost  of  medical  care. 

Radiology 

WHEREAS,  the  prevailing  system  in  many  hos- 
pital radiology  departments  of  merging  the  cost  of 
hospital  service  and  the  professional  fee  of  the  radio- 
logist, with  collection  of  the  bill  by  the  hospital,  has 
been  responsible  for  misinterpretation  of  the  radio- 
logists’ position  as  being  that  of  a hospital  employee; 
and  has  led  in  many  instances  to  disputes  over  the 
method  of  division  of  the  amounts  collected  with  re- 
sulting strain  in  relations  between  hospital  admini- 
stration and  radiologist;  and  leads  to  the  possibility 
of  appointment  of  a hospital  radiologist  based  on 
economic  considerations  rather  than  professional 
competence;  and 

WHEREAS,  such  misinterpretations,  disputes  and 
questionable  appointments  can  be  eliminated  by  the 
radiologists,  billing  the  patient  for  his  professional 
fee  in  the  same  way  as  do  other  practicing  physi- 
cians, with  the  hospital  billing  separately  for  its  tech- 
nical costs;  and 

WHEREAS,  the  terms  of  Public  Law  89-97 
establish  as  the  view  of  the  Government  of  the 

continued  on  page  1088 
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CLASSIC  ANTACID 
EFFECTIVENESS 

PURE  AND  SIMPLE 


Ephojel  is  one  of  the  simplest,  yet  one  of  the  most 
:ient  formulations  ever  compounded  to  treat  gastric 
>eracidity  of  peptic  ulcer.  It’s  a mixture  of  two  types  of 
mina  gel — one  reactive,  one  demulcent. 

jcause  it  is  non-absorbable  and  non-systemic,  Amphojel 
s no  systemic  effect  on  acid-base  equilibrium  or  on 
Ictrolyte-water  balance.  In  some  patients  it  may  cause 


constipation,  which  can  usually  be  mitigated  by  adjust- 
ment of  diet  or  use  of  a mild  laxative  agent. 

You  may  select  Amphojel  in  a creamy  suspension  or  in 
convenient  tablet  form. 

WOULD  YOU  LIKE  TO  REDISCOVER  HOW  PURE  AND  SIMPLE 
ACID  NEUTRALIZATION  CAN  BE?  THEN  CLIP  THIS  COUPON 
AND  MAIL. 


MPHOJEL 


jUMINUM  HYDROXIDE  GEL,  WYETH 


| Wyeth  Laboratories 


Philadelphia,  Pa. 


PROFESSIONAL  SERVICE,  WYETH  LABORATORIES 
BOX  8299,  PHILADELPHIA,  PA.  19101 

Gentlemen: 

Please  send  me  a starter  supply  of  Amphojel  in  conve- 
nient tablet  form.  Thank  you. 

M.D. 

Address 


1966 

WSMA  Convention 
Fish  Derby 

The  1966  Annual  WSMA  Fish- 
ing Derby  was  held  on  beautiful 
Priest  Lake  in  Northern  Idaho 
with  over  50  physicians  taking 
part.  Top  honors  went  to  Rob- 
ert S.  Johnson,  Spokane,  for 
the  largest  fish.  J.  Walton  Dar- 
row,  Everett,  had  the  most  fish. 
Tim  Smith,  Seattle,  the  second 
largest,  Maynard  Johnson, 
Mount  Vernon,  third  largest, 
and  Mike  Smith,  Spokane, 
fourth  largest.  Byron  Johnson, 
Spokane,  won  the  prize  for  the 
largest  fish  caught  on  a fly. 


Photos 

1.  Derby  Chairman,  O.  Charles 
Olson,  Spokane,  presents  the 
winner’s  trophy  to  Robert  S. 
Johnson,  Spokane. 

2.  Fishermen:  Wilbur  C.  Hay- 
den, Sandpoint,  Clayton  T. 
Noonan,  Seattle,  Eugene  Ham- 
burger, Seattle,  and  Garold 
Enloe,  Seattle. 


3.  Tim  Smith,  Seattle,  and  guest  scientific  speaker  Willard  M.  Allen, 
St.  Louis,  Missouri. 

4.  Ralph  L.  Harsh,  Spokane,  Willard  M.  Allen,  St.  Louis,  Mo.;  Henry 
T.  Lang,  Spokane,  and  Tim  Smith,  Seattle. 

5.  G.  Edward  Sehnug,  Spokane,  Donald  T.  Hall,  Seattle,  and 
O.  Charles  Olson,  Spokane. 


6.  Mr.  Fred  Stejer,  Spokane,  B.  Hood  Baxley,  Spokane,  Byron  Johnson,  Spokane,  Donald 
T.  Hall,  Seattle,  G.  Edward  Sehnug,  Spokane,  Mike  Smith,  Spokane,  and  John  S. 
Siverts,  Spokane. 

7.  Mr.  Fred  Stejer,  Spokane,  and  Byron  Johnson,  Spokane. 


Spokane  Captures  Inter-County  Cup 


Spokane  physicians  were  gracious  hosts  for  the 
44th  Annual  Meeting  of  the  Washington  State  Med- 
ical Golf  Association.  They  provided  the  beautiful 
Spokane  Country  Club  for  the  tourney,  perfect 
weather,  and  then  proceeded  to  capture  all  the 
honors. 

Spokane  unseated  two-time-winner  Snohomish 


as  the  County  Medical  Society  Team  Champs.  All 
doctors  taking  part  in  the  tournament  are  eligible 
to  represent  their  county  societies,  with  the  winner 
determined  by  the  total  of  the  four  low  net  scores. 
Over  100  physicians  participated  in  the  Monday 
Golf  Tournament.  Ed  Abrams,  Spokane,  was  tourney 
chairman. 
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8.  Members  of  the  winning  Spo- 
kane team  were,  R.  McC. 
O’Brien,  Duncan  Luth,  D.  Cur- 
ran Higgins  and  James  P.  Rotch- 
ford.  Low  gross  winner  was 
D.  Curran  Higgins,  who  fired  a 
71.  Low  net  honors  went  to  an- 
other Spokane  member,  James 
P.  Rotchford,  who  ended  the 
tourney  with  a low  net  of  68. 


14.  William  Blackstone,  Long- 
view, gave  a brief  lesson  on  how 
to  hit  the  ball  to  Mr.  Walt  Lap- 
sly,  Vancouver.  Arthur  L.  Ludwick,  Wenatchee.  Dennis  Seacat, 
Vancouver.  Ed  LaLonde,  Vancouver,  and  John  Vaughn,  Van- 


9.  Seattle  golfers  included 
Howard  Krause,  Ray  C.  Fergus- 
son,  H.  Lloyd  Schiess,  and  Les- 
lie A.  Kremer. 

10.  Ken  Spady,  Everson,  and 
Mark  Campbell,  Pasco. 

11.  Richard  H.  Layton,  Grand- 
view, Arthur  C.  Linkletter, 
Shelton,  Harold  J.  Greer,  Mount 
Vernon,  and  Joe  W.  Voegtlin, 
Mount  Vernon. 

12.  Tacoma  was  represented 
by  Glenn  H.  Brokaw,  Wayne 
Zimmerman,  Sam  E.  Adams, 
and  Robert  W.  Osborne.  They 
may  have  coveted  the  cup  but 
they  didn’t  take  it  home. 

13.  WSMA  Veep,  Herb  Lynch, 
Yakima,  admired  the  Boyle  Per- 
petual trophy  with  Phil  Waters, 
Yakima,  and  Fred  Joy,  Seattle. 
Dr.  Joy  is  Secretary-Treasurer 
of  the  Washington  State  Medi- 
cal Golf  Association. 


couver. 
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United  States  that  professional  sendees  of  all  phy- 
sicians, including  radiologist,  are  to  be  considered 
separate  and  distinct  from  hospital  services  in  bill- 
ing; and 

WHEREAS,  the  ACR  has  stated  that  members  of 
the  College  shall  separate  their  professional  fees 
from  hospital  charges,  and  present  their  own  bills  to 
all  patients  expected  to  pay  for  services;  and 

WHEREAS,  the  House  of  Delegates  of  the  A\1A 
stated  that  fees  for  services  of  hospital-based 
specialists  should  not  be  merged  with  hospital 
charges;  and  that  charges  for  the  services  of  such 
specialists  should  be  established,  billed,  and  col- 
lected by  the  medical  specialists  in  the  same  manner 
as  are  the  fees  for  other  physicians;  now  therefore 

BE  IT  RESOLVED,  that  the  Washington  Chap- 
ter of  the  American  College  of  Radiology  (Wash- 
ington State  Radiological  Society)  favors  the  prin- 
ciple and  the  implementation  of  separation  of  the 
professional  fee  from  the  hospital’s  cost  of  radio- 
graphic  examinations  with  the  radiologist  submitting 
his  own  bill  to  the  patient  in  the  same  manner  as  is 
done  by  other  practicing  physicians  in  this  state;  and 
be  it  further 

RESOLVED,  that  all  members  should  arrange  to 
begin  separate  billing  on  or  before  April  1,  1966, 
except  in  such  instances  as  this  may  not  be  possible 
by  virtue  of  the  existence  of  firm  contracts  which  do 
not  expire  until  after  that  date;  and  be  it  further 

RESOLVED,  that  the  Executive  Committee  of  the 
WSRS  inform  the  Washington  State  Medical  Asso- 
ciation and  all  hospital  staffs  of  this  resolution,  and 
request  their  assistance  in  accomplishing  separation 
of  professional  fees;  and  be  it  further 

RESOLVED,  at  such  time  as  it  believes  proper, 
the  Executive  Committee  of  the  WSRS  notify  the 
Board  of  Trustees  and  Administrators  of  all  Wash- 
ington State  Hospitals  and  the  local  insurance  car- 
riers of  this  resolution,  and  request  their  coopera- 
tion in  radiologists’  billing  of  professional  fees. 

11.  Between  November,  1965  and  June,  1966, 
30  complete  weekly  reports  on  the  work  being 
performed  by  AMA  Advisory  Committees  to  the 
Department  of  Health,  Education  and  Welfare  in 
assisting  to  write  the  rules  and  regulations  for  Title 
XVIII  of  Public  Law  89-97  were  edited,  reproduced 
and  mailed  to  all  delegates,  alternate  delegates, 
trustees,  county  medical  society  officers  and  staff, 
and  bureau  managers. 

12.  Co-sponsored,  with  the  Washington  State 
Hospital  Association,  on  February  5,  1966,  the  joint 
conference  of  chiefs  of  medical  staffs,  hospital  ad- 
ministrators and  trustees,  and  presidents  of  count) 
medical  societies. 

The  conference  was  presided  over  by  Lucius  D. 
Hill.  Seattle,  President-Elect  of  the  WSMA.  The 


following  topics  were  discussed.  The  Chief  of  Staff, 
William  W.  Jack,  Grand  Rapids,  Michigan;  The 
California  Medical  Staff  Visiting  Program,  James  C. 
MacLaggan,  President-Elect  of  the  California  Medi- 
cal Association;  Relationships  Between  the  Medical 
Staff,  Governing  Board  and  Administrator,  Howard 
B.  Breskin,  Bellevue,  John  A.  Dare,  Seattle,  William 
W.  Jack,  Mr.  George  Q.  McCush,  attorney,  Belling- 
ham, and  Carl  P.  Schlicke;  Utilization  Review  with 
Roberta  Fenlon,  San  Francisco,  Bernard  Bucove, 
Olympia,  Otto  Arndal,  Chicago,  and  Mr.  John  E. 
Gartland,  American  Medical  Association;  The  Heart 
Disease,  Cancer,  Stroke  Program,  Donal  R.  Spark- 
man, Seattle,  and  William  O.  Robertson,  Seattle. 


Total  attendance: 

345 

Hospitals  represented 

103 

administration 

136 

governing  board 

59 

physicians  in  attendance 

131 

miscellaneous 

19 

13.  On  the  following  day,  Sunday,  February  6, 
1966,  a meeting  was  held  under  WSMA  auspices  of 
physicians  who  had  attended  the  Joint  Conference 


conservationist  of  the  year 

The  Washington  State  Sportsmen's  Council  has 
selected  as  State  Conservationist  of  the  Year,  A.  W. 
Stevenson  of  Yakima.  Governor  Dan  Evans  is  shown 
presenting  the  award  to  Dr.  Stevenson.  Immediate 
past  president  of  the  State  Sportsmen’s  Council,  Dr. 
Stevenson  was  cited  for  his  work  in  youth  conserva- 
tion education  programs  as  well  as  his  interest  in 
public  school  athletic  programs.  Past  president  of 
the  Yakima  County  Medical  Society,  he  has  served 
as  Chairman  of  the  WSMA  School  Health  Commit- 
tee and  the  WSMA  Vehicle  Safety  Committee.  He 
will  compete  in  February,  1967  for  the  National 
Conservationist  Award  in  Washington,  D.C.,  with 
winners  from  the  other  49  States. 
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on  the  preceding  day.  Methods  for  the  proper  de- 
velopment of  utilization  review  were  constructively 
discussed. 

14.  In  mid-February,  the  central  office  staff  as- 
sisted the  Societies  of  Radiology  and  Pathology  to 
compose  and  mail  letters  regarding  their  policies 
under  Medicare  to  hospital  administrators,  chiefs  of 
staff,  Blue  Cross  and  Blue  Shield  and  private  insur- 
ance organizations;  and  to  the  medical  and  lay  press. 

15.  During  March,  the  Executive  Committee  and 
central  office  staff  continually  consulted  with  the 
State  Department  of  Health  and  the  Washington 
Physicians  Service  relative  to  their  respective  respon- 
sibilities under  Title  XVIII,  Public  Law  89-97. 

16.  On  March  18,  1966,  the  newly-formed  Medi- 
care Advisory  Council  of  the  Washington  State  De- 
partment of  Health  held  its  first  meeting.  Subse- 
quent meetings  were  held  on  April  15  and  June  10, 
1966.  The  Council  represents  all  health  groups  and 
advises  on  the  Health  Department’s  functions  under 
Title  XVIII  which  include:  certification  of  hospitals, 
home  health  agencies,  laboratories,  and  extended 
care  facilities;  with  other  functions  bearing  on 
utilization  review. 

The  Council  consists  of  the  following  membership, 
plus  their  staff  assistants  who  do  not  have  a vote: 

Mr.  C.  J.  Kretchmer,  Blue  Cross  Washington  Hos- 
pital Service  Association;  Charles  Lester,  Seattle- 
King  County  Health  Dept.;  Robert  Hall,  Division  of 
Medical  Care,  Dept,  of  Public  Assistance;  Mr. 
James  C.  Meehan,  Health  Insurance  Council;  Mrs. 
Edith  Mitchell,  Public  Health  Nurses;  Alton  R.  Stier, 
Washington  Chapter  of  Amer.  Soc.  of  Pathologists; 
Gerald  A.  Dierdorff,  D.O.,  Lon  A.  Hoover,  D.O., 
(alternate);  Washington  Osteopathic  Medical  Asso- 
ciation; Ted  Dillman,  Washington  Physicians  Ser- 
vice; Mr.  R.  H.  Zachow,  Mrs.  Vivian  Spore  (alter- 
nate), Washington  State  Homes  for  the  Aged;  Mr. 
John  W.  Kludt,  President-Elect,  Washington  State 
Hospital  Association;  Waldo  O.  Mills,  Carl  P. 
Schlicke,  Lucius  D.  Hill  (alternate),  Washington 
State  Medical  Association;  Mrs.  Dixie  Wilkinson, 
Washington  State  Nurses  Association;  and  Mr.  Derril 
Meyer,  Washington  State  Nursing  Home  Associa- 
tion. 

The  Department  reported  the  following  progress 
on  certification  to  the  Council  on  June  24,  1966: 

Medicare  Status  Report 


hospitals 

Accredited  Hospitals  in  Washington  State  76 

Applications  received  from  Accredited  Hospitals  75 

Accredited  Hospitals  not  applying:  Shriners  1 

Accredited  Hospitals  certified  74 

Accredited  Hospitals  not  yet  certified:  Mary  Bridge  1 
Non-Accredited  Hospitals  in  Washington  State  52 

Applications  received  from  non-Accredited  Hospitals  51 
Non-Accredited  Hospitals  not  applying:  Paulsen  1 


Non-Accredited  Hospital  applications  withdrawn: 

St.  Joseph,  Vancouver  1 

Non-Accredited  Hospitals  Certified  47 

Non-Accredited  Hospitals  not  yet  certified: 

Shadel,  Booth  2 

Non-Accredited  Hospitals  Denied  1 

Total  Hospitals  Certified  in  State  of  Washington  121 

home  health  agencies 

Total  Home  Health  Agency  applications  received  30 

Total  Home  Health  Agencies  certified  17 

laboratories 

Total  Laboratory  applications  received  68 

Number  of  Radiological  Laboratories  3 

Number  of  Clinical  Laboratories 51 

Number  of  Radiological  and  Clinical  Laboratories  14 

Total  Laboratories  certified  20 

extended  care  facilities 

Total  Extended  Care  Facility  applications  received  13 


17.  The  Association  anticipated  the  formation  of 
the  Medicare  Advisory  Council  and  in  December  of 

1965,  obtained  from  each  medical  specialty  group 
a panel  of  physicians  to  make  up  a technical  ad- 
visory committee  from  each  specialty.  At  the  meet- 
ing of  the  Medicare  Advisory  Council  on  April  15, 

1966,  the  Association  made  the  following  presenta- 
tion to  the  Council  and  to  the  State  Department  of 
Health: 

" physicians'  technical  advisory  committees 
on  public  law  89-97 

“The  Washington  State  Medical  Association 
is  pleased  to  announce  the  formation  of  Technical 
Advisory  Committees  consisting  of  135  physicians, 
to  assist  in  joint  efforts  to  maintain  high  stand- 
ards of  the  quality  of  medical  care  to  be  rendered 
to  our  senior  citizens  under  Title  XVIII  of  Public 
Law  89-97,  and  to  other  age  groups  under  Title 
XIX  of  the  same  law. 

“The  work  of  our  Technical  Advisory  Commit- 
tees will  be  coordinated  through  Mr.  Harlan  R. 
Knudson,  Assistant  Executive  Secretary  of  the 
Washington  State  Medical  Association. 

“Each  of  our  Technical  Advisory  Committees 
will  function  under  the  direction  and  supervision 
of  the  Executive  Committee  of  the  Washington 
State  Medical  Association,  which  group  will  be  re- 
sponsive to  requests  for  technical  and  professional 
advice  and  counsel  which  come  to  it  from  the 
physicians  who  are  members  of  the  Medicare  Ad- 
visory Council. 

“Bearing  in  mind  that  care  to  patients  is  para- 
mount, we  would  ask  that  consideration  be  given 
to  holding  Advisory  and  Technical  Advisory  Com- 
mittee meetings  on  Sundays,  Saturdays  and  eve- 
nings (where  little  or  no  travel  is  required),  as 
these  are  the  times  when  depriving  patients  of 
physicians’  services  would  be  reduced  to  a min- 
imum.” 
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Roster  of  WSMA  Technical  Advisory  Committees 
Anesthesiology 

East  Side,  Malcolm  W.  Bulmer,  Wenatchee;  Gor- 
don Clappison,  Yakima;  Richard  L.  Pokorny,  Spo- 
kane; Delbert  F.  Small,  Spokane. 

West  Side,  Philip  H.  Backup,  Tacoma;  L.  Donald 
Bridenbaugh,  Seattle;  Edward  S.  Eylander,  Tacoma; 
Lucien  E.  Morris,  Seattle;  Milton  Share,  Seattle; 
Donald  E.  Soltero,  Seattle;  Clayton  P.  Wangeman, 
Seattle. 

Dermatology 

East  Side,  Conrad  A.  Delateur,  Yakima;  Alden 
R.  Parker,  Spokane;  B.  F.  Ryan,  Spokane. 

West  Side,  Irvin  M.  Cederlind,  Bellingham; 
George  F.  Odland,  Seattle;  Robert  T.  Potter,  Se- 
attle; John  M.  Shaw,  Tacoma. 

General  Practitioners 

East  Side,  Orval  Dean,  Spokane;  Louis  S.  Dewey, 
Omak;  Arthur  L.  Ludwick,  Wenatchee;  Harold  L. 
Tracy,  Moses  Lake. 

West  Side,  Frank  Butler,  Vancouver;  George 
Hess,  Tacoma;  William  A.  Johnson,  Longview;  Carl 
E.  Mudge,  Seattle. 

Internal  Medicine 

East  Side,  Joseph  Delaney,  Spokane;  Theodore 
Fuller,  Wenatchee;  Ralph  F.  Nuzum,  Yakima;  O. 
Charles  Olson,  Spokane. 

West  Side,  Ralph  Brown,  Everett;  Ernest  Creel- 
man,  Bremerton;  H.  Paul  Dygert,  Vancouver;  E. 
Harold  Laws,  Seattle;  John  Lindberg,  Seattle;  Wil- 
liam E.  Watts,  Seattle;  G.  Marshall  Whitacre, 
Tacoma. 

Obstetrics 

East  Side,  Robert  C.  Beck,  Walla  Walla;  Franklin 
E.  Kells,  Wenatchee;  Frank  LeCocq,  Yakima;  D.  W. 
Robinson,  Spokane. 

West  Side,  Frederick  Balz,  Olympia;  Thomas 
Critchfield,  Everett;  David  C.  Figge,  Seattle;  Wayne 
Holmes,  Vancouver;  Walter  S.  Keifer,  Seattle;  Rob- 
ert Rutherford,  Seattle;  Charles  G.  Stipp,  Seattle. 

Ophthalmology 

East  Side,  Charles  L.  Gates,  Spokane;  Cornelius 
E.  Hagan,  Spokane;  James  P.  McNeill,  Spokane; 
Claude  K.  Miller,  Wenatchee. 

West  Side,  William  P.  Berard,  Seattle;  Herschell 
H.  Boyd,  Bellevue;  George  H.  Drumheller,  Everett; 
Louis  N.  Hungerford,  Seattle;  Walter  C.  Petersen, 
Seattle;  Neil  Thorlakson,  Seattle. 

Orthopedic 

East  Side,  Norman  R.  Brown,  Spokane;  R.  Dean 
Luther,  Spokane;  William  V.  Smith,  Wenatchee; 
George  Wallace,  Spokane;  Jack  B.  Watkins,  Spo- 
kane. 

West  Side,  Harry  Emmel,  Seattle;  Forrest  Flash- 
man,  Seattle;  Robert  Florence,  Tacoma;  Louis  R. 
Fry,  Seattle;  James  Miller,  Seattle;  J.  Irving  Tuell, 
Seattle. 


Pathology 

East  Side,  Robert  W.  Bonifaci,  Wenatchee;  T.  E. 
Ludden,  Spokane;  Thomas  D.  Mahoney,  Richland; 
Geo.  W.  Schneider,  Spokane. 

West  Side,  Emmanuel  Bitar,  Everett;  S.  Allison 
Creighton,  Seattle;  Robert  P.  Gibb,  Bellingham; 
Hugh  W.  Jones,  Seattle;  Charles  P.  Larson,  Tacoma; 
Paul  K.  Lund,  Seattle;  John  L.  Whitaker,  Bremerton. 
Pediatrics 

East  Side,  Bruce  H.  Hudson,  Yakima;  Henry  T. 
Lang,  Spokane;  Donald  McGuinness,  Yakima;  Don- 
ald C.  Phillips,  Wenatchee. 

West  Side,  Kenneth  I.  Jernberg,  Bellingham; 
Glenn  Lembert,  Vancouver;  Donald  Lewis,  Seattle; 
Robert  R.  Miller,  Longview;  C.  W.  Reade,  Olympia; 
Alfred  L.  Skinner,  Seattle;  George  A.  Tanbara, 
Tacoma. 

Psychiatry 

East  Side,  Verne  E.  Cressey,  Spokane;  Harry  D. 
Hunter,  Wenatchee;  Ralph  Keyes,  Walla  Walla; 
Walter  Puddy,  Spokane. 

West  Side.  James  Baldwin,  Tacoma;  Neal  Ely, 
Seattle;  Harold  Heinemann,  Seattle;  Arthur  Mur- 
ray, Seattle;  Marcus  R.  Stuen,  Tacoma;  Adolph 
Whiting,  Seattle. 

Radiology 

East  Side,  John  E.  Downing,  Yakima;  Ross  R. 
Harcus,  Spokane;  Lloyd  Smith,  Wenatchee;  Chas. 
L.  Stevenson,  Spokane. 

West  Side,  Wayne  Chesledon,  Seattle;  Thomas  W. 
Crowell,  Bellingham;  Richard  Kiltz,  Everett;  Vernon 
Larson,  Tacoma;  John  Settle,  Olympia;  Arnold  M. 
Stevens,  Seattle;  Marvin  Wallace,  Bellevue. 

Surgery 

East  Side,  Richard  E.  Ahlquist,  Spokane;  Edward 
F.  Cadman,  Wenatchee;  W.  Shuler  Ginn,  Yakima; 
Gilman  E.  Sanford,  Spokane. 

West  Side,  Alexander  H.  Bill,  Jr.,  Seattle;  James 
R.  Cantrell,  Seattle;  Richard  O.  Diefendorf,  Bremer- 
ton; David  H.  Dillard,  Seattle;  William  B.  Hutch- 
inson, Seattle;  Lester  R.  Sauvage,  Seattle;  Alfred  I. 
Sheridan,  Seattle. 

Urology 

East  Side,  Alfred  E.  Dodson,  Spokane;  Wilfred 
A.  Flaherty,  Spokane;  Thomas  J.  Mathieu,  Yakima; 
C.  Balcom  Moore,  Walla  Walla. 

West  Side,  Frank  H.  Clark,  Bellingham;  Marion 
A.  Clark,  Longview;  Tate  Mason,  Seattle;  Robert  W. 
Osborne,  Tacoma;  Morton  Palken,  Seattle;  Dean 
Parker,  Seattle;  Rollin  G.  Wyrens,  Everett. 

18.  On  June  10,  1966,  the  Executive  Committee 
and  physician-members  of  the  Governor’s  Advisory 
Committee  met  with  Mr.  Paul  Ward,  Administrator 
of  the  combined  Health  and  Welfare  Agency  of  the 
State  of  California  for  the  purpose  of  discussing 
California  legislation  which  has  made  for  a com- 
monality between  Title  XVIII  and  Title  XIX  pro- 
grams under  Public  Law  89-97.  The  discussion  re- 
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vealed  that  there  are  few,  if  any,  opportunities  for 
accomplishing  such  a commonality  in  the  State  of 
Washington  in  the  foreseeable  future. 

On  the  following  day— June  11— the  central  office 
staff  arranged  for  Mr.  Ward  to  meet  with  state 
agency  representatives  and  Republican  legislators 
in  the  morning,  and  with  Democratic  legislators  in 
the  afternoon. 

19.  In  mid-June,  the  central  office  staff  and  the 
staff  of  the  Washington  State  Hospital  Association 
prepared  a joint  statement  on  Medicare  utilization 
predictions.  The  statement  was  published  by  the 
media. 

20.  Title  XVIII  of  Public  Law  89-97  went  into 
effect  on  July  1,  1966,  with  the  Washington  Physi- 
cians Service  acting  as  “carrier”  under  Part  B and 
Washington  Blue  Cross  as  fiscal  intermediary  under 
Part  A.  The  central  office  is  maintaining  a “log”  of 
complaints  from  the  public  and  physicians  to  pro- 
vide information  from  which  future  public  state- 
ments can  be  made  and  future  changes  in  the  law 
suggested. 

Title  XIX  of  Public  Law  89-97  (Medicare) 

The  following  is  a chronological  report  on  Asso- 
ciation activities  relative  to  Title  XIX  of  Public 
Law  89-97  (Medicare): 

1.  On  November  14,  1965,  Waldo  O.  Mills,  AMA 
Delegate,  requested  approval  of  the  Board  of  Trus- 
tees to  submit  the  following  Resolution  to  the  Ameri- 
can Medical  Association  at  its  Clinical  Session  to  be 
held  in  Philadelphia  the  latter  part  of  this  month:  “It 
is  recommended  that  the  Washington  State  Medical 
Association  request  AMA  President,  James  Z.  Appel 
and  the  AMA  Advisory  Committee  to  HEW  to  urge 
the  Public  Health  Service  and  the  Bureau  of  Family 
Service,  through  HEW  Secretary  Gardner,  to  re- 
quest consultation  with  practicing  physicians  in 
setting  up  regulations  under  Title  XIX,  as  has  been 
done  by  the  Social  Security  Administration  on  Title 
XVIII.” 

The  motion  was  made,  seconded  and  carried  that: 
“The  sentiments  expressed  in  the  above  Resolution 
be  accepted  and  incorporated  into  a proper  Resolu- 
tion to  be  presented  by  the  WSMA  Delegation  at 
the  AMA’s  Interim  Meeting.” 

The  following  Resolution,  submitted  by  Dr.  Mills, 
conforms  to  the  recommendation  of  the  Board  of 
Trustees,  and  the  necessary  copies  were  forwarded 
to  the  AMA  and  to  the  WSMA  Delegates  to  the 
AMA: 

WHEREAS,  Public  Law  89-97  provides  for  the 
purchase  of  physicians’  services  under  both  Title 
XVIII  and  Title  XIX;  and 

WHEREAS,  the  regulations  under  which  these 
Titles  are  administered  will  determine  the  quality  of 
medical  care  that  can  be  provided  under  both  Titles; 
now  therefore 


BE  IT  RESOLVED,  that  the  American  Medical 
Association  urges  the  United  States  Department  of 
Health,  Education  and  Welfare  to  seek  consultation 
with  practicing  physicians  in  formulating  regulations 
under  Title  XIX  as  has  been  done  under  Title 
XVIII;  and  be  it  further 

RESOLVED,  that  the  President  of  the  American 
Medical  Association  and  the  American  Medical 
Association’s  Advisory  Committee  to  the  Department 
of  Health,  Education  and  Welfare,  offer  and  urge, 
such  consultation. 

The  Resolution  was  passed  by  a special  action  of 
the  AMA  House  of  Delegates  at  the  Interim  Con- 
vention in  Philadelphia,  November  28-December  1, 
1965.  Since  the  passage  of  the  Washington  Resolu- 
tion, there  has  been  a substantial  improvement  in 
the  type  of  consultation  requested,  but  much  addi- 
tional work  needs  to  be  done  with  the  Welfare  Ad- 
ministration of  the  Department  of  Health,  Educa- 
tion and  Welfare,  which  has  administrative  control 
over  Title  XIX  programs. 

2.  Conducted  on  January  16,  1966,  the  meeting 
of  pediatricians  and  others  (described  in  Item  No.  9 
of  Spec.  Executive  Committee  Report  “A”).  Title 
XIX  was  discussed. 

3.  President  Schlicke,  the  Public  Relations  Direc- 
tor Mr.  Knudson,  and  Robert  Tidwell  (representing 
the  Governor’s  Medical  Advisory  Committee)  at- 
tended the  AVIA’s  National  Conference  on  Federal 
Medical  Assistance  Programs  in  Chicago  on  Jan- 
uary' 20-21,  1966,  and  heard  the  Title  XIX  program 
discussed  by  representatives  of  the  Department  of 
Health,  Education  and  Welfare. 

4.  During  the  period  November,  1965  through 
June  15,  1966,  a series  of  meetings  and  conversa- 
tions were  held  between  the  Public  Assistance  Ne- 
gotiating Subcommittee  of  Washington  Physicians 
Service  and  the  Department  of  Public  Assistance 
relative  to  the  Department’s  plans.  Washington 
Physicians  Service  kept  the  WSMA  Executive  Com- 
mittee informed  on  the  results  of  these  meetings. 

A.  As  negotiations  progressed,  it  became  apparent 
that  the  State  Department  of  Public  Assistance 
would  administer  all  facets  of  the  Title  XIX  pro- 
gram. This  approach  had  been  recommended  by 
the  Greenleigh  Report  and  the  Governor’s  Commit- 
tee for  the  Reorganization  of  State  Government; 
and  demanded  by  the  Department  of  Health,  Edu- 
cation and  Welfare.  The  Governor’s  office  approved 
the  Department’s  plan  which  necessarily  was  de- 
veloped within  the  scope  of  current  state  appro- 
priations which  are  fixed  through  June  30,  1967. 

B.  The  WPS  negotiating  group  made  a strong 
effort  to  obtain  an  “underwriting”  role  similar  to  that 
of  the  past,  including  auditing  and  adjudication. 
(Except  for  King  County  which  always  has  been 
directly  administered  by  the  Department.)  This  was 

continued  on  page  1094 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


( Does  she  really  care? 
b she  alert,  encouraged, 
iositive  and  optimistic 
about  getting  completely 
iell  soon? 

( Or  has  she  given  in  to 
he  demoralizing  impact 
it  confinement,  disability 
tid  dependency? 

/When  functional  fatigue 
(implicates  convalescence, 
alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  BO  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  By),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

\ THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

/ Cincinnati,  Ohio  45215 
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absolutely  rejected  by  the  Department  for  reasons 
outlined  in  “A,  above.  At  this  point  it  was  obvious 
that  there  was  very  little  more  to  “negotiate.”  How 
ever,  the  Department  then  attempted  to  get  the 
WPS  negotiating  group  to  agree  that  those  phy- 
sicians signing  vendor  agreements  (or  having  such 
on  file)  with  the  Department,  would  accept  as  full 
payment  for  their  services,  bureau  fee  schedules 
including  whatever  proration  was  customary  in  the 
respective  bureau.  The  WPS  negotiating  group  re- 
jected this. 

C.  The  Department  then  asked  the  WPS  nego- 
tiating group  what  could  be  done.  After  extensive 
consultations  with  all  bureaus,  the  WPS  negotiating 
group  insisted  on  the  requirement  that  the  Depart- 
ment agree  to  pay  100  per  cent  of  established  fee 
schedules  effective  July  1,  1966  through  June  30, 
1967,  subject  to  re-negotiation  for  the  following 
year,  or  during  the  agreement  year  upon  30  days 
notice  of  either  party.  Such  an  agreement,  or  equiv- 
alent agreements,  were  signed  covering  all  counties 
in  the  state. 

5.  Plans  for  implementation  of  Title  XIX  for  the 
biennium  of  July  1,  1967  through  June  30,  1969, 
are  now  being  considered  by  the  Department  of 
Public  Assistance  and  budget  provisions  must  be  in 
the  hands  of  the  Governor  and  his  Central  Budget 
Agency  by  November  1,  1966,  for  consideration  and 
final  presentation  to  the  Legislature  in  January, 
1967. 

Thus,  Title  XIX  activities  for  the  next  two  years 
will  soon  be  irrevocably  determined  within  the  next 
few  months. 

6.  Previously— on  January  6,  1966— the  Associa- 
tion had  sent  the  following  information  to  all  WSMA 
Trustees;  Physician-members  of  the  Governor’s  Ad- 
visory Committee;  members  of  the  WSMA  Com- 
mittees on  Medical  Economics  and  Prepaid  Medical 
Care;  Presidents  and  Executive  Secretaries  of 
County  Medical  Societies;  all  members  of  WSMA 
(Medicare)  Technical  Advisory  Committees,  and 
Bureau  Managers. 

information  regarding  Title  XIX  of  public  law  89-97 
(medicare)— 

“In  attempting  to  come  to  grips  with  Title  XIX  of 
Public  Law  89-97  (Medicare),  it  is  vitally  important 
to  realize  that  Title  XIX  is  intended  to  accomplish 
the  following: 

‘By  1975 , all  needy  and  medically  needy , of 
all  ages,  are  (hopefully)  to  have  comprehensive 
(health)  care  and  ( health ) services  available 
through  this  program. 

“It  also  is  important  to  realize  that,  historically, 
health  care  and  health  services  have  been  provided 
to  the  needy  as  an  adjunct  to  provision  of  cash 
assistance;  assistance  in  kind  such  as  food  and  cloth- 


ing vouchers,  surplus  foods  and  clothing;  and  other 
direct  provision  of  goods  and  services  to  the  needy. 

“While  some  health  care  and  health  services  pre- 
viously have  been  provided  to  persons  who  were 
not  recipients  of  cash  grants  and  other  relief,  it  was 
not  until  1960  when  the  Kerr-Mills  law  was  passed 
that  official  recognition  was  given  to  the  principle 
that  government  (federal  and  state)  had  a respon- 
sibility to  provide  care  for  the  “medically  needy” 
aged,  i.e.,  those  persons  over  65  years  of  age  who 
are  able  to  support  themselves  economically  but  who 
do  not  have  adequate  income  or  resources  to  pay 
for  necessary  medical  and  hospital  expenses.  This 
program  became  known  as  Medical  Assistance  for 
the  Aged,  or  MAA. 

“The  thrust  of  Title  XIX  is  to  extend  this  principle 
of  tax-fund  financing  of  uniform  health  care  and 
health  services  to  all  persons  of  all  ages  who  come 
within  the  “needy”  and  “medically  needy”  cate- 
gories, and  to  do  so  by  1975.  However,  it  is  appar- 
ent that  Title  XIX  also  will  continue  to  provide  for 
health  care  and  services  for  those  needy  who  con- 
tinue to  receive  cash  and  other  kinds  of  public 
assistance  grants.  Therefore,  it  is  logical  that  de- 
terminations made  as  to  who  is  “medically  needy” 
will  take  into  consideration  the  “cost  of  living” 
criteria  used  by  public  assistance  departments  to 
determine  entitlement  of  the  “needy”  to  cash  and 
similar  grants. 

“Another  new  departure  in  Title  XIX  is  the  stand- 
ardization of  the  matching  formula  for  federal  funds, 
and  the  absence  of  a ceiling  on  the  amounts  the 
federal  agency  will  match.  In  the  cash  grants  pro- 
grams, the  federal  matching  applies  only  to  a fixed 
average  amount  per  recipient;  above  this  level  there 
is  no  federal  reimbursement.  Under  Title  XIX,  there 
will  be  one  standard  federal  matching  formula  for 
all  medical  assistance  programs  for  all  age  groups, 
and  the  total  amount  of  federal  funds  will  be  limited 
only  by  the  amounts  of  the  funds  each  state  decides 
to  appropriate  from  state  tax  funds  for  medical 
assistance  programs. 

“Thus,  we  can  expect  that  Title  XIX  medical 
assistance  programs  for  all  ages  will  expand  only 
to  the  extent  the  state  administration  and  the  state 
legislature  appropriate  state  funds  to  finance  the 
state’s  share  of  the  costs.  In  this  regard,  it  is  quite 
universally  understood  that  the  basic  problem  iir  all 
welfare  medical  care  programs  (including  Title  XIX) 
is  that  they  are  underfinanced  as  compared  with 
programs  financed  through  consumer  payment.  Wel- 
fare patients  are  not  paying  for  the  services,  there- 
fore someone  must:  in  this  case— the  state  taxpayers, 
and  the  federal  taxpayers.  The  majority  of  federal 
taxpayers  have  not  specifically  opposed  federal  tax- 
ation for  welfare  medical  care  programs  (perhaps 
because  federal  expenditures  for  this  purpose  are 
“lost”  within  a $100  billion  federal  budget),  but 
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state  taxpayers  are  highly  sensitive  and  do  sttc- 
cessfully  oppose  such  taxing  programs  via  state 
elections— principally  for  Governor,  but  also  for  the 
State  Legislature. 

comment 

“The  sensitivity  of  state  taxpayers  and  the  fact 
that  all  recipients  of  health  care  and  health  services 
under  Title  XIX  must  be  certified  with  regard  to 
economic  need,  indicate  that  Title  XIX  programs  are 
unlikely  to  expand  in  wildfire  fashion  in  the  State 
of  Washington. 

a Connecticut  viewpoint 

“Following  is  a quotation  from  a Connecticut 
State  Medical  Society  article  on  Medicare: 

“ ‘Title  XIX  has  the  broad  general  purpose  of 
expanding  and  supplementing  all  existing  programs 
of  public  assistance  for  health  services  which  are 
financed  on  a shared  basis  by  the  Federal  govern- 
ment and  participating  states,  and  of  furnishing  tax- 
supported  coverage  for  several  new  programs  in 
the  fields  of  tuberculosis,  mental  disease  and  re- 
habilitation. 

“ ‘The  scope  of  this  legislation  is  so  vast,  and  the 
details  of  its  proposed  modus  operandi  so  complex, 
that  it  is  clearly  beyond  the  competence  of  any  but 
bureaucratic  experts  to  interpret  their  immediate 
and  long-range  significance. 

“ ‘In  effect,  it  appears  that  Title  XIX  will  permit 
states  to  combine  all  public  assistance  medical  pro- 
grams under  one  gigantic  umbrella  until  December 
31,  1969,  and  thereafter  make  it  mandatory  for  them 
to  do  so  if  they  wish  to  continue,  to  qualify  to  receive 
Federal  funds.  Hence,  it  seems  likely  that  the  trend 
will  be  to  put  on  a uniform  footing  such  diverse 
existing  programs  as  Old  Age  Assistance,  MAA 
(Kerr-Mills),  Aid  to  Dependent  Children,  Aid  to  the 
Blind,  Aid  to  the  Disabled  and  sundry  others. 

“ ‘The  full  impact  of  this  combining  and  homog- 
enizing of  programs  will  probably  not  be  felt  for 
several  years  to  come,  nor  will  the  precise  terms  on 
which  physicians  will  be  invited  to  participate  be 
known.  Unless  history'  is  reversed,  however,  it  may 
be  anticipated  that  the  so-called  ‘new’  arrangements 
will  have  a distinct  welfare-type  orientation  about 
them,  and  retain  most  of  the  old  features  with 
which  most  doctors  have  become  so  familiar;  i.e., 
substandard  payments  for  all  providers  of  services, 
cost  and  utilization  control,  regulations  by  directive, 
many  forms  and  certificates  to  be  completed,  and 
so  forth. 

“ ‘The  Society  takes  no  position  on,  and  makes  no 
predictions  about,  how  well  or  how  poorly  this 
blanket  approach  will  meet  the  medical  needs  of 
the  people  concerned.  Based  on  the  past  advise- 


ments of  its  members  on  welfare  matters,  however, 
it  may  be  best  for  everyone  to  await  the  implemen- 
tation of  Title  XIX  with  the  time-honored  adage  in 
mind  that  ‘he  who  expecteth  nothing  shall  not  be 
disappointed’.’  ” 

the  California  viewpoint 

“California  (and  also  Illinois)  has  recently  passed 
state  legislation  which  is  designed  to  provide  the 
basic  state  legislation  necessary  for  the  state’s  mov- 
ing towards  the  implementation  of  Title  XIX  by 
1975.  (It  is  the  opinion  of  the  Washington  State 
Department  of  Public  Assistance  that  our  state’s 
present  legislation  is  adequate  and  that  no  addi- 
tional legislation  is  required.) 

“The  California  legislation— A. B.  5— also  contains 
legislative  intentions  in  specific  areas  of  adminis- 
tration. What  does  the  California  Act  attempt  to 
accomplish?  Our  reading  of  it  tells  us  that  it  is 
qualified  throughout  with  such  clauses  as  ‘to  the 
extent  practicable,’  ‘whenever  practicable  and  feasi- 
ble,’ ‘to  the  extent  feasible,’  and  ‘within  the  limits  of 
available  funds.’  Thus  the  possibility  of  runaway 
costs  is  anticipated  and  preventive  provisions  are 
written  into  the  Act. 

“Legislative  intent,  however,  is  pronounced  in  ihe 
California  Act.  This  is  particularly  important  in 
view  of  the  long-range  Title  XIX  program,  i.e.,  it 
sets  up  the  guidelines,  directions,  and  philosophy 
for  ‘comprehensive  program  of  medical  care  for  all 
medically  indigent  persons  by  1975,’  and  it  creates 
a statutory  Health  Review  and  Program  Council  to 
plan  for  its  development;  and  generally  attempts  to 
aim  the  program  in  the  direction  of  a commonality 
Title  XVIII  and  Title  XIX,  particularly  with  its  ref- 
erence to  (eventual)  use  of  pre-payment  mechanisms 
and  policies  for  welfare  programs  under  Title  XIX. 

“The  California  Act  stipulates  the  eligibility  cri- 
teria for  medical  indigents  and  otherwise  writes  into 
law  many  of  the  criteria  for  welfare  medical  care, 
which  in  the  State  of  Washington  currently  are 
within  the  province  of  the  Department  through  its 
rules  and  regulations.  In  considering  the  California 
Act,  it  is  well  to  ignore  its  provisions  relative  to 
county  administration  and  financing  as  these  have 
no  precise  parallel  in  the  State  of  Washington. 

“Specific  provisions  in  the  California  Act  aim  at 
establishing  free  choice  of  doctor  and  hospital,  and 
otherwise  equal  treatment  for  indigents  as  com- 
pared with  the  self-supporting  population  (‘within 
available  funds,’  of  course).  An  interesting  feature 
of  the  California  Act  in  this  regard  is  Section 
14000.2  which  permits  conversion  of  county  hos- 
pitals to  community  hospital  status.  Also,  the  Cali- 
fornia laws  permit  a 100  per  cent  takeover  of  both 
Title  XVIII  and  Title  XIX  by  the  state  by  the  simple 
process  of  not  renewing  with  the  “carriers.” 

continued  on  page  1100 
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Soyalac 

SOLVES  THE 


PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac's  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


D 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.A. 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
' FACE. 


t 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

vWflOBINS 


The  full  y 4 grain  of  phenobarb  in  the  formula 

V \ ' 'Wry'  /k \ 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


with  Codeine 

Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2!/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 

72  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . . 

/HH-DOBINS 

A H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


starts  fast... 
keeps  going... 
relieves  pain... 


effective  pain  relief  within  15  minutes... lasts  6 hours  or  more 


OPERC0DAN  relieves  pain  fast— usually 
within  15  minutes— and  for  prolonged 
periods,  usually  for  6 hours  or  more.  Fur- 
ther, its  speed  and  potency  are  predict- 
able in  the  wide  middle  range  of  pain. 
PERCODAN  is  well  tolerated  and  rarely 
causes  constipation.  Usual  Adult  Dose:  1 tablet 
every  6 hours.  Precautions:  The  habit-forming  po- 
tentialities of  Percodan  are  somewhat  less  than 
those  of  morphine  and  somewhat  greater  than 
those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Althougn 


generally  well  tolerated,  Percodan  may  cause 
nausea,  emesis  or  constipation  in  some  patients. 


Percodan  should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  aspirin  or  phenacetin, 


and  in  those  With  blOOd  dySCraSiaS.  Literature  on  request. 

PERCODAN  G 


Each  scored  yellow  Percodan  Tablet  contains  4.50  mg.  oxyco- 
done HCI  (Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homat- 
ropine  terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  U.  S.  Pats.  2,628,185  and  2,907,768 


ENDO  LABORATORIES  INC.,  Garden  City,  New  York 
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comment  on  the  California  act 
and  Washington's  situation 

1.  “In  general,  the  California  Act  creates  statu- 
tory provisions  which  currently  are  duplicated  in 
the  State  of  Washington  through  simple  basic  legis- 
lation plus  the  rules  and  regulations  of  the  Depart- 
ment of  Public  Assistance.  The  rigidity  of  the 
statute  approach  versus  the  flexibility  of  the  rules 
and  regulations  approach  should  be  carefully  con- 
sidered. 

2.  “Fee-for-service  as  compared  with  capitation 
fee  payment  for  physicians’  services  may  prove  to 
be  more  efficiently  attained  through  administrative 
policies  than  through  legislative  specification. 

3.  “Free  choice  of  doctor  and  hospital  (partic- 
ularly in  King  County)  may  be  attained  more  rapidly 
through  the  approaching  inter-phasing  of  Title 
XVIII  and  Title  XIX,  than  would  be  feasible  through 
attempted  legislative  action. 

4.  “Financing  of  these  programs  will  always  be 
the  No.  1 problem.  Legislative  and  initiative  action 
in  the  State  of  Washington  in  the  field  of  old-age 
pensions  and  medical  assistance  has  caused  serious 
runaway  costs  in  the  recent  past.  Initiative  No.  172, 
passed  by  the  people  in  1948,  was  repealed  by  the 
passage  of  Initiative  No.  178  in  1950.  However, 
Initiative  No.  172  ‘was  primarily  responsible  for 
causing  the  state  to  go  from  a general  fund  surplus 
of  approximately  $35  million  to  a deficit  of  about 
•S45  million.’  (The  quotation  is  from  the  Report  of 
the  Subcommittee  on  Public  Welfare  to  the  Wash- 
ington State  Legislative  Council  (1953-55  Biennium) 
Page  1— as  quoted  in  the  ‘Analysis:  Public  Assistance 
in  Washington  State,  1958’  by  the  Washington  State 
Research  Council.) 

By  1957,  another  815  million  had  been  added  to 
the  General  Fund  deficit  due  principally  to  the  carry- 
over effects  of  Initiative  No.  172.  Thus,  in  two 
years,  one  measure.  Initiative  No.  172,  caused  an 
$80  million  operating  loss  and  its  residual  effects 
another  815  million. 

5.  “This  experience  indicates  a need  for  exer- 
cising extreme  caution  in  considering  an  attempt  to 
obtain  statutory  eligibility  standards  and  similar 
mandatory  legislative  criteria  for  medical  assistance 
programs. 

6.  “It  also  is  noteworthy  to  observe  that,  con- 
sidering the  components  and  structure  of  welfare 
programs,  the  State  Department  of  Public  Assistance 
has  been  quite  successful,  through  administrative 
management,  in  maintaining  a degree  of  balance, 
in  the  order  enumerated,  among  such  factors  as: 
(a)  availability7  of  funds;  (b)  care  of  recipients; 
(c)  payment  of  providers  of  services,  and  (d)  consid- 
eration for  the  private  practice  of  medicine,  and  free 
choice  of  doctor  and  hospitals.” 


7.  On  July  29,  1966,  the  following  communica- 
tion was  mailed  to  members  of  the  WSN1A  State 
Department  of  Public  Assistance  (Advisory)  Com- 
mittee, members  of  the  WSMA  Pediatrics  Technical 
Advisory  Committee,  and  representatives  of  the 
King  County  Medical  Society  (due  to  that  Society’s 
particular  problem  concerning  the  King  County 
Hospital). 

Information  for  August  4 Meeting  on  Title  XIX 
of  Public  Law  89-97  (Medicare) 

“Your  staff  met  with  Robert  P.  Hall  on  Wednes- 
day, July  27,  1966,  for  the  purpose  of  preparing 
discussion  material  for  our  meeting  with  Dr.  Hall 
and  Mr.  Sydney  Smith,  new  Director  of  the  State 
Department  of  Public  Assistance,  on  August  4,  1966, 
in  the  Office  of  the  Director  in  Olympia. 

“This  memorandum  is  being  mailed  to  all  who 
were  invited  in  the  belief  that  it  can  be  of  value  as 
information  to  those  who  cannot  attend  the  August 
4 meeting,  and  as  a help  towards  structuring  the 
August  4 discussions  for  those  who  will  be  able 
to  attend. 

“In  conversations  with  the  Department  on  July 
27,  your  staff  learned  the  following: 

1.  “The  Department  has  published  a paper  on 
an  “Overview”  of  Title  XIX.  (A  copy  is  included 
in  this  Report.) 

2.  “The  Title  XIX  “plan”  which  has  been  ap- 
proved (with  some  ongoing  amendments)  by  the 
U.S.  Department  of  Health,  Education  and  Welfare 
is  a 200-page  document  containing  quite  technical 
language  setting  forth  the  program  by  which  the 
Department  of  Public  Assistance  plans  to  implement 
Title  XIX  during  the  balance  of  the  current  bi- 
ennium (period  of  July  1,  1966  through  June  30, 
1967)  and  thereafter. 

3.  “An  approved  “plan”  must  be  in  conformance 
with  the  basic  law,  Title  XIX  of  Public  Law  89-97 
(Medicare),  and  with  the  rules  and  regulations  for 
Title  XIX  as  developed  by  the  Department  of  HEM'. 
The  “plan”  also  must  be  in  conformance  with  exist- 
ing state  laws  governing  the  Department  of  Public 
Assistance. 

4.  “The  “plan”  is  of  public  record.  However,  it  is 
still  in  the  process  of  amendment  and,  additionally, 
its  language  is  highly  technical. 

5.  “The  Department,  at  least  during  the  current 
fiscal  year  (July  1,  1966  through  June  30,  1967) 
expects  to  pay  participating  physicians  on  a fee-for- 
service  basis  at  100  per  cent  of  up-to-date  countv 
medical  bureau  fee  schedules  on  file  with  the  De- 
partment. 

6.  “Under  the  new  program,  the  vast  majority  of 
recipients  of  public  assistance  65  years  of  age  and 
older  will  have  Medicare  coverage  under  Title 
XVIII  with  the  Department  paying  the  $50  deducti- 
ble and  the  20  per  cent  co-insurance.  All  of  these 
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individuals  are  entitled  to  free  choice  of  participat- 
ing physicians  and  free  choice  of  participating 
hospitals  in  all  counties  in  the  state.  (If  the  De- 
partment is  to  pay  the  deductible  and  co-insurance 
in  cases  where  these  payments  involve  surgery,  prior 
authorization  must  be  requested  on  Form  SF  5873, 
and  approval  given  before  the  physician  can  be 
assured  that  the  Department  will  pay  the  $50  and 
20  per  cent.) 

The  physician  is  required  to  accept  assignment 
of  all  benefits  accruing  to  these  recipients  of  public 
assistance  65  years  of  age  and  older  as  a condition 
of  payment  by  the  Department  for  medical  deduc- 
tibles and  co-insurance. 

7.  “All  recipients  of  public  assistance  under  the 
age  of  65  will  have  free  choice  of  participating 
physicians  and  free  choice  of  pariteipating  hospitals 
in  all  counties  in  the  state  except  King,  Clark  and 
Pierce,  subject  to  processing  of  authorization  forms 
which  will  be  fewer  in  number  than  have  been 
required  in  the  past. 

8.  “In  King  County,  all  recipients  of  public  assist- 
ance under  the  age  of  65  (other  than  non-continuing 
and  the  medical  indigent)  may  select  a participating 
physician  of  their  choice,  or  may  elect  to  use  the 
out-patient  clinic  facilities  of  the  King  County  Hos- 
pital. Services  by  the  physician  are  limited  to  home 
and  office  calls,  nursing  home  calls,  and  X-ray, 
laboratory,  and  refractions  when  authorized  by 
SF  5873. 

Recipients  under  the  age  of  65  in  King  County 
are  required  to  use  the  facilities  of  the  King  County 
Hospital  for  all  in-patient  services.  This  is  necessary 
as  the  Department  finances  the  operation  of  the 
King  County  Hospital  system.  For  this  reason,  it 
is  not  economically  feasible  to  permit  recipients 
under  the  age  of  65  to  use  the  facilities  of  other 
private  hospitals  in  Seattle  and  King  County.  (An 
act  of  the  State  Legislature  would  be  required  to 
change  this  requirement.) 

In  Pierce  and  Clark  Counties,  county  hospitals 
also  must  be  utilized.  However,  there  is  substantially 
greater  free  choice  of  participating  physicians  in 
those  counties. 

9.  “Regulations  covering  the  authorization,  billing 
and  related  details  of  the  new  program  have  been 
mailed  on  June  22  and  July  13,  1966,  to  all  partici- 
pating physicians  in  the  state.  Participating  physi- 
cians are  those  who  have  signed  a vendor’s  contract 
and  agreement  with  the  Department  in  which  they 
agree  to  adhere  to  the  Department’s  rules  and  regu- 
lations and  to  established  fee  schedules. 

10.  “The  Department’s  implementation  of  Title 
XIX  for  the  current  fiscal  year  calls  for  the  provision 
of  more  comprehensive  services  being  rendered  to 
some  public  assistance  recipients  than  has  been 
the  case  in  the  past.  These  additional  services  are 

continued  on  page  1104 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate  j 


. THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


—OMNIPEN 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


‘Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  co/i,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
liridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella , including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
rions  due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
t.'illin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SGOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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required  by  the  basic  federal  law.  Provision  of 
medical  services  to  some  new  recipients  is  also 
included  under  the  law’s  requirements.  Last  year, 
approximately  3,500  persons  per  month  received 
some  kind  of  health  services  through  the  Depart- 
ment. Under  the  current  year’s  plan,  it  is  expected 
that  this  number  will  rise  to  approximately  6,000 
per  month,  most  of  the  increase  being  in  physicians’ 
office  calls  and  prescriptions. 

11.  “Title  XIX  can  be  expanded  in  a large  way 
only  by  an  increase  in  state  appropriations.  The 
State  of  Washington’s  financial  condition  and  Con- 
stitutional tax-base  limitations  indicate  that  this 
state  will  not  face  expansion  of  the  Title  XIX 
program  except  on  a quite  gradual  basis.  However, 
this  is  subject  to  change  should  the  U.S.  Congress 
and  the  Department  of  HEW  establish  mandatory 
liberal  standards  of  eligibility  and  benefits. 

12.  “It  is  difficult  to  project  the  future  shape  of 
Title  XIX  in  our  state.  We  should  ask  Dr.  Hall 
about  his  estimates  of  the  future. 

additional  information 

A.  “Representatives  of  the  King  County  Medi- 
cal Society’s  governing  body  are  being  invited 
to  meet  with  the  Executive  Committee  of  the 
Washington  State  Medical  Association  at  an  early 
date  following  the  August  4 meeting  for  the  pur- 
pose of  discussing  problems  of  immediate  con- 
cern with  reference  to  Title  XIX,  particularly 
with  regard  to  the  King  County  Hospital. 

B.  “Other  meetings  relative  to  Title  XIX  will 
be  held  with  the  governing  bodies  of  the  remain- 
ing 26  county  medical  societies,  and  with  WSMA’s 
Medicare  Technical  Advisory  Committees  con- 
sisting of  representatives  of  WSMA  Sections  and 
medical  specialty  societies. 

C.  “The  Executive  Committee  of  the  Washing- 
ton State  Medical  Association  is  in  the  process 
of  offering  the  State  Department  of  Public  Assist- 
ance a Medical  Advisory  Committee  mechanism 
to  provide  the  Department  with  official  and 
orderly  access  to  advice  and  counsel  on  pro- 
gramming, including  the  advice  of  WSMA  Tech- 
nical Advisory  Committees  representative  of  the 
various  medical  specialties.  This  system  is  work- 
ing in  a most  satisfactory  manner  with  the  State 
Department  of  Health  relative  to  Title  XVIII 
(Medicare),  and  it  is  believed  the  same  system 
will  be  most  effective  and  helpful  to  the  Depart- 


ment of  Public  Assistance  with  regard  to  Title 
XIX.” 


Title  XIX:  Medical  Care  Program— A Brief  Overview 

The  Social  Security  Amendments  of  1965  (Public 
Law  89-97),  enacted  on  July  30,  1965,  added  two 
new  titles  to  the  Social  Security  Act.  The  better 
known  of  these,  Title  XVIII— Health  Insurance  for 
the  Aged,  goes  into  effect  July  1,  1966,  and  will 
provide  hospital  insurance  benefits  and  optional 
supplementary  medical  insurance  benefits  for  per- 
sons age  65  and  over  who  are  entitled  to  Social 
Security  or  Railroad  Retirement  benefits,  regardless 
of  whether  they  are  actually  drawing  retirement 
benefits.0  Title  XIX— Grants  to  states  for  Medical 
Assistance  Programs,  authorizes  federal  grants  to 
states,  under  a single  matching  formula,  for  medical 
assistance  for  most  persons  receiving  public  assist- 
ance money  payments  and  for  certain  other  medi- 
cally needy  persons,  including  those  now  receiving 
benefits  under  the  Medical  Assistance  for  the  Aged 
(Kerr-Mills)  program  and  many  of  those  now 
covered  by  the  Medical  Only  program. 

As  of  January  1,  1966,  states  had  the  option  of 
participating  under  Title  XIX  or  continuing  under 
their  existing  plan.  Several  states  initiated  Title  XIX 
programs  as  of  January  1,  1966.  After  December  31, 
1969,  the  Federal  Government  will  discontinue 
matching  for  medical  care  vendor  payments  through 
the  individual  public  assistance  titles.  This  provi- 
sion will,  in  effect,  make  the  initiation  of  a Title 
XIX  program  mandatory  in  all  of  the  states  effective 
January  1,  1970.  The  federal  share  of  the  cost 
ranges  from  50  to  83  per  cent  with  the  highest 
matching  to  the  lowest  income  states.  There  is  no 
ceiling  on  the  amount  of  federal  reimbursement. 

The  provisions  of  Title  XIX  are  designed  to 
assist  and  encourage  states  to  develop  medical 
assistance  programs  of  high  quality  and  compre- 
hensive coverage.  A state  must  make  a satisfactory 
showing  that  it  is  making  efforts  in  the  direction 
of  broadening  the  scope  of  medical  care  and 
services,  and  of  liberalizing  the  eligibility  require- 
ments for  medical  assistance,  with  a view  toward 
furnishing,  by  1975,  comprehensive  medical  care 
and  services  to  all  eligible  persons,  including  services 
to  enable  those  persons  to  attain  or  retain  inde- 
pendence or  self-care. 

‘Coverage  will  also  extend  to  others  not  entitled  to 
retirement  benefits  who  are  now  65  or  who  will  become 
65  before  1968. 


Report  will  be  continued  in  the  January  issue. 
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Balanced 
Postgraduate 
Curriculum 

LUCIUS  D.  HILL,  M.D. 

The  November  issue  of  northwest  medicine 
contained  five  outstanding  articles  dealing  with  post- 
graduate medical  education.  In  addition,  there  were 
two  excellent  editorials:  one  dealing  with  the  Millis 
and  Flexner  reports  and  the  other  a succinct  state- 
ment pertaining  to  the  dynamic  nature  of  medical 
education— they  attest  the  nation-wide  interest  and 
changing  attitude  toward  medical  education. 

There  is  a general  reawakening  of  the  idea  that 
the  physician  must  remain  a student  and,  when- 
ever possible,  a teacher,  throughout  his  active  medi- 
cal life.  The  idea  that  medical  education  is  a terminal 
affair,  ending  with  the  departure  of  the  trainee  from 
the  academic  environment,  is  fast  disappearing. 
Medical  knowledge  is  expanding  and  changing  at  an 
ever  increasing  pace  to  the  point  that  yesterday’s 
curriculum  is  outmoded  today.  Need  for  continuing 
education  is  obvious,  as  is  need  for  continuing 
change  and  upgrading  of  the  educational  process. 

Recent  reports,  such  as  the  Millis  report  and 
other  exhaustive  treatises  on  continuing  medical 
education,  indicate  clearly  that  new  methods  of 
teaching  must  be  sought  which  will  have  the  ulti- 
mate goal  of  benefiting  the  patient,  by  modifying 
and  improving  the  actual  practice  of  medicine.  As 
Rising  has  pointed  out,  the  medical  schools,  which 
should  be  leaders  in  continuing  medical  education, 
are  among  the  most  backward  in  this  regard.  Of  the 
84  medical  schools  in  the  United  States,  only  18 
have  recognized  the  possibilities  in  this  field  to  the 
extent  of  establishing  departments,  offices  or  sections 
on  continuing  medical  education,  and,  of  these,  less 
than  half  are  described  as  supplying  organized, 
continuing  medical  education  courses  to  physicians. 
It  is  safe  to  predict  that  many  more  medical  schools 
will  establish  departments  of  continuing  education 
and  supply  courses  to  physicians. 

It  has  been  encouraging,  in  our  conversations  with 
the  faculty  of  the  University  of  Washington,  to 
note  that  there  has  been  emphasis  on  postgraduate 
education  as  a continuum  to  supply  circuit  courses 
to  physicians.  Moreover,  there  has  been  an  even 
more  encouraging  discussion  regarding  the  role  of 


PRESIDENT’S  page 

the  practicing  physician,  not  only  as  a student  of 
these  courses  but,  where  possible,  as  a participant 
and  a teacher  in  the  postgraduate  medical  education 
curriculum.  There  is  no  better  way  to  stimulate  the 
talented  physician,  and  bring  him  more  closely  into 
the  postgraduate  teaching  process,  than  to  involve 
him  as  a participant  whenever  possible. 

Many  outstanding  medical  school  faculties  have 
consisted  of  a small  core  of  full  time  teachers,  aug- 
mented by  large  staffs  of  clinical  or  part  time  teach- 
ers who,  in  addition  to  being  outstanding  practi- 
tioners in  their  community,  have  also  been  great 
teachers.  Johns  Hopkins,  the  University  of  Penn- 
sylvania, the  Harvard  faculty  at  Massachusetts  Gen- 
eral Hospital  and  the  University  of  Virginia,  to 
mention  a few,  have  retained  this  blend  of  clinical 
and  full  time  faculty.  A broadening  of  the  clinical 
or  part  time  faculty  not  only  serves  to  interest  the 
physician  in  continuing  medical  education,  but  ce- 
ments the  relationship  of  the  medical  school  with  the 
medical  community. 

It  is  obvious  that  participation  in  a postgraduate 
medical  education  program  is  a great  responsibility. 
It  is  difficult  for  a busy  practitioner  to  prepare  a 
postgraduate  course  and  to  take  time  from  practice 
to  travel  on  circuit  courses  and  deliver  the  material. 
Some  sacrifice  on  the  part  of  the  practicing  physi- 
cian, in  this  regard,  must  be  made.  The  time  devoted 
as  a student  or  a teacher  may  soon  be  viewed  as  an 
essential  part  of  the  practice  of  medicine. 

In  an  effort  to  bring  about  a closer  relationship 
among  the  practicing  physicians  and  the  various 
centers  interested  in  putting  on  postgraduate  courses 
in  medical  education  programs,  your  State  Associ- 
ation is  meeting  with  representatives  of  the  medical 
schools  and  with  James  Haviland,  a member  of  the 
American  Medical  Association  Council  on  Medical 
Education,  to  take  a look  at  the  spectrum  of  post- 
graduate medical  programs  in  this  area.  We  hope 
to  coordinate  existing  programs,  develop  new  pro- 
grams, involve  more  practicing  physicians. 

On  one  weekend,  five  separate  medical  programs 
were  held  in  Seattle.  Many  physicians  were  desirous 
of  attending  all  of  these  courses  and  would  have 
benefited  from  each  of  them.  With  proper  coordina- 
tion, this  kind  of  conflict  might  well  be  avoided.  In 
addition  to  coordination,  we  would  hope  to  bring 
qualified  physicians  into  the  postgraduate  courses 
as  teachers.  A blend  of  practical  experience  as  ex- 
pounded by  the  practicing  physician,  coupled  with 
theoretical  knowledge  from  the  laboratories  of  the 
various  medical  centers,  should  produce  a well- 
balanced  postgraduate  curriculum  which  would  in- 
deed be  effective  in  modifying  the  practice  of  medi- 
cine to  the  benefit  of  the  patient.  ■ 


1105 

Northwest  Medicine,  December  1966 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  ¥2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2Vz,  Aspirin  gr.  3 V2 , Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  N.  Y. 


REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine 
may  be  borrowed  by  any  subscriber.  Write  Miss  Ruth 
Harlamert,  Librarian,  King  County  Medical  Society  Li- 
brary, Room  105,  Cobb  Bldg.,  Seattle,  W'n.  98101.  The 
library  appreciates,  but  does  not  demand,  reimbursement 
for  postage. 


Oral  antidiabetic  therapy  1956-1965:  With  particular 
reference  to  Tolbutamide  (Orinase). 

By  H.  A.  Tucker,  M.D.,  Medical  Division,  The  Upjohn  Company, 
Kalamazoo,  Michigan.  676  pp.  Price  $13.50.  Charles  C Thomas, 
Springfield,  III.,  1965. 

This  book  is  a list  of  600  references  of  oral  anti- 
diabetic therapy  prepared  by  H.  A.  Tucker  of  the 
Medical  Division  of  the  Upjohn  Company.  There  are 
abstracts  of  papers  which  are  deemed  of  value  for 
Tolbutamide.  All  references  and  abstracts  are  ar- 
ranged chronologically  for  the  decade.  There  is  a 
summary  devoted  to  the  action  of  Tolbutamide,  the 
indications,  selection  of  patients,  use  in  early  mild 
diabetes,  precautions,  contraindications,  side-effects, 
dosage,  etc.  The  material  in  the  summary  is  con- 
tained in  the  pharmalogical  insert  that  accompanies 
each  package  of  Orinase  or  Orinase  Diagnostic, 
Sodium  Tolbutamide.  This  book  is  the  source  of  con- 
siderable information  of  a genuinely  useful  drug  in 
the  treatment  of  diabetes.  There  is  further  value  in 
the  historical  development  of  this  drug  which  has 
kindled  interest  in  these  errors  of  metabolism. 

HOWARD  M.  HACKEDORN,  M.D. 


Neurological  surgery  of  trauma 

Prepared  and  published  under  the  direction  of  Lieutenant 
General  Leonard  D.  Heaton,  The  Surgeon  General,  United 
States  Army.  Colonel  John  Boyd  Coates,  Jr.,  MC,  USA,  Editor 
in  Chief.  Arnold  M.  Meirowsky,  M.D.,  Editor.  604  pp.  Illustrated. 
Price  $6.25.  Office  of  the  Surgeon  General,  Department  of  the 
Army,  Washington,  D.  C.,  1965. 

In  view  of  our  current  intensified  preparation 
for  military  action  and  the  increasing  number  of 
accidents  in  industry  and  on  highways,  this  volume 
is  an  extremely  valuable  contribution.  The  book  has 
been  prepared  by  teachers,  authors  and  surgeons 
well  known  for  their  work  in  the  field  of  trauma. 
Although  dealing  largely  with  trauma  to  the  central 
and  peripheral  nervous  system,  many  other  import- 
ant aspects  of  treatment  of  the  injured  patient  are 
discussed.  For  example,  there  is  an  excellent  review 
of  the  urological  problems  encountered  in  spinal 
cord  injury.  Editor  Meirowsky  as  well  as  other  emi- 
nent contributors  have  summarized  in  detail  the  ex- 
periences and  results  of  treatment  of  patients  suf- 
fering trauma  in  the  Korean  War.  Speedy  evacua- 


tion by  air  has  made  possible  early  definitive  treat- 
ment and  has  radically  changed  ideas  and  methods 
prevalent  thirty  years  ago.  As  pointed  out  by  Meir- 
owsky the  book  is  an  attempt  to  document,  analyze 
and  publish  the  concepts  of  management  of  wounds 
to  the  nervous  system  learned  to  date  so  that  dis- 
covered facts  will  not  have  to  be  relearned  by  addi- 
tional hard  experience. 

Because  of  the  numerous  authors  there  is  some 
duplication  of  covered  subject  matter  but  this  by 
no  means  makes  the  book  tedious  or  dull.  The  spe- 
cific, clear  instructions,  including  surgical  technic 
marks  the  book  as  superexcellent  for  the  neurosurgeon 
in  training  and  because  of  the  extensive  bibliogra- 
phies the  experienced  neurosurgeon  will  find  it  a 
valuable  reference  work. 

The  quality  of  the  paper,  the  type  and  the  for- 
mat are  very  good.  Illustrations  are  abundant  and 
clear.  There  are  very  few  errors  in  printing.  (Fig- 
ures 193  and  194  should  be  interchanged  and  Figure 
208  is  upside  down).  The  low  price  should  put  the 
volume  on  the  bookshelf  of  every  physician  even 
though  he  is  remotely  interested  in  the  subject  of 
trauma. 

JOHN  RAAF,  M.D. 


Doctor’s  Wallet 


Holds  money,  prescription  pad,  doctor’s  cards  and  his 
own  pen  or  pencil  in  a finely  crafted  imported  English 
Morocco  case,  black  or  brown. 

$io°° 

EACH— 2 FOR  M800 

Add  50<*  Postage  and  Handling 
NO  C.O.D. 

BENTLEY  SALES 

821  Market  Street 
San  Francisco,  Calif.  94103 
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IDAHO 


Idaho  State  Medical  Association— 3*o  sonna  building,  Boise,  Idaho  83702 


president  A.  Curtis  Jones,  Jr.,  M.D.,  Boise 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  Armaiul  L.  Bird,  Boise 
annual  meeting,  June  28-July  1.  1967,  Sun  Valley 

Industrial  Committee  Meefs 

The  Industrial  Medical  Committee  of  the  Idaho 
State  Medical  Association  met,  October  15,  in  Boise, 
at  the  call  of  James  J.  Coughlin,  Boise,  Chairman,  to 
discuss  need  for  revision  of  the  workmen’s  compen- 
sation fee  schedule. 

Committee  members  present  besides  Dr.  Cough- 
lin, were  David  W.  Heusinkveld,  Lewiston;  Russell 
Tigert,  Jr.,  Soda  Springs,  and  Richard  P.  Sutton, 
Burley.  Leland  K.  Krantz,  Idaho  Falls,  was  unable 
to  attend. 

Association  offices  present  included  President 
A.  Curtis  Jones,  Jr.,  and  Secretary-Treasurer  William 
R.  Tregoning,  both  of  Boise. 

Ada  County  Names  Delegates 

Ada  County  Medical  Society  has  elected  Delegates 
and  Alternate  Delegates  for  the  coming  year.  They 
are: 

Delegates:  S.  Hugh  Atchley,  James  H.  Hawley, 
Max  D.  Gudmundsen,  Leon  W.  Xowerski,  Richard 
O.  Vycital,  Gustav  E.  Rosenheim,  William  D.  For- 
ney, Clayton  C.  Morgan,  George  E.  Weick,  H.A.P. 
Myers  and  Frank  W.  Crowe,  all  of  Boise. 

Alternate  Delegates:  Bernard  O.  Strouth.  Quentin 
E.  Howard,  David  A.  Weeks,  Carl  M.  Johnston, 
Ralph  R.  Jones,  Paul  F.  Miner,  Miles  W.  Thomas, 
James  J.  Coughlin,  Man  L.  Holdren,  Theodore  R. 
Florentz,  Robert  D.  Jenkins,  Martha  D.  Jones,  and 
John  W.  Swartley,  all  of  Boise. 

Hospital  Group  Elects 

Mr.  James  Rosenbaum,  Assistant  Administrator, 
Magic  Valley  Memorial  Hospital,  Twin  Falls,  be- 
came President  of  the  Idaho  Hospital  Association 
at  its  33rd  annual  meeting  October  15-19,  1966, 
at  Sun  Valley. 

Mr.  Leon  C.  Felder,  Administrator  of  St.  Bene- 
dict’s Hospital,  Jerome,  was  named  President-Elect 


and  Sister  M.  Peter  James,  Administrator,  St.  Al- 
phonsus  Hospital,  Boise,  was  elected  Secretary- 
Treasurer. 

The  Idaho  State  Medical  Association  was  repre- 
sented at  the  meeting  by  President-Elect  James  R. 
Kircher,  Burley,  and  Executive  Secretary  Bird. 

Mr.  John  Hutchison,  Boise,  is  Executive  Director 
of  the  Association. 

Bureau  Report 

During  the  annual  meeting  of  members  and  offi- 
cers of  the  North  Idaho  Medical  Service  Bureau 
held  in  Lewiston  recently.  Executive  Director  John 
C.  Goplerud  reported  that  physicians  in  the  10 
north  Idaho  counties  received  a total  of  8659,435.78 
for  their  services  for  the  year  ending  August  31, 
1966.  while  hospitals  received  $773,529.62  during 
the  same  period.  Administrative  costs,  according  to 
Mr.  Goplerud,  for  the  physicians-sponsored  pre- 
paid medical,  surgical,  hospital  program  for  the 
year  amounted  to  8.5  per  cent. 

Southeast  Idaho  District  Medical  Society 

Leander  W.  Riba,  Chicago,  Professor  of  Urology 
at  Northwestern  University  Medical  School,  was 
guest  speaker  at  the  meeting  of  the  Southeast  Idaho 
District  Medical  Society,  Friday,  November  3,  in  the 
Bannock  Hotel,  Pocatello.  The  subject  was  “Retro- 
pubic Prostatectomy  and  Intrapelvic  Hernial  Re- 
pair.” After  the  scientific  program,  films  of  Dr. 
Riba’s  bear  and  tiger  hunts  were  shown. 

Vaccines  to  Doctors  Only 

Vaccines  and  skin  test  supplies  furnished  by  the 
Preventive  Medicine  Division,  Idaho  Department  of 
Health,  to  individuals  and  agencies  other  than 
health  departments  will  be  sent  only  to  physicians 
medically  responsible  for  their  administration,  John 
A.  Mather,  Director,  reports.  He  said  that  vaccina- 
tion and  testing  programs  should  be  directed  only  by 
persons  licensed  to  practice  medicine  and  surgery 
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in  the  state  and  the  physicians  may  delegate  the 
administration  to  others. 

Southwestern  Society  Elects 

New  officers  of  the  Southwestern  Idaho  District 
Medical  Society  for  the  coming  year  include: 
President:  Oaks  H.  Hoover,  Caldwell 
President-Elect:  Eugene  C.  Carroll,  Payette. 
Secretary:  Aldon  L.  Poulsen,  Caldwell 
Treasurer:  Fred  H.  Helpenstell,  Nampa 

Boise  Valley  Chapter,  ACS 

Winter  meeting  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons  was  held  at  the  Owy- 
hee Hotel,  Boise,  Saturday,  December  3.  Guest 
speaker  at  the  session  was  Frank  F.  Albritten,  Jr., 
Kansas  City,  Professor  and  Chairman,  Department 
of  Surgery,  University  of  Kansas  School  of  Medi- 
cine. Dr.  Albritten  presented  a lecture  on  “Main- 
tenance of  Respiratory  Function  During  and  Follow- 
ing Surgical  Operations.” 

Three  Idaho  surgeons  were  listed  for  induction 
as  new  members  of  the  American  College  of  Sur- 
geons at  mid-October  ceremonies  at  San  Francisco. 
They  were  Quentin  E.  Howard,  Boise;  Warren  T. 
Sutton,  Idaho  Falls,  and  H.  Kent  Staheli,  Pocatello. 

Scientific  Session  at  McCall  in  March 

The  Ada  County  Medical  Society-Southwestern 
Idaho  District  Medical  Society  combined  scientific 
session  will  be  held  at  Shore  Lodge  in  McCall, 


March  3,  4,  5,  1967,  John  M.  Ocker,  Jr.,  Boise, 
Co-Chairman  of  the  program  committee,  reports  and 
suggests  all  skiers  note  the  dates. 

State  Board  of  Medicine 

Four  Temporary  Licenses  were  granted  during 
October:  Harold  E.  Dittemore,  Sandpoint.  Graduate, 
University  of  Kansas  School  of  Medicine,  Kansas 
City,  June  8,  1953.  Internship,  St.  Mary’s  Hospital, 
Kansas  City,  Missouri,  July  1953-1954.  Granted 
TL-376  October  13,  1966.  General  practice.  Richard 
L.  Lillard,  Woodbridge,  Connecticut.  Graduate, 
Creighton  University  School  of  Medicine,  Omaha, 
June  4,  1953.  Internship,  Creighton  Memorial  St. 
Joseph’s  Hospital,  Omaha,  July  1953-1954.  Path- 
ology Residency,  Penrose  Hospital,  Colorado  Springs, 
September  1962-June  1963.  Radiology  Residency, 
V.A.  Hospital,  Denver,  July  1963-1965;  and  Yale- 
New  Haven  Medical  Center,  New  Haven,  July 
1965- July  1966.  Granted  TL-377  October  17,  1966. 
Radiology.  Noah  W.  Klein,  Boise.  Graduate,  Uni- 
versity of  Kentucky  College  of  Medicine,  Lexing- 
ton, May  10,  1965.  Internship,  University  of  New 
York  Upstate  Medical  Center  Hospitals,  Syracuse, 
July  1,  1965-June  30,  1966.  Granted  TL-378  Octo- 
ber 28,  1966.  Public  Health.  John  D.  Johnson, 
Twin  Falls.  Graduate,  Northwestern  University  Med- 
ical School,  Chicago,  June  16,  1952.  Internship,  St. 
Lukes-Presbyterian  Medical  Center,  Chicago,  July  1, 
1952-June  30,  1953.  Residency,  Veterans  Admin- 
istration Hospital,  Denver,  1953-1954;  U.S.  Naval 
Hospital,  Philadelphia,  1959-1965.  Granted  TL-379, 
October  31,  1966.  Surgery.  ■ 


X-RAY  OF  MONTH  ON  PAGE  1073 


The  patient’s  uncle,  grandfather,  and  a cousin, 
had  frequent  episodes  of  rectal  bleeding  and  the 
patient  has  two  children  who  have  passed  blood 
per  rectum. 

Surgery  revealed  pseudopolyp  formation  of  the 
mucosa  covering  a markedly  proliferated  venous 
network  with  various  stages  of  hemorrhage,  fibrosis 
and  pigmentation. 

The  pathological  diagnosis  was  multiple  capillary 


telangiectasia  (Rendu-Osler-Weber  disease). 

This  disease  is  transmitted  by  either  sex,  usually 
as  a simple  autosomal  dominant.  Clinical  findings 
include  recurring  multiple  telangiectases  and  angi- 
omas of  the  skin  and  mucous  membranes  with  bleed- 
ing from  the  face,  tongue,  lips,  gastrointestinal,  res- 
piratory or  genito-urinary  tracts. 

See  also  last  month’s  x-ray  of  pulmonary  arterio- 
venous fistula,  due  to  Rendu-Osler-Weber  disease. 


1109 

Northwest  Medicine,  December  1966 


In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  fn  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis. salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  detaiis,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  au-.su 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  ButazolidinS,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate.  ISO  mg.;  homatropine  methylbromlde,  1.25  mg. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
jcurnal.  Each  line  and  partial  line  is  charged  at  $1.50.  - 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of 
issue.  Proof  is  not  shown.  Copy  of  add  as  it  appeared  in  the 
journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


EXCELLENT  GP  OPPORTUNITY  TO  ASSOCIATE— With  2 very 
busy  practitioners.  One  with  residency  in  surgery  pre- 
ferred. Choice  of  hospital  facilites.  Seattle  area  with  the 
finest  boating  and  fishing  available.  Write  Box  3-C, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash.  98121. 


INTERNIST Board  certified  or  eligible  to  join  8-man 

multi-specialty  group.  Southwestern  Oregon  drawing  area 
of  50.000.  Two  accredited  70-bed  hospitals  close  by.  Write 
Manager,  Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Oregon. 
Phone  267-7091. 


POSITION  FOR  GENERAL  PRACTICE— In  small  group  practice 
at  Deer  Park,  Wash.  Clinic  located  in  a fully  equipped, 
26-bed  hospital,  licensed  and  accredited.  Community  locat- 
ed 20  miles  north  of  Spokane.  Generous  benefits,  wonder- 
ful year-round  recreational  area.  Write  E Hiemstra,  M.D., 
Tri-County  Hospital  Association.  Box  547,  Deer  Park, 
Wash.  99006. 


EXCELLENT  GP  PRACTICE  NEAR  SPOKANE-Grossing  $50,000. 
Good  hospital  and  medical  facilities.  Adequate  office 
space,  completely  equipped.  Write  Box  12-C,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wash.  98121. 


SOUTHCENTRAL  IDAHO  GENERAL  PRACTICE-Grossing  $60,000. 
Located  in  prosperous  farming  community,  short  distance 
from  fully  accredited  hospital.  Office  completely  equipped, 
records  and  patients  referred  to  physician  assuming  re- 
mainder of  4'2  year  lease  on  building.  No  purchase  or 
investment  required.  Physician  leaving  to  complete  resi- 
dency training.  Write  Box  14-C.  Northwest  Medicine.  500 
Wall  St„  Seattle,  Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C,  Northwest  Medicine.  500 
Wall  St.,  Seattle,  Wash.  98121. 


EXCELLENT  SOLO  PRACTICE-Baker.  Oregon.  Ideal  year 
around  climate.  Finest  skiing,  hunting  and  fishing  in 
N.W.  County  of  18.000  with  7 GP's  and  1 surgeon.  Avail- 
able after  January  1,  1967.  Equipment  owned  and  modern 
office  rented.  Also  available,  2 story  5 bedroom  com- 
pletely redecorated  home.  Pilot  physician  joining  F.A.A. 
Write  Box  16-C.  Northwest  Medicine.  500  Wall  St.,  Seattle. 
Wash.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Our  recruiting,  screening 
and  referral  services  can  be  of  valuable  assistance  to  you 
in  securing  the  medically  trained  person  or  situation  you 
desire.  Seattle  offices  247  Logan  Bldg.,  MA.  4-4793,  Everett 
office.  703  Medical  Dental  Bldg.,  AL.  2-3157. 


OFFICE  SPACE 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices,  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350,  Seattle. 


OFFICE  SPACE  AVAILABLE—111  a clinic  building  across  the 
street  from  Ballard  General  Hospital.  800  sq.  ft.  consisting 
of  2 examining  rms.,  consultation  rm.  and  bus.  office 
Call  Seattle  SU  3-8101  for  further  information. 


PHYSICIAN'S  OFFICE— Downtown  Milwaukie,  Oregon.  1,000 
sq.  ft.,  reception  room,  private  office  and  4 examining 
rooms,  all  air-conditioned.  Medicare  approved  lab  in  bldg. 
15  min.  to  downtown  Portland.  Contact  Hoesley  Furniture, 
1011  Main  St.,  Milwaukie,  Oregon  97222,  phone  659-2424. 


FOR  RENT— Space  of  807  sq.  ft.  in  modern  medical  building 
near  University  Village.  Call  Seattle  LA  2-2340. 


EUGENE,  OREGON,  MEDICAL  CENTER— Desirable  physician's 
office  space,  particularly  suited  for  pediatric  practice, 
1200  square  feet.  6th  floor  front.  All  utilities  and  cleaning 
services  furnished.  Ample  patient  parking.  Contact  Mr. 
Max  Wright,  132  East  Broadway,  Eugene,  Oregon,  or 
phone  345-4412. 


EQUIPMENT 

ONE  USED 

Seattle. 

EXAMINATION  TABLE— $75.  MA  3-9020  ext.  31, 

BURROUGHS  SENSIMATIC  BOOKKEEPING  MACHINE-Two 

total  Model  F6103.  Approximately  18  months  old.  Machine 
stand  and  trays  included.  $1,650.  Programmed  for  two  phy- 
sicians and  four  departments.  Write  D.  Bell,  1065  Pali 
Drive  N.W.,  Salem,  Oregon  97304. 


FOR  SALE 

TWO-DOOR  HARD  TOP  64  CADILLAC— Perfect  condition, 
serviced  every  2 months  since  new.  Original  owner. 
Driven  only  35,000  miles.  $2,995.  14526-40th  West,  Lynn- 
wood. Wash.,  phone  743-3875. 


MULTI-SPECIALTY  GROUP— Seeks  board  certified  or  eligible 
(specialty).  Applicant  should  be  U.S.  citizen,  graduate  of 
U.S.  or  Canada  medical  school  and  have  completed  mili- 
tary obligation.  Salary  open.  Partnership  available  after 
two  years.  Paid  vacations;  malpractice  insurance;  time 
off  for  study  and  research.  Contact;  Mrs.  Loretta  Yuhas. 
Business  Administrator.  Alhambra  Medical  Clinic,  1237  E. 
Main  St..  Alhambra,  California.  Phone  213-289-5151. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  $ 


things  go 

better,^ 

^with 

Coke 


Meetings 


OF  MEDICAL  SOCIETIES 


AMA  Annual — June  18-22;  Atlantic 
City,  1967;  San  Francisco,  1968. 


AMA  Clinical — Houston,  1967;  Miami 
Beach,  1968. 


Idaho  State  Medical  Association — June 
28-July  1,  1967,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico. 

Sec.,  James  Nauman,  Tucson,  Ariz. 


North  Pacific  Pediatric  Society — 
Pres.,  Jack  M.  Docter,  Seattle 
Sec.,  Leroy  O.  Carlson,  Portland 


North  Pacific  Society  of  Neur.  & Psy 
Pres.,  Wallace  Lindahl,  Seattle 
Sec.,  W.  W.  Thompson,  Portland 


Washington  State  Medical  Association — 
Sept.  10-13,  1967,  Seattle 


West  Coast  Allergy  Society — 

Pres.,  George  M.  Robins,  Portland 
Sec.,  A.  G.  Corrado,  Richland 


OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Cosmo- 
politan Motor  Hotel,  4th  Tues., 
Sept. -May 

Pres.,  Walter  R.  Enders,  Oregon 
City 

Sec.,  Arthur  S.  Rathkey,  McMinn- 
ville 


Oregon  Dermatologic  Society — Portland, 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 

Pres.  Walter  R.  Enders,  Oregon  City 
Sec..  Rrthur  S.  Rathkey,  McMinn- 
ville 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.). 

Pres.,  Norman  M.  Janzer,  Portland 
Sec.,  Peter  H.  V.  Winters,  Corvallis 


Oregon  Pathologists  Association — Port- 
land. 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.  G.  F.  Starr.  Eugene 
Sec.,  K.  D.  McMilan,  Eugene 


Oregon  Radiological  Society — Univer- 
sity Club.  Portland,  2nd  Wednesday 
October-April 


Pres.,  Arthur  L.  Ovregaard,  Cor- 
vallis 

Sec.,  Irving  J.  Horowitz,  Portland 


Oregon  Society  of  Internal  Medicine 

Pres.,  Robert  L.  Hare,  Portland 
Sec.,  Estill  N.  Deitz,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  thru  May) 

Pres.,  Raphael  B.  Durfee,  Portland 
Sec.,  Leroy  S.  Caspersen,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Gerald  Whitlock,  Portland. 
Sec.,  Emerson  J.  Collier,  Portland. 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Irl  Clary,  Portland. 

Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres..  George  Nash,  Portland 
Sec.,  R.  J.  Meechan,  Portland. 


Portland  Academy  of  Psychiatry  — 
Fourth  Tuesday  except.  Dec.,  Jun., 
Jul.,  Aug. 

Pres..  Guy  Parvaresh,  Wilsonville 
Sec.,  Mary  Jane  Dubinski,  Portland 


Northwest  Rheumatism  Society 

Pres.,  John  E.  Stanwood,  Lebanon 
Sec.,  A.  C.  Jones,  Portland 


Northwestern  Medical  Association — 
Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  L.  H.  Garland,  San  Francisco 
Feb.  13-16,  1967.  Sun  Valley 


Oregon  Medical  Association — 
Portland. 


Pacific  Northwest  Radiological  Society— 
Pres.,  Norman  L.  Bline,  Portland 
Sec.,  M.  Marvin  Wallace,  Bellevue 
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Meetings  continued 


Portland  Surgical  Society— 4th  Tuesday 
(Sept.-May). 

Pres.,  John  Raaf,  Portland 

Sec.,  Wm.  R.  Sweetman,  Portland. 


UOMS  Alumni  Association 

Annual  Meeting,  April  5-7,  1967 
Pres.,  I.  1.  Langley,  Portland 
Sec.,  L.  H.  Smith,  Portland 


WASHINGTON 

King  County  Acad.  Gen.  Pract. — 4th 
Mon.,  exc.  June,  July,  Aug.,  Dec. 
Pres.,  Donald  McLaughlin,  Seattle 
Sec.,  James  H.  Dahlen,  Seattle 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle,  Tacoma, 
or  Everett 

Pres.,  Frederick  F.  Ackerman,  Se- 
attle 

Sec.,  D.  F.  Milam,  Jr..  Bellevue 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June. 
July,  Aug.,  Sept.,  Dec. 

Pres.,  Glen  E.  Hayden,  Seattle 
Sec.,  Harry  A.  Kettering, 

Mercer  Island 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club 
Pres.,  Charles  Kaplan,  Seattle 
Sec.,  Richard  Dion,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.  (Sept  • 
June)  annual  meeting,  January  27- 
28,  1967 

Pres.,  Frank  C.  Henry,  Seattle 
Sec.,  Gilbert  G.  Eade,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Ridpath  Motor  Inn, 
Annual — March  4,  1967 
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Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
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Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 
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Wouldn't  Poly  sal  "M"  be  better.  Doctor? 


Polysar  M 

MAINTENANCE  ELECTROLYTE 
SOLUTION 


Obviously,  dextrose  solution  is  inadequate  for 
temporary  maintenance  compared  to  Polysal  “M” 
with  its  carefully  compounded  balance  of  K,  Na, 
Cl,  HC03,  Ca,  Mg  and  Dextrose.  Polysal  “M”  is 
vacuum-sealed  in  Saftiflask®  “28”  bottles  ready 
for  infusion,  thus  sparing  you  an  arduous  struggle 
with  arithmetic  that  a computer  has  already  done 
for  you.  The  formula  speaks  for  itself.  (Note  the 
safe  potassium  factor.) 

Regular  Polysal®  is  usually  prescribed  for  im- 
mediate postsurgical  infusion. 

Each  liter  of  Polysal  “M”  supplies  the  mEq.  of: 
Na,  40;  K,  16;  Ca,  5;  Mg,  3;  Cl,  40;  and  HC03,* 
24;  with  dextrose  in  2.5%,  5%  and  10%  con- 
centrations. 

*By  metabolic  conversion  of  acetate. 

Indications:  Multipurpose  parenteral  maintenance 
electrolyte  solution  is  recommended  in  cases  of  fluid 
loss  from  the  G.I.  tract;  postoperative  replacement; 
dehydration;  sodium  depletion;  acidosis  and  burns. 
For  medical,  surgical  and  pediatric  patients.  Dosage 
and  Administration:  Please  refer  to  package  insert  for 
pertinent  information  for  safe  and  effective  dosage 


under  various  indicated  conditions.  Precautions:  1. 
I.V.  administration  only.  2.  Use  of  K-containing  solu- 
tions is  always  deferred  until  presence  of  adequate 
urinary  flow  is  assured,  or  in  the  rare  cases  where  it 
has  been  determined  beyond  question  that  carefully 
regulated  K,  in  combination  with  other  substances 
provided  by  the  solution,  is  indicated  in  spite  of 
oliguria.  Constant  monitoring  of  patient's  clinical  and 
lab  status  is  then  required.  Therefore,  except  rarely, 
K-containing  solutions  are  contraindicated  in  pres- 
ence of  anuria  or  severe  oliguria.  Nor  is  their  use 
advised  where  high  serum  K may  be  encountered;  i.e., 
chronic  nephritis,  untreated  diabetic  acidosis,  Addi- 
son's disease,  severe  burns,  massive  traumatic  injuries. 
3.  The  usual  precautions  on  the  use  of  any  intravenous 
solution  should  be  exercised.  Read  direction  sheet 
carefully.  Supplied:  in  vacuum-sealed  Saftiflask®  “28” 
— with  2^%  Dextrose,  in  250  and  500  cc.;  with  5% 
Dextrose,  in  500  and  1000  cc.;  with  10%  Dextrose, 
1000  cc. 
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